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!Carrier! 

SMALL GROUP HEALTH BENKFITS UASIC POLICY 

POLICYHOLDER: /ABC Company! 

GROUP POLICY NUMBER: [G-123451 

GOVERNING .JURISDICTION: New Jersey 

E1"1•ECTIVE DATE OF POLICY: [January 1. 20041 

EXIIIBIT A 

POLICY ANNIVERSARIES: [January 1st of each year beginning in 2005. I 

l'LAN A 

PREMIUM DUE DATES: [Effective Date, and the first day of the month beginning with February. 2004.1 

AFl<'ILIA TED COMPANIES: [DEF Company] 

DEPT. OF INSURANCE 

[Carrier! in consideration of the application for this Policy and of the payment of premiums as stated herein. agrees to pay benc!its in 
accordance with and subject to the terms of this Policy. This Policy is delivered in the jurisdiction specified above and is governed by the laws 
thereof. 

The provisions set forth on the following pages constitute this Policy. 

The Effective Date is specified above. 

This Policy takes effect on the Effective Dale. if it is duly attested below. It continues as long as the required premiums arc paid. unless it ends 
as described in the General Provisions section. 

[Secretary President) 

!Dividends arc apportioned each year.] 

[Include legal name. trade name. phone. fax and e-mail numbers by which consumers may contact the carrier, including at least one toll-free 
number for Covered Persons)) 

POLICY INDEX 

SECTION 
Schedule of Insurance and Premium Rates 
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Claims Provisions 
I Planhuldcrs J 
Delinitions 
Employee Coverage 
[Dependent Coverage I 
[Preferred Provider Organizations Provisions I 
l Point of Service Provisions l 
[Appeals Procci.lurcl 
[Continuation of Care I 
Health Benefits Insurance 
[Utili1.ation Review Features] 
[Specialty Case Management! 
I Centers of Excellcrn.:c Features I 
ExdL1sions 
Continuation Rights 
!Conversion Rights for Divon:cd Spouses] 
[EITcct of Interaction with a Health Maintenance Organi1.alilln Plan) 
Coon.lination of Bcnd"Jts and Services 
Bcnclits for Automoliilc Related Injuries 
Medicare as Secondary Payor 
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SMALL EMPLOYER HEALTH BENEFITS PROGRAM 

SCHEDULE OF INSURANCE AND PREMIUM RATES PLAN A 

This Policy's classificat1ons. and the insurance coverages and amounts which apply to each class arc shown helnw: 

CLASS(ES) 
[All eligible employees I 

EMPLOYEE [AND DEPENDENT] HEALTH BENEFITS 

Calendar Year Cash Deductible: 

•for Hospital Confinement 
•for Preventive Care 

None (Note: Sec Hospital <;'onfincment Copayment) 
None 

•for immunizations and lead 
screening for children 

•for All Other Charges 
-per Covered Person 

None 

$250 
[-per Covered Family 1$500] [Note: Must be individually satisfied by 2 

separate Covered Persons II 
1$750J 

Hospital Confinement Copayment 
-per day 
-maximum Copaymcnt per Period of Confinement 
-maximum Copayment per Covered Person per Calendar 
Year 

Coinsurance 

$ 250 
$1,250 

$2,500 

11:21 App. EXH. A 

Coinsurance is the percentage of a Covered Charge that must he paid hy a Covered Person. However. [Carrier] will waive the Coinsurance 
requirement once the Coinsurance Cap has hcen reached. This Policy's Coinsurance. as shown below, docs not include Cash Deductibles. 
Copayments, penalties incurred under this Policy's Utilization Review provisions, or any other Non-Covered Charge. 

The Coinsurance for this Policy is as follows: 
•for Preventive Care 
•for Facility charges made by: 
-a Hospital 
-an Ambulatory Surgical Center 
-a Birthing Center 
-an Extent.led Care Center or Rehabilitation Center 
-a Hospice 

•for the following Covered Charges incurred while 
the Covered Person is an Inpatient m a Hospital: 
-Prescription Drugs 
-Blood Transfusions 
-Infusion Therapy 
-Chemotherapy 
-Radiation Therapy 

•for all other Covered Charges 

Maximum Out of Pocket per Covered Person 
per each Calendar Year 

Daily Room and Board Limits 

•During a l'eriod of Hospital Confinement 

None 

20'7' 
20% 
20rk 
20% 
20rk 

20'/c 
20'1c 
20rk 
20'/c 
20% 

50'1c 

$7,750 

For semi-private room and board accommodations. !Currier! will cover charges up to the Hospital's actual daily semi- private mom and hoard 
rate. 

For private morn and hoard accommodation. [Carrier I will cover charges up lo the Hospital's (J.\'cragc daily semi- private room and hoard rate. 
or if the Ho,p1tal docs not have semi-private accommoJatiom. 80'if of its lowest Jaily room and board rate. However. if the Covered Person" 
being isolated in a private room because the Covered Per.son has a communicable 111ness. !Carrier! will cover charges up to the Hospital's actual 
private room charge. 
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11:21 App. EXH. A DEPT. OF INSURANCE 

For Special Care Units. /Carrier] will rnvcr charges up to the Hospital's actual daily room and hoard charge for the Special Care Unit. 

•During a Confinement In An Extended Care Center Or Rehabilitation Center 

/Carrier I will cover the lesser of: 
a) the center· s actual daily room and board charge: t>r 
b) 50'7< of the covered daily room and hoard charge made hy the Hospital during the Covered Person's preceding Hospital confinement. for 

semi-private accommodations. 

Pre-Approval is required for charges incurred in connection with: 
•Extended Care and Rehabilitation 
•Home Health Care 
•Hospice Care 

[Carrier) will reduce benefits by 50% with respect to charges for treatment, services and supplies which are not Pre-Approved by 
[Carrier] provided that benefits would otherwise be payable under this Policy. 

SCHEDULE OF INSURANCE AND PREMIUM RA TES EXAMPLE: PLAN A l'PO with common Deductible and Maximum Out of 
Pocket 

This Policy's classifications, and the insurance coverages and amounts which apply to each class are shown below: 

CLASSWS) 
[All cligihle employees] 

EMPLOYEE [AND DEPENDENT] HEALTH BENEFITS 

Calendar Year Cash Deductible: 
•for Hospital Confinement None (Note: Sec Hospital Confinement Copayment) 
•for Preventive Care None 
•for immunizations and lead 
screening for children 
•for A II Other Charges 
-per Covered Person 

None 

$250 
I-per Covered Family [$500) [Note: Must be individually satisfied by 2 

separate Covered Persons l I 
[$750) 

Hospital Confinement Copayment 
-per day 
-maximum Copayment per Period of Confinement 
-maximum Copaymcnt per Covered Person per Calendar 
Year 

Coinsurance 

$ 250 
$1.250 

$2.500 

Coinsurance is the percentage of a Covered Charge that must be paid by a Covered Person. However, [Carrier] will waive the Coinsurance 
requirement once Coinsured Charge Limit has hecn reached. This Policy's Coinsurance. as shown below. docs not Cash Deductibles. 
Copayments. penalties incurred under this Policy's Utilization Review provisions, or any other Non-Covered Charge. 

The Coinsurance for this Policy 
is as follows: 
•for Preventive Care 
•for Facility charges made by: 

-a Hospital 
-An Amhulatory Surgical Center 
-A Birthing Center 
-an Extended Care Center or 

Rehabilitation Center 
-a I losp1ce 

•for the rol l(m ing Covered Charges incurred while 
the Covered Person is an Inpatient in a Hospital: 
-Prescription Drugs 
-Blood Transfusions 
-Infusion Therapy 

Supp. 9-20-04 

If treatment, services or supplies are ghen by: 
a Network Provider a Non-Network Provider 

None 

'.\one 
None 
None 

None 
None 

None 
'.'Jone 
'.\one 
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SMALL EMPLOYER HEALTH BENEFITS PROGRAM 

-Chemotherapy 
-Radiation Therapy 

•for all other Covered Charges 

Maximum Out of Pocket: 

Daily Room and Board Limits 

•During a Period of Hospital Confinement 

None 
'.\one 

11:21 App. EXH. A 

50 1ii 

$5,000 

For semi-private room and hoard accommodations. !Carrier I will cover charges up to the Hospital's actual daily semi-private room and board 
rate. 

For private room and board accommodations, [Canicrl will cover charges up lo the Hospital's average daily semi- private room and hoard rate, 
or if the Hospital docs not have semi-private accommodations. 80% of its lowest daily room and board rate. However. if the Covered Person is 
being isolated in a private room because the Covered Person has a communicable Illness, \Canicr] will cover charges up lo the Hospital's actual 
pri vale room charge. 

for Special Care Units. [Carrier] will cover charges up to the Hospital's actual daily room and board charge for the Special Care Unit. 

•During a Confinement In An Extended Care Center Or Rehabilitation Center 
!Carrier] will cover the lesser of: 
a) the center's actual daily room and board charge: or 
b) 50'7c of the covere<l daily room and hoard charge made by the Hospital during the Covere<l Person's preceding Hospital confinement. for 

semi-private accommodations. 

Pre-Approval is required for charges incurred in connection with: 
•Exten<le<l Care and Rchahilitalion 
•Home Health Care 
•Hospice Care 
[Carrier] will reduce benefits by 50% with respect to charges for treatment, services and supplies which are not Pre-Approved by 
[Carrier] provided that benefits would otherwise be payable under this Policy. 

Payment Limits: For Illness or Injury. !Carrier\ will pay up lo the payment limit shown below: 
Charges for Inpatient Hospital confinement 30 days 
Charges ror Home Health Care exchange basis * for Hospital days 
Charges for Extended Care or Rehabilitation 

Center Care 
Charges for Hospice Care 

exchange basis * for Hospital <lays 
exchange basis * for Hospital days 

*Sec the Covered Charges section for a description of the exchange rules. 

Charges for Preventive Care per Calendar Year (Not 
subject to Cash Dcductihlc or Coinsurance) 
-per Covered Person 
[-per Covere<l Family 

Per Lifetime Maximum Benefit (for all Illnesses 
and Injuries) 

PREMIUM RATES 

$100 
$3001 

$1.000.000 

[The initial monthly premium rates. in U.S. dollars. for the insurance provided under this Policy arc as follows: 

Coverage 
I lealth Benefits 

-per Employee 
[-per Employc:c and spouse: 
-per Employee and child(ren) 
-pc:r Employee. spouse and child(ren) 

Premium Rate 

$9999.991 
$9999.99 
$9999.99 
$9999.99\ 

[Carrier I has the right to prospectively change any premium ratc(s) set forth ahovc al the lirnc:s unJ in the manner cstahlished hy the pwvision 
Premium Rate Changes section or this Policy. 

<a:NERAL PROVISIONS 
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THE POLICY 
The entire Policy consists of: 
fa) the forms shown in the Policy Index as of the Effective Date: 
b)j the Policyholder's application. a copy of which is atta1:he<l lo this Policy: 
[c)j any riders. !endorsements I or amendments to this Policy and 
(d)j the individual applications. if any. of the persons covered. 

STATEMENTS 
No statement will avoid the insurance under this Policy. or be used in defense of a claim hereunder unless: 

a) in the case of the Policyholder. it is contained in the application signed by the Policyholder: or 

DEPT. OF INSURANCE 

b) in the case of a Covered Person. it is contained in a written instrument signed hy the Covered Person. and a copy of which is furnished to 
the Covered Person. 

All statements will be deemed representations and not warranties. 

INCONTESTABILITY OF THIS POLICY 
There will be no contest of the validity of this Policy. except for not paying premiums. after II has been in force for 2 years from the Effective 
Date. 

No statement in any application, except a fraudulent statement. made by the Policyholder or by a person insured under this Policy shall be used 
in contesting the validity of his or her insurance or in denying a claim for a loss incurred after such insurance has been in force for two years 
during the person's lifetime. Note: There is no time limit with respect to a contest in connection with fraudulent statements. 

AMENDMENT 
This Policy may be amended, at any time. without the consent of the Covered Persons or of anyone else with a beneficial interest in it. This can 
be done through written request made by the Policyholder and agreed to by [Carrier I [Carrier! may also make amendments to this Policy. as 
provided in b. and c. below. [Carrier] will give the Policyholder 30 days advance written notice. An amendment will not affect benelits for a 
service or supply furnished before the date of change. 

Only an officer of [Carrier! has authority to waive any conditions or restrictions of this Policy; or to extend the time in which a premium may 
be paid; or to make or change a Policy: or to bind [Carrier] by a promise or representation or by information given or received. 

No change in this Policy is valid unless the change is shown in one of the following ways: 

[a) It is shown in an endorsement on it signed by an officer of [Carrier!. I 
(h)J In the case of a change in this Policy that has been automatically made to satisfy the requirements of any state or federal law that applies to 

this Policy, as provided in the Conformity With Law section. it is shown in un amendment to it that is signed by an officer of [Carrier]. 
[c)j In the case of a change required by [Carrier I, it is shown in an amendment to it that: 
•is signed by an officer of [Carrier]: and 
•is accepted hy the Policyholder as evidenced by payment of a premium becoming due under this Policy on or after the Effective Date of such 
change. 
Id)] In the case of a written request hy the Policyholder for a change. it is shown in an amendment to it signed hy the Policyholder and hy an 

officer of (Carrier]. 

AFFILIATED COMPANms 
If the Policyholder asks [Carrier] in writing to include un Affiliated Company under this Policy. and (Carrier] gives written approval for the 
inclusion. [Carrier] will treat Employees of that Cllmpany like the PolicyholLier's Employees. [Carrier's! written approval will include the 
starting date of the company's coverage under this Policy. But each eligible Employee nf that company must still meet all the terms and 
rnnditions of this Policy he fore becoming covered. 

An Employee of the Policyholder and one or more Affiliated Companies will be considered an Employee of only one of those Employers for 
the purpose of this Policy. That Employee's service with multiple Employers will be treated as service with that one. 

The Policyholder must notify [Carrier! in writing when a company stops heing an Affiliated Company. As of this date, this Policy will be 
considcreLI to end for Employees of that Employer. This applies to all of those Employees except those who. on the next day. arc employed by 
the Policyholder or anothn Affiliated Company as eligible Employees. 

Ptu:MIUM AMOUNTS 
The premium due on each premium due dale is th<: sum of the premium charges for the coverage then provided. Those charges arc deterrnineLI 
from the premium raws then in effect anLI the Employees land Dependents) then covered. 

If one or more o/' the premiums paid include charges for an Employee I and or Dependent I whose rnvcrage has ended he fore the due Liate of that 
premium. [Can-icrj will not he required to refund more than the premiums paid for the two months prior to the date [Carrier I receives wrilten 
noti,·c from the l\,licyholdcr that the Employee·, land or Dcpcndent"sl coverage has ended. pro\'idcd no claims ha\'C been incurred during that 
pcrioLI. If claims have heen incurred during the period prior to iCarricr'sl receipt of wriltcn notice that the Employee (anLI Dependent's\ 
coverage has ended. ICarricrj shall not he required to refund premium to the Policyholder 
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SMALL EMPLOYER HEALTH BENEFITS PROGRAM 11:21 App. EXH. A 

PAYMENT OF PREMlli:\lS · GRACE PERIOD 
Premiums arc tu he paid hy the Policyholder to [Carrier]. Each may he paid at a [Carrier\! office [or lo one or its authorized agents.I A 
premium payment is <lue on each premium <luc <late statc<l on the first page ur this Policy. The l'lllicyholdcr may pay each premium other than 
the first within 31 <lays of the premium due dale without heing charged interest. Those days arc known as the grace period. The Policyholder is 
liahlc to pay premiums to !Carrier I for the time this Policy is in force. [REINSTATEMENT 
If the premium has not been paid before the end of the grace period, this Policy automatically tcnninatcs as of !he last day of the grace period. 
The Policyholder may make written request to the [Carrier! that the Policy he reinstated. lf the \Carrier] accepts the request for reinstatement. 
the Policyholder must pay all unpaid premiums hack to the date premium was last paid. Such payment is subject 10 the premium rate then in 
effect and to [the payment of the reinstatement fee as established by the [Carrier. I I an interest charge. determined as a percentage of the unpaid 
amounl.j The percentage will be determined by the \Carrier! hut will not be more than the maximum percentage allowed by law.] 

PREMIUM RATE CHANGES 
The premium rates in effect on the Effective Date are shown in this Policy's Schedule. [Carrier) has lhc right to prospectively change premium 
rates as of any of these <lates: 

a) Any premium due date, 
b) Any date that an Employer becomes, or ceases to he. an Affiliated Company. 
c) Any date that the extent or nature of the risk under this Policy is changed: 
•by amendment of this Policy; or 
•by rea~on of any provision of law or any government program or regulation: or 
•if this Policy supplements or coordinates with benefits provided by an other insurer. non-profit hospital or medical service plan. or health 
maintenance organization, on any date [Carrier" s I obligation under this Policy is changed because of a change in such other benefits. 
d) At the discovery of a clerical error or misstatement as described below. 

!Carrier! will give the Policyholder 60 days advance written notice when a change in the premium rates is made. 

PARTICIPATION REQUIREMENTS 
At leas! [75%] of the Employees eligible for insurance must be enrolled for coverage. (If an eligible Employee is not covered by this Policy 
because: 
a. the Employee is covered as a Dependent under a spouse·s coverage. other than individual coverage: 
b. the Employee is covered under any fully-insured Health Benefits Plan offered by the Policyholder. 
c, The Employee is covered under Medicare: or 
d. The Employee is covered under another group health benefits plan. 

[Carrier] will count this person as being covered by this Policy for the purposes of satisfying participation requirements.) 

CLERICAL ERROR - MISSTATEMENTS 
Neither clerical error nor programming or systems error by the Policyholder. nor the !Carrier! m keeping any records pertaining to coverage 
under this Policy. nor delays in making entries thereon, will invalidate coverage which would otherwise he in force. or continue coverage which 
would otherwise be vali<lly tcrminatetl. However. upon discovery of such error or delay. an equitable adjustment of premiums will be made. 

Except as described in the Premium Amounts section. premium adjustments involving return of unearned premium to the Policyholder will be 
limited to the period of 12 months preceding the date of !Carrier's] receipt of satisfactory evidence that such adjustments should be made. 

If the age of an Employee. Dr any other relevant facts. are found to have been misstated, an<l the premiums arc thereby affected. an equitable 
adjustment of premiums will he made. lf such misstatement involves whether or not the person·s coverage would have been accepted by 
!Carrier}. subject to this Polky"s Incontestability section. the true facts will he used in determining whether coverage is in force under the 
terms of this Policy. 

TERM OF THE POLICY· RENEWAL PRIVILEGE-TERMINATION 

This Policy is issued for a term of one (l) year t·rom the Effective Date shown on the first page of this Policy. All Policy Years and Policy 
Months will be calcul:itcd from the E!Tcc:tivc Date. Plan Years will be mcasuretl as st,tted in the definition or Plan Year. All periods of insurance 
hereunder will begin and end at l 2:0 I am. Eastern Standard Time at the Policyholdcr"s place of business. 

The Policyhol<ler may renew this Policy for a further term or one ( I J year. on the first and each subsequent Policy Anniversary. All renewals 
arc subject to the payment of premiums then tlue, computed as provided in this Policy"s Premium Amounts section and to the provisions stated 
below. 

!Carrier] has the right to non-renew this Policy on the Policy Anniversary following the date the Policyholder no longer meets the requirements 
of a Small Employer as dct"incd in thi.s Policy. The Policyholder mu.sl ci:rtify to !Carrier! the Policyholtlcr·s status as a Small Employer every 
year. Certification must he given to [Carrier! within 10 days of the date [Carrier! requests it. If the Policyholder fails to do this. [Carrier I retains 
the nghl to non-renew this Policy as of the Poltcyholdcr·s Policy Anniversary. 

!Carrier! has the right to non-renew 1his Policy on the Policy f\nnivcrsary date following 180 days advance writlcn n1>ticc to the Policyholdn 
for the following reas(>ns: 
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11:21 App. EXH. A DEPT. OF INSURANCE 

al suhjecl lo the statutory notification requirements. ICarrierl ceases to do business in the small group market: 
b) subject to the statutory nolll'icalion requirements. !Carrier! c::eases ol'fl·ring and non-renews a particular type of Hcahh Benefits Plan in the 

small group market: or 
c::) the Board terminates a standard plan or a standard plan option. 

(Carrier] has the right lo non-rcnt'w this Polic::y on the Polic::y Anniversary Date subject to 60 days advance written notic::e to the Policyholder for 
the following reasons: 
a) the Polkyholder moves outside the state of New Jersey: 
b) less than (75% I of the Policyholder's eligible Employees arc covered by Lhh Policy. If an eligible Employee is not covered by chis Policy 

because: 
I. che Employee is covered as a Dcpendenc under a spouse·s coverage, other than individual coverage; 
2. the Employee is covered under any fully-insured Health Benefits Plan offered by the P1llicyholder. 
3. The Employee is covered under Mcdic::arc: ur 
4. The Employee is covered under another group health benefits plan. (Carrier! will count that Employee as being covered by this Policy 

ror purposes of satisfying participation requirements; 
c) the Policyholder dues not contribute at least I O'k- of the annual cost of the Policy; or 
d) the Policyhohlcr ,·eases membership in an association or multiple employer trust. but only iF coverage is terminatcu uniformly. without 

regard to any Health Status-Related Factor relating to any Covered Person 

If any premium is not paid by the end of its grace period. this Policy will automatically end when thac period ends. The Policyholder may write 
to (Carrier I, in advance, 10 ask that this Policy be ended at the end of the period for which premiums have been paid or at any time during the 
grace period. (Carrier) is not required to honor a request for a retroactive termination of this Policy. For prospective cermination requests. this 
Policy will end on the date requested. The Pulicyholdcr is liable to pay premiums to [Carrier! for the time this Policy is in force. [Carrierl shall 
give notice of the date of termination to the Policyholder no more than 30 days following the date or the termination. 

Immediate cancellation will occur if the Policyholder has performed an act or practice that constitutes fraud. or made an intentional 
misrepresentation of material fact under the terms of this Policy. 

[J)JVIDl-:NDS 
(Carrier) will determine the share, if any, of its divisible surplus allocable to this Policy as of each Policy Anniversary. if this Policy stays in 
force by the payment of all premiums tu that date. The share will be credited to this Policy as a dividend as of that date. 

Each dividend will be paid to the Policyholder in cash unless the Policyholder asks chat it be applied coward the premium then due or future 
premiums due. 

(Ca1Ticr'sl sole liability as lo any dividend is as sec forch above. 

If the aggregate dividends under this Policy and any other policy(ies) of the Policyholder exceed the aggregate payments towards their cost 
made from the Policyholder's own funds, the Policyholder will see that an amount equal to the excess is applied for the benefit of Covered 
Persons.] 

EMPLOYEE•S CERTU'ICA TE 
!Carrier) will give the Policyholder an individual certificate of coverage to give each covered Employee. It will dcscrihc the Employee's 
coverage under this Policy. II will indudc: 

a) to whom ICarrierl pays benefits, 
b) any protection and rights when the coverage ends. and 
c) claim rights and requirements. 

In the event this Policy is amended. and such amendment affects the material contained in the certificate of coverage. a rider or revised 
certificate rellccting such amem.hncnl will be issued Lo the Policyholder for delivery lo affected Employees. 

OFJo'SET 

ICarricrj reserves the right, before paying benefits h> a Covered Person. 10 u.~e the amount of payment due to ofl'scc a claims payment previously 
made in error. 

CONTINUING Rl<mTs 
(Carrier's I failure to apply terms or comlitions docs not mean that ICarricrl waives or gives up any future rights under this Policy. 

ASSIGNl'vU:NT BY POU<.:\'1101.l)t:R 
Assignment or transfer of 1hc inwrcsl of lhc Policyholder under this Policy will not hind (Carrier I wichout (Carrier's I wriuen consent thereto. 

<.:ONH>RMl'fY WITH LAW 
Any provision of this Policy which is in c·onllict with the laws of the state in which the Policy is issued. or with Federal law. shall he construed 
and .ipplied as if it were in full comp!i:1nc·c with the minimum requirements of such State law or Federal law. 
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LIMITATION OF ACTIONS 
No action at law or in equity shall be hroug_ht to rcco\'cr on this Policy until 60 days after a Covered Person files written proof of loss. No such 
action shall he brought more than thr..:c years arter the. end of the time within whid1 proof or loss is rc4uircd. 

WORKERS' COMPENSATION 
The health benefits provided under this Policy are not in place of. and do not affect requirements for. coverage by Workers· Compensation. 

NOTICES AND OTHER INFORMATION 
Any notices, documents. or other information under this Policy may be sent by United States mail. postage prepaid. addressed as follows: 

If to [Carrier J: To the last address on record with the Policyholder. 

If to a Covered Person: To the last address provided by the Covered Person on an enrollment or change of address form actually delivered to 
[Carrier!. 

If to the Policyholder: To the la~t address of the Policyholder on record with !Carrier]. 

RECORDS - INJ<'ORMATION TO BE J<'URNISIIEI> 
(Carrier] will keep a record of the Covered Persons. It will contain key facts about their coverage. 

At the times set by (Carrier!. the Policyholder will send the data required by [Carrier) lo perform its duties under this Policy, and to c.Jetermine 
the premium rates and certify status as a Small Employer. All records of the Policyholder which bear on this Policy must be open to (Carrier] 
for its inspection at any reasonable time. 

[Carrier! will not have to perform any duty that depends on such c.lata before it is received in a form that satisfies !Carrier). The Policyholder 
may correct incorrect data given to [Carrier]. if (Carrier) has not been harmed by acting on it. A person's coverage under this Policy will not be 
made invalid by failure of the Policyholder. due to clerical error. to record or report the Employee for coverage. 

The Policyholder will furnish !Carrier I the Employee [and Dependents] eligibility requirements of this Policy that apply on the Effective Date. 
Subject to JCarrier'sl approval. those requirements will apply to the Employee[ and Dependent] coverage under this Policy. The Policyholder 
will notify [Carrier) of any change in the eligibility requirements of this Policy. but no such change will apply to the Employee[ or Dependent] 
coverage under this Policy unless approved in ac.Jvam:e by [Carrier]. 

The Policyholder will notify [Carrier] of any event. including a change in eligibility. that causes termination of a Covered Person·s coverage 
immediately. or in no event later than the last day of the month in which the event occurs. The liability of !Carrier] to arrange or provide 
benefits for a person ceases when the person's coverage ends under this Policy. llf the Policyholder fails to notify [Carrier] as provided above. 
[Carrier] will be entitled to reimbursement from the Policyholder of any benefits paid to any person after the person's coverage shoulc.l have 
ended.) 

CLAIMS PROVISIONS 
A claimant's right to make a claim for any benefits provided by this Policy is governed as follows: 

(NOTICE OF LOSS 
A claimant should send a written notice of claim to (Carrier I within 20 days of a loss. No special form is required to do this. The notice need 
only identify the claimant and the Policyholder. 

When [Carrier) receives the notice. it will send a proof of claim form to the claimant. The claimant should receive the proof of claim form 
within 15 days of the date [Carrier) received the notice of claim. If the form is received within such lime. it should be completed, as instructed. 
by all persons required to do so. Additional proof. if required. should be attached to the form. If the form is not received within such time. 1he 
claimant may provide written proof of claim to !Carrier! on any reasonable form. Such proof must stale the date the Injury or Illness began and 
the nature and extent of the loss. I 

PROOF OF LOSS 
Proof of loss must he sent to [Carrier! within 90 days of the loss. 

If a notice or proof is sent later than 90 days of the loss. [Carrier! will not deny or reduce a claim if the notice or prnof was sent as soon a.~ 
possible. 

PAYMENT OF CLAIMS 
!Carrier I will pay all benefits to which the claimant is entitled as soon as !Carrier! receives written proof of loss. All benefits will he paic.J as 
they accrue. Any hcnefits unpaid at the Covered Person's death will be paid as soon as [Carrier! receives due proof or the death to one of the 
following: 
a) his or her estate: 
h) his or her spouse: 
c) his or her parents: 
d) his or her children: 
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el his or her hrothcrs and sisters: or 
I) any unpaid provider of health care services. 

When an Employee tiles proof of loss. he or she may direct !Carrier). m writing. 10 pay heal!h care heneti1s to the recognized provider of health 
care who provided the covered service for which benefits became payable. ![Carrier! may honor such direction al [Carrier's! option.I !For 
covered services from an eligible Facility or Practitioner. [Carrier] will determine to pay either the Covered Person or the Facility or the 
Practitioner.I The Employee may not assign his or her right to take legal action under this Policy lo such provider. 

PHYSICAL EXAMS 
!Carrier]. at its expense. has the right to examine the insured. This may he done as often as reasonably needed to process a claim. !Carrier! also 
has the right to have an autopsy performed. at its expense. 

[PLANHOLDERS 

The Policyholder is the Trustee named by a trust agreement. This agreement permits certain Employers to insure their Employees for the 
benefits provided hy this Policy. Employers who do so are Planholders. 

The Policyholder acts for the Planholdcrs in all matters of this Policy. Such actions bind all Planholders. 

How an Employer becomes a Planholder 

An Employer must submit a signed application in which he: 

a) agrees to participate in the trust. and 
h) applies for the insurance provided by this Policy for his Employees. 

When an Employer becomes a Planholder 

The Policyholder and [Carrier! will agree on the date an Employer becomes a Planholder. This date will be stated in writing by [Carrier]. 

When an Employer ceases to be a Planholder 

The Policyholder can end an Employer's status as a Planholder. To do so. he or she must give [Carrier] 30 days advance written notice. 

[Carrier] can end insurance for a Planholder. To do so. it must give the Policyholder 30 days advance written notice. 

Data needed 
The Policyholder must provide !Carrier! with all the data needed to compute premiums and carry out the terms of this Policy. [Carrier! can 
examine the records of the Policyholder and each Planholdcr at any reasonable time.] 

(Note: This text. which may be modified by each carrier in order lo accommodatt: various trust agreements. is only to be used if covemgc is to 
be issued through a Multiple Employer Trust (MET) I 

DEFINITIONS 

The words shown below have special meanings when used in this Policy. Please read these definitions carefully. [Throughout this 
Policy, these defined terms appear with their initial letter capitalized.] 

Accredited School means a school accredited by a nationally recognized accrediting association. such as one of the following regional 
accrediting agencies: Middle States Association of Colleges and Schools. New England Association of Schools and Colleges. North Central 
Association of Colleges and Schools. Northwest Association of Schools and Colleges. Southern Association of Colleg:es and Schools. or 
Western Association of Schools and Colleges. An accredited school also im:lu<lcs a proprietary institution approved hy an agency responsible 
for issuing certificates or licenses to graduates of such an institution. 

!Actively at Work or Active Work means performing. doing. partidpating or similarly functioning in a manner usual for the task for full pay. 
at the Policyholder's place of business. or at any other place that the Policyholder" s business requires the Employee to go. I 

At"liliated Company means a company as defined in suhscctions (hl. (cl. (mJ or (o) of section 414 of the Internal Revenue Code of 1986. All 
entities that meet the criteria sci forth in the Internal Revenue Code shall be treated as one employer. 

Alcohol Abuse means abuse of or addiction to alcohol. Alcohol Ahusc docs not include abuse of or addiction to drugs. Please sec the definition 
of Suhstancc Abuse. 

Amhulanre means a certified transportation vehicle for transportmg Ill nr Injured people that contains all life-saving equipment and staff as 
required hy state and local l.iw. 
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Ambulatory Surgical Center means a Facility mainly engaged in performing Outpatient Surgery. It must: 
a) be staffed by Practitioners and Nurses. under the supervision of a Practitioner: 
b) have permanent operating and recovery rooms: 
c) be staffed and equipped to give emergency care: and 
d) have written back-up arrangements with a local Hospital for emergency care. 

[Carrier) will recognize it if it carries out its stated purpose under all relevant ~late and local laws. and it is either: 
a) accmlited for its stated purpose by either the Joint Commission or the Accreditation Association for Ambulatory Care: or 
b) approved for its stated purpose by Medicare. 

(Carrier) docs not recogni,.e a Facility as an Ambulatory Surgical Center if II is part of a Hospital. 

Anniversary Date means the date which is one year from the Effective Date of this Policy and each succeeding yearly date thereafter. 

Birthing Center means a Facility which mainly provides care and treatment for women during uncomplicated pregnancy. routine full-term 
delivery. and the immediate post-partum period. It must: 
a) provide full-time Skilled Nursing Care by or under the supervision of Nurses; 
b) be staffed and equipped to give emergency care: and 
c) have written back-up arrangements with a local Hospital for emergency care. 

(Carrier) will reco1tni2e it if: 
a) it carries out its stated purpose under all relevant state aml local laws; or 
b) it is approved for its stated purpose by the Accreditation Association for Ambulatory Care: or 
c) it is approved for its stated purpose by Medicare. 

(Carrier) does not recognize a Facility as a Birthing Center if it is part of a Ho~pital. 

Board means the Board of Directors of the New Jersey Small Employer Health Benefits Program. 

Calendar Year means each successive 12 month period which starts on January I and ends on December 31. 

Cash Deductible means the amount of Covered Charges that a Covered Pers()n must pay hcfore this Policy pays any benefits for such charges. 
Cash Deductible does not include Coinsurance, Copayments and Non-Covered Charges. See the Cash Deductible section of this Policy for 
details. 

Church Plan has the same meaning given that term under Title I. section 3 of Pub.L.93-406. the "Employee Retirement Income Security Act 
of 1974'' 

Coinsurance means the percentage of a Covered Charge that must be paid by a Covered Person. Coinsurance does not include Cash 
Deductibles. Copayments or Non-Covered Charges. 

Copayment means a specified dollar amount a Covered Person must pay for specified Covered Charges. 

Cosmetic Surgery or Procedure means any surgery or procedure which involves physical appearance, but which docs not correct or materially 
improve a physiological function and is not Medically Necessary and Appropriate. 

Covered Charges arc Reasonable and Customary charges for the types of services and supplies described in the Covered Charges and 
Covered Charges with Special Limitations section of this Policy. The services and supplies must be: 
a) furnished or ordered by a recognized health care Provider; and 
b) Medically Necessary and Appropriate to diagnose or treat an Illness or Injury. 

A Covered Charge is incurred on the date the service or supply is furnished. Subject to all of the terms of this Policy, (Carrier! pays benefits for 
Covered Charges incurred by a Covered Person while he or she is insured hy this Policy. Read this entire Policy to find out what [Carrier! limits 
or excludes. 

Covered Person means an eligible Employee or [a Dependent! who is insured under this Policy. 

Creditable Coverage means. with respect to an Employee lor Dependent!. coverage of the Employee lor Dependent! under any of the 
following: a Group Health Plan: a group or individual Health Benefits Plan: Part A or Part B of Title XVIII of the federal Social Security Act 
(Medicare): Title XIX or the federal Social Security Act (Medicaid). other than covcr:.igc consisting solely or benefits under section 1928 of 
Title XIX of the federal Social Security Act (the program for distribution or pediatric vaccines): chapter 55 of Title 10. United States Code 
(medical and dental can: for members and certain former member~ of the uniformed services and their dependents): a medical care program of 
the Indian Health Service or of a trihal organization: a state health benefits risk pool: a health plan offered under chapter 89 of Title 5. United 
States Code; a puhlic health pla11 as defined by federal regulation: a health hcncfits plan under section 5(e) or the "Peace Corps Act": or 
coverage under any other type or plan as set forth hy the Commissioner of Hanking and Insurance hy regulation. 

21-63 Supp. 9-20-04 



11:21 App. EXH. A DEPT. OF INSURANCE 

Creditable Cnvcragc does not indude coverage which consists solely of the follt1win):!: coverage only for accident or disability inrnmc 
insurance. or any combination thereof: coverage issued as a supplement to liability insurance: liability insurance. including general liability 
insurance and automobile liability insurance: workers' compensation or similar insurance: automobile medit:al payment insurance: credit only 
insurance: coverage for on-site medical clinics: coverage as speciticd in federal regulation. under which benefits for medical care arc secondary 
or incidental to the insurance benefits: and other coverage expressly excluded from the definition of Health Benefits Plan. 

Current Procedural Terminology (C.P.T.) means the most recent edition of an annually revised listing published by the American Medical 
Association which assigns numerical codes to procedures and categories of medical care. 

Custodial Care means any service or supply. including room and hoard. which: 
a) is furnished mainly to help a person meet his or her routine daily needs: or 
h) can be furnished by someone who has no professional health care training or skills. 

Even if a Covered Person is in a Hospital or other recogni,.ed Facility. [Carrier I does not pay for that part of the care which is mainly custoJial. 

[Dependent means an Employee's: 
a) legal spouse [where legal spouse shall include a domestic partner pursuant to P.L. 2003. c. 246]: 
b) unmarried Dependent child who is under age 19: and 
c) unmarried Dependent child from age I 9 until his or her 23rd birthday, who is enrolled as a full-time student at an Accredited School. Full-

time student status will be as defined by the Accredited School. [Carrier] can require periodic proof of a Dependent child's status as a full-
time student. 

A Dependent is not a person who is: 
a) on active duty in the armed forces of any country: or 
b) eligible for coverage under this Policy as an Employee. 

Under certain circumstances, an incapacitated child is also a Dependent. Sec the Dependent Coverage section of this Policy. 

An Employee's "unmarried Dependent child" includes: 

a) his or her legally adopted children. 
b) his or her step-child if such step-child depend on the Employee for most of his or her support and maintenance, [and] 
c) [the child of his or her domestic partner if the child depends on the Employee for most of his or her support and maintenance. and] 
d) children under a court appointed guardianship. 

[Carrier] treats a child as legally adopted from the time the child is placed in the home for purpose of adoption. [Carrier[ treats such a child this 
way whether or not a final adoption order is ever issued. l 

[Dependent's Eligibility Date means the later of: 
a) the Employee's Eligibility Date; or 
b) the date the person first becomes a Dependent.I 

Developmental Disability or Developmentally Disabled means a severe, chronic J1sability that: 
a) is attributable to a mental or physical impairment or a combination of mental and physical impairments; 
b) is manifested before the [Covered Person] attains age 19; 
c) is likely to continue indefinitely; 
d) results in substantial functional limitations in three or more of the following areas of major life activity: self-care: receptive and expressive 

language: learning: mobility: self-direction: capacity for independent living; economic self-sufficiency; 
e) retlects the [Covered Person's] need for a combination and sequence of special interdisciplinary or generic services, individualized 

support, and other forms or assistance that are lifelong or of extended duration and are individually planned and coordinated. 

Diagnostic Services means procedL1res ordered by a recognized Provider because of speci fie symptoms to diagnose a specific condition or 
disease. Some examples arc: 
a) radiology. ultrasound and nuclear medicine: 
h) laboratory and rathology; anJ 
c) EKGs. EEGs and other electronic diagnostic tests. 

Excert as allowed under the Preventive Care Covered Charge. Diagnostic Services arc not covered under this Policy if the procedures ordered 
as part of' a routine or reriodic rhysical examination or screening examination. 

Discretion/ Determination/ Determine means the !Carrier's I sole right to make a decision or determination. The decision will be arplied in a 
reasonable and non-Jiscri1111natory manner. 

Durahle Medical Equipment is cqu1rn1ent which is: 
a) designl'<l and able to w1th,1and n:pcated use: 
b) rrimarily and custo111,uily used to ser\'C a medical purpose: 
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CJ generally not uselul to a Covered Person in the ab~encc of an Illness or In Jury: and 
di suitahlc for u,c in the home 

Some examples arc walkers. wheelchairs. hospital-type beds. breathing equipment and apnca monitors. 

Among other things, Durable :Vkdical Equipment docs not include adjustments made to vehicles. air conditioners. air purifiers. humidifiers. 
dehumidifiers, elevators. ramps. stair glides. Emergency Alert equipment. handrails. heat appliances. improvements made to the home or place 
of business. walerbcds. wh1rlpool baths and exercise and massage equipment. 

El'fective Date means the date on which coverage begins under this Policy for the Policyholder. or the dale coverage begins under this Policy 
for an Employee [or Dependent]. as the context m which the term is used suggests. 

Emergency means a medical condition manifesting itself by acute symptoms of sufficient severity including. but not limited to. severe pain, 
psychiatric disturbances and/or symptoms of Substance Abuse such that a prudent layperson. who possesses an average knowledge of health 
and medicine, could expect the absence of immediate medical attention to result in: pl;icing the health of the individual (or with respect to a 
pregnant woman. the health of the woman or her unborn child) 111 serious jeopardy: serious impairment to bodily functions: or serious 
dysfunction of a bodily organ or part. With respect to a pregnant woman who is having contractions. an emergency exists where: there is 
inadequate time to effect a safe transfer to another Hospital before delivery: or the transfer may pose a threat to the health or safety of the 
woman or unborn child. 

Employee means a Full-Time bona-fide Employee (25 hours per week) of the Policyholder. Partners. Proprieturs. and independent contractors 
will be treated like Employees. if they meet all of this Policy· s conditions of eligibility. Employees who work on a temporary or substitute basis 
or who are participating in an employee welfare arrangement established pursuant to a collective bargainmg agreement arc not considered tu he 
Employees for the purpose of this Policy. 

Employee's Eligibility Date means the later of: 
a) the date of employment: or 
b) {the day] after any applicable waiting period ends. 

Employer means [ABC Company]. 

Enrollment Date means. with respect to a Covered Person. the Effective Date or. if earlier. the first day of any applicable waiting period. 

Experimental or lnvestigational means [Camcrf determines a service or supply is: 

a) not of proven henefit for the particular diagnosis or treatment ot a particular condition; or 
h) not generally recognized by the medical community as effective or appropriate for the particular diagnosis or treatment of a particular 

condition: or 
c) provided or performed in special settings for research purposes or under a controlled environment or clinical protocol. 

Unless otherwise required by law with respect tu drugs which have been prescribed for treatment for which the drug has not been approved by 
the United States f'ood and Drug Administration (f'DA). [Carrier! will not cover any services or supplies. including treatment. procedures. 
drugs. biological products or medical devices or any hospitali1.ations in connection with Experimental or lnvcsugational services or supplies. 

!Carrier! will also not cover any technology or any hospitalization primarily to receive such technology if such technology is obsolete or 
ineffective and is not used /!enerally hy the medical community for the particular diagnosis or treatment of a particular condition. 

Governmental approval of technology is not necessarily sufficient to render it of proven benefit or appropriate or effective for a particular 
diagnosis or treatment of a particular conditit>n. as explained below. 

[Carrier! will apply the following five criteria in determining whether services or supplies are Experimental or lnvestigationJI: 

a) Any medical device. drug. or biological product must have received final approval to market by the FDA for the particular diagnosis or 
condition. Any other aprroval granted as an mtcrim step in the FDA regulatory process. e.g .. an lnvestigational Device Exemption or an 
lnvcstigational ;'-;cw Drug 1-::xemption. is not sullicient. Once FDA approval has been granted for ;-i p~nicular diagnosis or condition. use of 
the medical device. drug or b1ulogical product for another diagnosis or condition will require that one lH more 01· the l"ollowing established 
reference compendia: 
I. The American Hospital h,rmulary Service Drug Information: or 
2. The United States Pharmacopoeia Drug Information 

recognize the usa)!e as appropriate medical treatment. As an alternative lo such recognition III one or more of the compendia. the usage uf 
the dru/! will be 1ccog1111.cd a., appropriate if it is recommended hy a cl1nical study or recommended by a review art1cl<: in a major peer-
reviewed professional _io11rnal .\ medical device. drug. or hiological product that meets the above' rests will ,wt he considered 
Experimental or Ill\ cstig,itional. 
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In any event. any <lrug which the Foo<l and Drug Aurninistration has determine<l to he contrainuicatc<l for the specific treatment for which 
the drug has heen prescnhcd will be considered Experimental or lnvcstigational. 

b) Conclusive cvi<lcncc from the pL1hlishcd peer-reviewed medical literature must ex.isl that the technology has a definite positive effect on 
health outcomes: such cviJcnce must include well-designed investigations that have heen reproduced hy non affiliated authoritative 
sources. with measurahle results. backed up hy the positive en<lorse1m:nts of national medical hodics or panels regarding scientific efficacy 
and rationale: 

c) demonstrated evidence as reflected in the published peer-reviewed medical literature must exist that over time the technology leads to 
improvement in health outcomes. i.e .. the beneficial effects outweigh any harmful <.'ffects; 

d) Proof as reflected in the puhlishcd peer-reviewed medical litcralllrc must exist that the ledmology is at least as effective in improving 
health outcomes as established technology. or is usahle in appropriate clinical contexts in which cstahlished technology is not employable: 
and 

e) Proof as reflected in the published peer-reviewed medical literature must e,dst that improvements in health outcomes; as defined item c. 
above. is possible in standard conditions of medical practice. outside clinical investigatory sellings. 

Extended Care Center means a Facility which mainly provides full-time Skilled Nursing Care for Ill or Injured people who do not need to tic 
in a Hospital. [Carrier I will recognilc it if it carries out its stated purpose under all relevant state and local laws. and it is either: 
a) accredited for its stated purpose by the Joint Commission: or 
b) approved for its stated purpose by Medicare. In some places. an "Extended Care Center" may he called a "Skilled Nursing Facility." 

Facility means a place [Carrier] is required by law to recognize which: 
a) is properly licensed. certified. or accredited to provide health care under the laws of the state in which it operates; and 
b) provides health care services which are within the scope of its license. certificate or accreditation. 

Full-Time means a normal work week of 25 or more hours. Work must be at the Policyholder's regular place of business or at another place to 
which an Employee must travel to perform his or her regular duties for his or her full and normal work hours. 

Government Hospital means a Hospital operated by a government or any of its subdivisions or agencies. including but not limited to a 
Federal. military, state. county or city Hospital. 

Group Health Plan means an employee welfare benefit plan. as defined in Title I of section 3 of Puh.L.93-406. the "Employee Retirement 
Income Security Act of 1974" (ERISA) (29 U.S.C. § 1002(1)) to the extent that the plan provides medical care and includes items and services 
paid for as medical care to cmpluyccs or their dependents dim:tly or through insurance, reimbursement or otherwise. 

Health Benefits Plan means any hospital and medical expense insurance policy or certificate; health. hospital. or medical service corporation 
contract or certificate: or health maintenance organization subscriber contract or certificate delivered or issued for delivery in New Jersey hy 
any carrier to a Small Employer group pursuant to section 3 of P.L. I 992. c. 162 (C. 17B: 27 A-19) or any other similar contract. policy. or plan 
issued to a Small Employer. not explicitly ex.eluded from the definition of a health benefits plan. Health Benefits Plan docs not include one or 
more. or any combination of the following: coverage only for accident or disability income insurance. or any comhination thereof; coverage 
issued as a supplement to liability insurance; liability insurance, including general liability insurance and automohile liability insurance; 
workers· compensation or similar insurance; automobile medical payment insurance; credit-only insurance; coverage for on-site medical 
clinics; and other similar insurance coverage. as specified in federal regulations. under which benefits for medical care arc secondary or 
incidental to other insurance henefits. Health Benefits Plans shall not include the following benefits if they are provided under a separate policy, 
certificate or contract of insurance or are otherwise not an integral part of the plan·. limited scope dental or vision benefits; benefits for long 
term care. nursing home care. home health care. community bascd care, or any combination thereof; and such other similar. limited benefits as 
are specified in federal regulations. Health Benefits Plan shall not include hospital confinement indemnity coverage if the benefits arc provided 
under a separate policy. ccrtil'icate or contract or insurance. there is no coordination between the provision of the benefits and any exclusion of 
benefits under any group Health Benefits Plan maintained by the same Plan Sponsor, and those benelits arc paid with respect to an event 
without regard to whether benefits are provided with respect to such an event under any Group Health Plan maintained by the same Plan 
Sponsor. Health Benefits Plan shall not include the following if it is offered as a separate policy. certificate or contract of insurance: Medicare 
supplemental health insurance as dcfincd under section 1882(g>( I l of the federal Social Security Act: and coverage supplemental to the 
coverage provided under chapter 55 or Title 10. United States Code: and similar supplemental coverage provided to coverage under a Group 
Health Plan. 

Health Status-Related Factor means any or the following factors: health status; medical condition. including both physical and mental Illness: 
claims experience: receipt of health care; medical history; genetic information: evi<lcncc of insurahility. including conditions arising out of acts 
of domestic violence: and disability 

Home Health Agency means a Provider which provides Skilled Nursing Care for Ill or Injured people in their home under a home health care 
program designed to eliminate llospital stays !Carrier] will recognize It if it is licensed by the state i11 which it operates. or it is certified to 
participalc in Medicare as a Home Health Agency. 

Hospice means a Provider which provides palliative and supportive care for tcrmmally Ill or terminally Injured people under a hospice care 
program. !Carrier) will rccogni,e a hospice 1f it carries out its slated purpose under all relevant state anJ local laws. and it is either: 
a) approved for its stated purpPse hy Medican': or 
b) it is accredited f()r its staled purpose hy either the .lt>int Commissi()ll or the National Hospice Organi,.ation. 
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Hospital means a Facility which mainly provides Inpatient care for Ill or Injured people. !Carrier! will recognize it if it carries out its stated 
purpose under all rel<!vant slate and lrn:al laws. and it is either: 
a) accredited as a Hospital by the Joint Commission: or 
bJ approved as a Hospital by Medicare. 
Among other things. a Hospital is not a convalescent home. rest or nursing Facility. or a Facility. or part of it. which mainly provides Custodial 
Care. educational care or rehabilitative care. A Facility for the aged or substance abusers is also not a Hospital. 

Illness or Ill means a sickness or disease suffered by a Covered Person or a description nf a Covered person suffering from a sickness or 
disease. 

I Initial Dependent means those eligible Dependents an Employee has at the time he or she first becomes eligible for Employee coverage. If at 
the time the Employee docs not have any eligible Dependents. but later acquires them. the first eligible Dependents he or she acquires arc his or 
her Initial Dependents.] 

Injury or Injured means all damage to a Covered Person's body. and all complications arising from that damage or a description or a Covered 
Person suffering from such damage. 

Inpatient means a Covered Person who is physically confined as a registered bed patient in a Hospital or other recognized health care Facility 
or services and supplies provided in such settings. 

Joint Commission means the Joint Commission on the Accreditation of Health Care Organizations. 

Late Enrollee means an eligible Employee [or Dependent! who requests enrollment under this Policy more than [30] days after first becoming 
eligible. However. an eligible Employee !or Dependent! will not he considered a Late Enrollee under certain circumstances. See the Employee 
Coverage [and Dependent Coverage] sectionls] of this Policy. 

Medically Necessary and Appropriate means that a service or supply is provided by a recognized health care Provider. and [Carrier] 
determines at its Discretion. that it is: 

a) necessary for the symptoms and diagnosis or treatment of the condition, Illness or Injury: 
b) provided for the diagnosis. or the direct care and treatment, of the condition. Illness or Injury: 
c) in acconlance with generally accepted medical practice: 
d) not for the convenience of a Covered Person: 
e) the most appropriate level of medical care the Covered Person needs: 
f) furnished within the framework of generally accepted methods of medical management currently used in the United States. 
The fact that an attending Practitioner prescribes, orders. recommends or approves the care. the level of care. or the length of time care is to be 
received, does not make the services Medically Necessary and Appropriate. 

Medicaid means the health care program for the needy provided by Title XIX of the United States Social Security Act, as amended from time 
tot1me. 

Medicare means Parts A and B of the health care progrnm for the aged and disabled provided by Title XVIII of the United States Social 
Security Act. as amended from lime lo time. 

Mental or Nervous Condition means a condition which manifests symptoms which are primarily mental or nervous. for which the primary 
treatment is psychotherapy or psychotherapeutic methods or psychotropic medication. regardless of any underlying physical cause. A Mental or 
Nervous Condition includes, but is not limited to. psychoses, neurotic and anxiety disorders. schizophrenic disorders, affective disorders. 
personality disorders. and psychological or behavioral abnormalities associated with transient or permanent dysfunction of the brain or related 
ncurohormonal systems. 

In determining whether or not a particular condition is a Mental or Nervous Condition. [Carrier! may refer to the current edition of the 
Diagnostic and Statistical manual of Mental Disorders of the i\mcncan Psychiatric Association. 

[Newly Acquired Dependent means an eligible Dependent an Employee acquires after he or she already has coverage in force for Initial 
Dependents. I 

.'iil-otine Dependence Treatment mean, "Behavioral Therapy." a, <lcl"incd below. and Prescription Drugs which have been approved hy the 
U.S. Food and Drug Administration for the management or nicotine dependence. 

f'or the purpose of this definition, covered "Behavioral Th.:rapy" means motivation and behavior change techniques which have been 
demonstrated lo be effective in promoting nicotine abs1inence and long term recovery from nicotine addiction. 

;'\;on-Covered Charges are charges which do not meet this Policy·, dci"inition or Covered Charges. or which exceed any or the benefit lirrnts 
shown in this Policy. or which arc specifically identified as Non-Covered Charges or arc otherwise not covered hy this Policy. 

Nurse mi:ans a registered nurse or licensed practical nurse. including a nursing specialist such as a nurse mid-wile or nurse anesthetist. "ho: 
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a) is properly licensed or certified w provide medical care under the laws of the state where he or she practices: and 
b) provides medical services which arc within the srnpe or his or her license or ceniricalc.and arc covered by this Pohcy. 

Outpatient means a Covered Person who is not confined as a registered bed patient in a Hospital or recognifcd health care Facility and is not 
an Inpatient: or services and supplies provided in such Outpatient settings. 

Per Lifetime means during the lifetime of an individual. regaruless of whether he or she is covered under this Policy or any other policy or 
plan: 
a) as an Employee or Dependent: and 
b) with or without interruption. 

Period of Confinement means consecutive days of Inpatient services provided to an Inpatient or successive Inpatient confinements due to the 
same or related causes, when discharge and re-admission to a recognized Facility occurs within 90 days or less. [Carrier! determines 1r the 
causc(s) of the confinements arc the same or related. 

Plan means the [Carrier's! group health benefit plan purchased by the Employer. I Note: If the "Planholder" definition is employed, references 
in this Policy to "Policy" should be changed to read "Plan"J 

Planholder means the Employer who purchased this group health benefit plan. I Note: If the "Planholder" definition is employed. references in 
this Policy to "Policyholder" should be changed to read "Planholder''] 

Plan Sponsor has the meaning given that term under Title I. section 3 of Pub.L.93-406, the "Employee Retirement Income Security Act of 
1974" (ERISA) (29 U.S.C. § 1002( 16)(8)). That is: 
a) the Small Employer in the case of an employee benefit plan established or maintained by a single employer: 
b} the employee organization in the case of a plan established or maintained by an employee organization: or 
c) in the case of a plan established or maintained by two or more employers or jointly by one or more employers and one or more employee 

organizations, the association. committee. joint board of trustees, or other similar group of representatives of the parties who establish or 
maintain the plan. 

Plan Year means the year that is designated as the plan year in the plan document of a Group Health Plan, except if the plan document does not 
designate a plan year or if there is no plan document. the Plan Year is a Calendar Year. 

Podiatric Care means treatment of Illness or deformity below the ankle, but docs not include dislocations or fractures of the foot. 

Policy means this group policy. including the application and any riders, amendments, or endorsements. between the Employer and [Carrier[. 

Policyholder means the Employer who purchased this Policy. 

Practitioner means a person [Carrier[ is required by law to recognize who: 
a) is properly licensed or certi lied to provide medical care under the laws of the slate where he or she practices: and 
b} provides medical services which arc within the scope of his or her license or certificate. 

Pre-Approval or Pre-Approved means the !Carrier's I approval using paper or electronic means for specified services and supplies prior to the 
date charges are incurred. [Carrier I will reduce benefits by 50'k with respect to charges for treatment. services and supplies which require Pre-
Approval and arc not Pre-Approved by [Carrier I provided that benefits would otherwise be payable under this Policy. 

Pre-Existing Condition means an Illness or Injury which manifests itself in the six months before a Covered Person's Enrollment Date, and for 
which medical advice, diagnosis, care. or treatment was recommended or received during the six months immediately preceding the Enrollment 
Date. 

Pre-Existing Condition Limitation means. with respect to coverage. a limitation or exclusion of benefits relating to a condition based on the 
fact that the condition was present before the Enrollment Date. whether or not any medical advice. diagnosis. care. or treatment was 
recommended or received before that date. Genetic information will not be treated as a Pre-Existing Condition in the absence of a diagnosis of 
the condition related to that information. Pregnancy will not be treated as a Pre-Existing Condition 

Prescription Drugs arc Jrugs. biologicals and compound prescriptions which arc sold only by prescription anJ which arc required to show on 
the manufacturer's label the words: "Caution-Federal Law Prohibits Dispensing Without a Prescription·· or other drugs and devices as 
determined by jCarrierJ. such as insulin. 

Preventive Care means charges for routine physical examinations. including related laboratory tests and x-rays. immunizations and vaccines. 
well baby care. pap smears. mammography. screening tests. bone density tests and Nicotine Dependence Treatment. 

Private Duty Nursing means Skilled Nursing Care for Covered Per.sons wlrn require 111dividuali/.ed continuous Skilled Nursing Care provided 
hy a registered nurse or a licensed rractical nurse. 

Provider means a recogni1.cd Facility or Practitioner or health care in accordance with the terms or this Policy. 
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l{casonal)le and Customary means an amount that 1s not more than the I lesser ol': 
• the] usual or customary charge for the service or stqiply as lictcrmineli by [Carrier). based on a stanliard approved by the Boarli[: or 
I• the negollateu t'cc scheuule. J 

The Board will decide a standard for what is Reasonable and Customary under this Policy. The chosen standard is an amount which is mmt 
often charged for a given service by a Provider \\ ithin the same geographic area. For charges that arc not determined by a negotiated lee 
schedule, the [Covered Person) may be billed for the difference between the Reasonable and Customary charge and the charge billed by the 
Provider. 

Please note: The Coordination of Benefits and Services provision includes a distinct definition of Reasonable and Customary. 

!Referral means specific direction or instructions from a Covered Person·s Primary Care Physician [or care manager] in conformance with 
I Carrier's I policies and procedures that directs a Covered Person to a Facility or Practitioner for health care. I 

Rehabilitation Center means a Facility which marnly provides therapeutic and restorative services to Ill or Injured people. [Carrier[ will 
recognize it if it carries out its stated purpose under all relevant state and local laws. and it is either: 
a) accredited for its stated purpose by either the Jomt Commission or the Commission on Accreditation for Rehabilitation Facilities: l'r 
h) approved for its stated purpose by Medicare. 

In some places a Rehabilitation Center is called a "rehabilitation hospital." 

Routine :Foot Care means the cutting. dcbridcment. trimming. reduction, removal or other care of corns, calluses. flat feet. fallen arches. weak 
feet. chronic foot strain. dystrophic nails. excrescences. helomas. hypcrkcratosis. hypertrophic nails, non-infected ingrown nails. <lcratomas. 
kcratosis. onychauxis. onychocryptosis, tylomas or symptomatic complaints of the feet. Routine Foot Care also incluucs orthopedic shoes. foot 
orthotics and supportive devices for the foot. 

Routine Nursing Care means the appropriate nursing care customarily furnished by a recognized Facility for the benefit of its lnpaiients. 

Schedule means the Schedule or Insurance and Premium Rates contained in this Policy. 

Skilled Nursing Care means services which arc more intensive than Custodial Care. arc provided by a registered nurse or licensed practical 
nurse. and require the technical skills and professional training of a registered nurse or licensed practical nurse. 

Skilled Nursing Facility (see Extended Care Center.) 

Small Employer means, in connection with a Group Health Plan with respect to a Calendar Year and a Plan Year. any person. firm. 
corporation, partnership. or polit1cal subdivision that is actively engaged in business that employed an average or at least two but not more than 
50 eligible Employees on business days during the preceding Calendar Year and who employs at lea.'1 two eligible Employees on the first day 
of the Plan Year, and the majority of the eligible Employees arc employed in New Jersey. All persons treated as a single employer under 
subsection (b ). (c). (m) or (o) of section 414 of the Internal Revenue Code of 1986 shall be treated as one employer. In the case of an employer 
that was not in existence during the preceding Calendar Year. the determination of whether the employer is a small or large employer shall be 
based on the average number of eligible Employees that it is expected that the employer will employ on business days in the current Calendar 
Year. 

Special Care Unit means a part of a Hospital set up t·or very ill patients who must he observed constantly. The unit must have a specially 
trarned stall And it must have special equipment and supplies on hand at all times. Some types of Special Care Units arc: 

a) intensive care units; 
b) cardiac care units; 
c) neonatal care units: and 
<l) burn units. 

Substance Abuse means abuse of or addiction to drugs. 

Supplemental Limited Benefit Insurance means insurance that is provided in addition to a Health Benefits Plan on an_in<lemnity non-expense 
incurred basis. 

Surgery means: 
a) the performance of generally accepted operative and rnlling procedures. including surgical di8.gnostic procedures. spccial11.ed 

instrumentations. endoscopic exarnrnat1ons. and other 1nvas1ve procedures. 
h) the correction or fractures and dislocations: 
cl R,:asonahl,· ;ind Custornary pre-operative and post-operative care: or 
li) any of the proceuurcs designated hy Current Procedural Terminology rndcs as Surgery 

Tlwrapcntk :'vlanipulation rncans the treatment or the ,1rtil'l1ia11ons nl· the spine and musculoskcletal structures for !he purpose ot· rcl1ev1ng 
certam abnormal clinical con<l1tions rcsulti11g from the 11npingcmcnt upon associated nerves causing discomfort. Some examples arc 
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manipulati(>n or JJ_1u.,tmen1 of the spine. hot or mid pa<.:b. clcctri<.:al musdc stimulation. diathermy. s\._elctal aJJustmcnts. massage. adjunctive. 
ultra-sound. Doppler. whirlpool or hydro therapy or other treatment of similar nature. 

Total Disability or Totally Disabled means. except as otherv,ise specified in this Policy. that an Employee who. due to Illness or Injury. 
cannot perform any duty of his or her occupation or any occupation for which he or she is. or may be. suited by education. training and 
experience. and is not. in fact. engaged in any occupation for wage or prnlit. IA Dependent is totally disabled 1f he or she cannot engage 111 the 
normal activities of a person in good health and of like age and sex.] The Employee [or Dependent] must be under the regular care of a 
Practitioner. 

Urgent Care means care for a non-life threatening comlition that requires care by a Provider withm 24 hours. 

[Waiting Period means. wllh respect to a Group Health Plan and an individual who is a potential participant or beneficiary in the Group Health 
Plan. the period thal must pass with respect to the individual before the individual is eligible to be covered for benefits under the terms of the 
Group llealth Plan. I 

[We, lJs. Our and [Carrier] mean [Carrier].] 

[You, Your and Yours mean the Employer. I 

EMPLOYEE COVERAGE 

Eligible Employees 
Subject lo the Conditions of Eligibility set forth below. and to all of the other conditions of this Policy, all of the Policyholder's Employees 
who arc in an eligible class will be eligible if the Employees are [Actively at Workj Full-Time Employees.[ In certain situations. the Actively at 
Work requirement will not apply. If an Employee is not Actively at Work due to a Health Status-Related Factor, the Employee will nevertheless 
be considered an Eligible Employee. In addition. refer to the Exception below. I 

For purposes of this Policy. [Carrier] will treat partners. propnetors and independent contractors like Employees if they meet this Policy's 
Conditions of Eligibility. 

Conditions ol' Eligibility 

Full-Time Requirement 
!Except where an Employee is not Actively at Work due lO a Health Status-Related Factor. and except as stated below. ][Carrier] will not insure 
an Employee unless the Employee is [an Actively at Work] [a] Full-Time Employee. 

Enrollment Requirement 
[Carrier] will not insure the Employee until the Employee enrolls and agrees to make the required payments, if any. If the Employee docs this 
within [30) days of the Employee's Eligibility Date. coverage is scheduled to start on the Employee's Eligibility Date. 

If the Employee enrolls and agrees to make the required payments. if any: 
a) more than [30] days after the Employee's Eligibility Date; or 
bl after the Employee previously had coverage which ended because the Employee failed to make a required payment. 

[Carricrj will consider the Employee to be a Late Enrollee. Late Enrollees arc subject to this Policy's Pre-Existing Conditions limitation, if any 
applies. 

When an Employee initially waives coverage under this Policy, the Plan Sponsor jor [Carrier]! should notify the Employee of the requirement 
for the Employee to make a statement that waiver was because he or she was covered under another group plan, if such other coverage was in 
fact the reason for the waiver. and the consequences of that requirement. If an Employee initially waived coverage under this Policy and the 
Employee slated at that time that such waiver was because he or she was covered under another group plan. and Employee now elects to enroll 
under this Policy. !Carrier] will not consider the Employee [and his or her Dcpendcntsj to he [al Late EnrollcclsJ. provided the coverage under 
the other plan ends due to one of the f()llowing events: 
a) termination of employment or eligibility: 
b) reduction in the number of hours of employment; 
c) involuntary termination: 
d) divorce or legal separation !or termination of the domestic partnership I: 
e) death ul the Ernploycc·s spouse; 
n termination of the Employer's contribution toward coverage: or 
g) tcrrnination ot' the other plan's coverage. 

l\ut. till' Employee must cnmll under lhis Policy \\ ithin 90 days of lhc date that any of the events dcscrihcd above occur. Coverage will take 
effect as or the date the applicahle event occurs 

If an Employee initially waived coverage umkr this Policy hccause he nr she had coverage under a Consolidated Omn1hus Budget 
Reconciliation Act (COBRA) continuation provision and the Employee requests coverage under tlm. Policy within 30 days of the date the 
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COBRA continuation ended. [Carrier! will not consider the Emrloyee to he a Late Enrollee. Covcra1:e will take effect as of the date the 
COBRA coutinuatinn cmled. 

In addition. an Emrloyee [and any Dependents I will not he considered 1,1) Ltte Enrollcclsl if the Employee is employed hy an employer which 
offers multiple Health Benefits Plans and the Employee elects a different plan during the open enrollment reriod. 

!Further. an Employee and his or her Dependent spouse. if any. v,ill not be considered Late Enrollees hecause the Employee initially waived 
coverage under this Policy for himself or herself and any then existing Dependents provided the Employee enrolls to cover himself or hcrsdf 
and his or her cxistin)! Dependent spouse. if any. under this Policy within 30 days of the marriage. hirth. adoption or placement for adoption of 
a Newly Acquired DepenJent.] 

!The Waiting Period 
This Policy has the following waiting perioJs: 

Employees in an eligible class on the Effective Date. who have completed at least [6 months] of continuous Full-Time service with the 
Policyholder by that date. arc eligihlc for insurance unJcr this Policy from the Effective Date. 

Employees in an eligible class on the Effective Date. who have 1101 completcJ at least [6 months I of continuous Full-Time service with the 
Policyholder by that Jatc. are eligible for insurance under this Policy from the day after Employees complete [6 months) of continuous Full-
Time service. 

Employees who enter an eligible class after the Effective Date arc eligible for insurance under this Policy from the day after Employees 
complete [6 months I of continuous Full-Time service with the Policyholder.] 

Multiple Employment 
lf an Employee works for both the Policyholder and a covered Affiliated Company. or for more than one covered Affiliated Company. [Carrier) 
will treat the Employee as if only one entity employs the Employee. And such an Employee will not have multiple coverage under this Policy. 
But. if this Policy uses the amount of an Employee·s earnings or number of work hours to determine class, or for any other reason. such 
Employee's earnings or v,ork htlurs will be figured as the sum of his or her earnings or work hours from all Affiliated Companies. 

When Employee Co\'erage Starts 

[Except where an Employee is not Actively al Work due to a Health Status-Related Factor. anJ except as stateJ below. an) [An] Employee must 
be [Actively al Work. and !working his or her regular number of hours, on the Jate his or her coverage is scheduled to start. And he or she must 
have met all the conJitions of eligihility which apply to him or her. [If an Employee is not Actively at Work on the scheJulcd Effective Date. 
and docs not qualify for the Exception 10 the Actively at Work Requirement, [Carrier] will postpone the start of his or her coverage until he or 
she returns to Active Work.] 

!Sometimes, a scheduleJ Effective Date 1s not a regularly scheduled work day. But an Employee's coverage will start on that date if he or she 
was Actively at Work. and working his or her regular numher of hours, on his or her last regularly scheduled work day.] 

The Employee must elect to enroll and agree to make the required payments. if any, within [30] days of the Employee's Eligibility Date. If he 
or she docs this withm 1301 days of the Employee's Eligibility Date, his or her coverage is scheduled to start on the Employee's Eligibility 
Date. Such Employee's Eligibility Date is the Effective Date of an Employee's coverage. 

lf the Employee docs this more than (30] Jays after the Employee's Eligibility Date. [Carrier[ will consiJcr the Employee a Late Enrollee. 
Coverage is scheduled lo start on the date the !Carrier) or [Carrier's] authorized representative or agen1 receives the signed enrollment form. 

[EXCEPTION to the Actively at Work Re11uirement 
The Exception applies 1f the Policyho!Jcr who purchaseJ this Pt>licy rurchased it to replace a plan the PolicyholJcr had with some other carrier. 
An Employee who is not Actively at Work due to Total Disability on the date this Policy takes effect will initially be eligible for limited 
coverage under this Policy if: 

a) the Employee was validly covered under the Policyholder's olJ plan on the Jate the Policyholder's old plan ended; and 
h) this Policy takes effect immediately upon termination of the prior plan. 

The coverage unJcr this Policy will he lim11cd lo coverage for services or supplies for Cllnditions other than the Jisahlin)!. conJition. Such 
limited coveruge under this Policy will end one year from the date the person's coverage unJcr this Policy bcgrns. Coverage for services or 
supplies for the disabling rnndition will he rrovided as statcJ in an extended health hcncfits. or like provision. contained in the Policyholder·s 
old plan. Thereafter. coverage will not he limiteJ as descnbeJ in this prov1s1on. hut will he suhjcct 10 the terms anJ conditions or tl11s Policy. J 

When Employee CoHragc Ends 
An Employee's insurance under this Policy will cnJ on the first of the following Jares: 

al !the Jalel an Employee ceases to he Ian Actively at Work I laJFull-Timc Employee for any reason. Such reasons include. Jcath. retirement. 
lay-off. leave ur absence. and the end ot· empl1,ymen1. 
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bl !the dmc] an Emrloycc swps hcing an cl1giblc Employee under this Policy. 
c) the \.late this Policy ends, or is discontinued for a class or Employees lo wbich the Employee belongs. 
d) the last day of the period for which required rayrncnts arc made for the Employee. suhjccl to the Payment ot' Premiums - Grace Period 

section. 

[DEPENDENT COVERAGE 

Eligible Dependents for Dependent llealth Benefits 
An Employee's eligible Dependents arc the Employee's; 
a) legal spouse [where legal spouse shall include a domestic ranner pursuant to P.L. 2003. c. 246]: 
h) unmarned [)cpcndent children who are under age 19: am! 
c) unmarried Dependent children. from age 19 until their 23rd birthday. who are enrolled as full-time students at Accredited Schools. Full-

time students will he. as defined by the Accredited School. 

A Dependent is not a person who is· 
a) on active duty in the armed forces of any country: or 
b) eligible for coverage under this Policy as an Employee. 

Under certain circumstances. an incapacitated child is also a Dependent. See the Incapacitated Children section of this Policy. 

An Employee's •·unmarried Dependent child" includes: 
a) his or her legally adopted children. 
b) his or her step-children if such step children depend on the Employee for most of their support and maintenance, (and] 
c) [the child of his or her domestic partner if the child depends on the Employee for most of his or her support and maintenance. and] 
d) children under a court appointed guardianship. 

!Carrier] treats a child as legally adopted from the time the child is placed in the home for purpose of adoption. [Carrierj treats such a child this 
way whether or not a final adoption order is ever issued. 

Incapacitated Children 
An Employee may have an unmarried child with a mental or physical incapacity, or developmental disability, who is incapahlc of earning a 
living. Subject to all or the terms l,r this section and this Policy, such a child may stay eligible for Dependent health benefits past this Policy's 
age limit for cligihlc Dependents. 

The child will stay eligible as long as the child stays unmarried and incapable of earning a living, if: 
a) the child's condition started before he or she reached this Policy's age limit: 
h) the child became insured by this Policy or any other policy before the child reached the age limit and stayed continuously insured after 

reaching such limit; and 
c) the child depends on the Employee for most of his or her support and maintenance. 

But. for the child to stay eligible. the Employee must send !Carrier! written proof that the child is incapacitated or developmentally disabled and 
depends on the Employee for most of his or her support and maintenance. The Employee has 31 days from the date the child reaches the age 
limit to do this. [Carrier] can ask for periodic proof that the child's condition continues. But. after two years. [Carrier! cannot ask for this more 
than once a year. 

The child's coverage ends when Lhc Employcc·s coverage ends. 

Enrollment Requirement 
An Employee must enroll his or her eligible Dependents in order for them to he covered under this Policy. [Camcrj considers an eligible 
Dependent to be a Late Enrollee. if the Employee: 
a) enrolls a Dependent and agrees to make the required payments more than [30) days after the Dependent's Eligibility Date; 
b) in the case or a Newly Acquired Dependent, has other eligible Dependents whose coverage previously ended because the Employee !'ailed 

to make the required contributions. or otherwise chose 10 end such coverage. 

Late Enrollees arc subject to this Policy° s Pre-Existing Conditions limitations section. if any applies. 

If the Employee's dependent coverage ends for any reason. including failure lo make the required payments. his or her Dependents will he 
considered Late Enrollees when their coverage hcgins again. 

When ar1 Employee initially waives coverage for a spouse and/or eligible Dependent children under this Policy. the Plan Sponsor !or !CarricrJJ 
should notify the Employee or the rcquir,·mcnt for the Employee to make a statement that waiver was because the spouse and/or chgibk 
Derendent children were covered unucr another ~roup plan, if such other coverage was in fact the reason for the wai\·Cr, and the consequences 
of that requirement. If the Employee previously waived coverage for the Employee's spouse or eligihlc Dependent children 1mder this Policy 
and stated at that time that such waiver "as hcc-au,e they were covered under annlh<.'r group plan, and the Employee 110\\ elects to enroll them 
in this Policy, the Dependent will m>t he cons1ucred a Late Enrollee. provided the Depcndem's ,overage under the other plan ends due to one of 
the following events: 
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a, termination of employment or eligihility: 
h) rc.<luction in the number of hours of employment: 
c) involuntary termination: 
d) divorce or legal separation (or termination of the domestic partnership I: 
e) death of the Employee· s spouse: 
I) termination of the contrihution toward coverage that was heing made hy the employer that offered the group plan under which the 

Dependent was covered: or 
g) termination of the other plan ·s coverage. 

But. the Employee· s spouse or eligible Dependent children must be enrolled by the Employee within 90 days of the date that any of the events 
described ahove occur. Coverage will take effect as of the date the applicable event occurs. 

And. [Carrierl will not consider an Employcc·s spouse or eligible Dependent children for which the Employee imually waived coverage under 
this Policy. to be a Late Enrollee. if: 
a) the Employee is under legal ohligation to provide coverage due to a court order; and 
b) the Employee's spouse or eligible Dependent children arc enrolled by the Employee within 30 days of the issuance of the court order. 

Coverage will take effect as of the date required pursuant to a court order. 

In addition. if an Employee initially waivetl coverage under this Policy for the Employee·s spouse or eligible Dependent children because the 
spouse and/or Dependent children had coverage under a Consolidated Omnibus Budget Reconciliation Act (COBRA) continuation provision 
and the Employee requests coverage for the spouse and/or Dependent children under this Policy within 30 days of the date the COBRA 
continuation ended. [Carrier] will not consider the spouse and/or Dependent children to be Late Enrollees. Coverage will take effect as of the 
date the COBRA continuation ended. 

When Dependent Coverage Starls 
In order for an Employee's dependent coverage to begin the Employee must already be insured for Employee coverage or enroll for Employee 
and Dependent coverage at the same time. Subject to all or the terms or this Policy. the date an Employec·s dependent coverage starts depends 
on when the Employee elects to enroll the Employee·s Initial Dependents and agrees to make any required payments. 

If the Employee docs this within (30) days of the Dependent's Eligibility Date. the Dependent's Coverage is scheduled to start on the later or: 

a) the Dependent"s Eligibility Date. or 
b) the date the Employee becomes insured for Employee coverage. 

If the Employee does this more than [30] days after the Dependent"s Eligibility Date. [Carrier) will consider the Dependent a Late Enrollee. 
Coverage is scheduled to start on the later of: 

a) the date the [Carrier! or !Carrier's] authorized representative or agent receive the signed enrollment form; or 
b) the dale the Employee becomes insured for Employee coverage. 

Once an Employee has dependent coverage for Initial Dependents. the Employee must notify (Carrier! of a Newly Acquired Dependent within 
1301 days after the Newly Acquired Dependent"s Eligibility Date. If the Employee does not. the Newly Acquired Dependent is a Late Enrollee. 

A Newly Acquired Dependent other than a newborn child or newly adopted child will be covered from the later of: 
a) the date the Employee notifies ICamcrl and agrees to make any additional payments. or 
b) the Dependent's Eligibility Date for the Newly Acquired Dependent. 

tr the Policyholder who purchased this Policy purchased it to replace a plan the Policyholder had with some other carrier. a Dependent who is 
Totally Disabled on the date this Policy takes effect will initially be eligible for limited coverage under this Policy if: 

a) the Dependent was validly covered under the Policyholder's old plan on the date the Policyholder"s old plan ended: and 
h) this Policy takes effect immediately upon termim1tion of the prior plan. 

The coverage under this Policy will be limited to coverage for services or supplies for conditions other than the disabling condition. Such 
limited coverage under this Policy will end one ycar from the <late the person·s coverage under this Policy begins. Coverage for services or 
supplies for the disabling con<lition will be provided as stated in an extended health benefits. or like provision. contained in the Policyholder's 
old plan. Thereafter. coverage will not be limited as described in this provision. but will be subject to the terms and conditions of this Policy. 

Newhorn Children 
!Carrier) will cover an Employec·s newllorn child for 31 days from the date of llirth without additional premium. Health hcnefits may be 
rnntinued beyond such 31-day period as stated llclow: 
a) If the Employee is already covered for Dependent child covera!!C on the date the child is born. coverage automatic:ally continues llcyond 

the initial 31 days. provided the premium required for Dependent child covera!!c continues to he paid. The Employee must notiry (Carrier) 
of the birth of the newborn child as soon as possible in order that (Carrier) may properly provide llenefits under this Polky. 

ti, If the Employee is not covered for Dependent child covcrag..: on the d:1tc the d1ild is born. the Employee must: 
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•give \Hillen notice to enroll the ncwhorn child: am] 
•pa)' the premium rc4uircd ror Dcpcndcnl child coverage within 31 days i!lkr the Jate of birth. 
!!' the notice is not given anJ the premium is not paid within such 31-day rcriod. the new horn child's coverage will enJ at the end or such 31-
day period. If the notice 1s given anJ the prcirnum paid Jl'tcr that] I-day penod. the cluld will be a Late Enrollee. 

When Dependent Coverage Ends: 
A Dependent's insurance under this Policy will end on the first of the following dates: 

a) [ the date I Employee coverage ends: 
h) the date the Employee stops being a member of a class of Employees eligible for such coverage: 
c) the date this Policy ends: 
d) the date Dependent coverage is terminated from this Policy for all Employees or for an Employcc·s class; 
e) the date an Employee fails to pay any required part of the cost of Dependent coverage. It ends on the last day of Lhe period for which the 

Employee made the required payments. unless coverage ends earlier for other reasons: 
I) at 12:01 am [o the last day of the calemlar month] JonJ the date the Dependent stops being an eligible Dependent. 

PREFERRED PROVIDER ORGANIZATION PROVISIONS 

The Employer, XYZ Health Care "letwork, and the [Carrier] 

This Policy encourages a Covered Person to use services provided hy members of [XYZ Health Care Network a Preferred Provider 
Organization (PPO).J A PPO is a network of health care providers located in the Covered Person's geographical area. In addition to an 
identification card, the Covered Person will periodically be given up-to-date lists of [XYZ Health Care Network] preferred providers. 
The up-to date lists will be furnished automatically. without charge. 

Use of the network is strictly voluntnry. hut [Carrier! generally pays a higher level of benefits for most covered services and supplies furnished 
to a Covered Person by [XYZ Health Care Network]. Conversely. [Carrier] generally pays a lower level of benefits when covered services and 
supplies are not furnished hy [XYZ Health Care Network] (even if an [XYZ Health Care Network] Practitioner orders the services and 
supplies). Of course. a Covered Person is always free to be treated by any Practitioner or Facility. And. he or she is l'reCto change Prnctitioners 
or Facilities at any time. 

In the case of Urgent Care or an Emergency. a Covered Person may go to a [XYZ Health Care Network] provider or a non-[XYZ Health Care 
Network] provider. If a CovereJ Person receives Urgent Care or care and treatment for an Emergency from a non-[XYZ Health Care Network I 
provider. am.I the Covered Person calls [Carrier] within 48 hours. or as soon as reasonably possible. [Carrier] will provide benefits for the 
Urgent Care or Emergency care and treatment to the same extent as would have been provided if care and treatment were provide by a [XYZ 
Health Care Network] provider. However. follow-up care or treatment by a non-[XYZ Health Care Network) provider will be treated as 
Network benefits only to the extent it is Medically Necessary and Appropriate care or treatment rendered before the Covered Person can return 
to the [XYZ Health Care Network] service area. 

A Covered Person may use any [XYZ Health Care Network] Provider. He or she just presents his or her [XYZ Health Care Network! 
identification card to the [XYZ Health Care Network I Practitioner or Facility furnishing covered services or supplies. Most /XYZ Health Care 
Network] Practitioners and Facilities will prepare any necessary claim forms for him or her, and submit the forms to [Carner!. The Covered 
Person will receive an explanation of any insurance payments made by this Policy. And if there is any balance due. the [XYZ Health Care 
Network] Practitioner or Facility will hill him or her directly. 

This Policy also has utilization review features. Sec the Utilization Review Features section for details. 

What [Carrier I pays is suhject to all the terms or this Policy. The Employee should read his or her certificate carefully and keep it available 
when consulting a Practitioner. 

Sec the Schedule for specific benefit levels. payment rates and payment limits. 

If an Employee has any questions after reading his or her ccrtilicate. he or she should call I Carrier] /Group Claim Office at the number shown 
on his nr her identification carJ.] 

l!Dilkrcntj providers in [Carrier's! Network have ag.recc.J to be paid !in Jiffcrent w,tys hy [Carrier[. A Proviuer may be paid! [each time he or 
she treats a Covered Person C-fec for service .. ![. or may he paid] I a set fee for each month for each Covered Person whether or not the Covered 
Person actually receives services ("capitation")! I . or may receive] I a salary). /These payment methods may incluue financial incentive 
a)lrccincnts to pay some prnvi<lcrs more ("'bonuses .. ) or less ("withholds") based on many foctors: Covered Person satisfaction. quality of care. 
and control of costs and use of sen ices among them. I If a Covered Person desires additional information about how /Camer"s! primary care 
physicians or any other Proviucr in [Carrier's I Network arc compensated. please call iCarricrl at [telephone numhcrl or write [address[. 

The laws or the state of New Jersey. at N.J.S.A. --1-5:9-224 ct seq .. mandate that a physician. chirorractor or podiatrist who is permitted tn make 
Referrals to other health care Providers in which he ,,r she has a sigml"icant f111ancial intcn:sl inform his or her patients Df any si~nificant 
l'ina11cial inte1·est he or she may have in a health care Provider or Facility when making ::i Referral to that health care Provider or Facili1y. If A 
Covered Person wants more information ahout this. contact the Covered Person·, physician. chiropractor or podiatrist. if a CovereJ Person 
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hclicves he or she is not receiving the information to which he or she 1s entitled. contact the Division of Consumer Affairs in the !\cw Jersey 
l)cpartmcnt of Law an<l Public Safety at (973) 504-6200 OR (800) 242-5846. j 

[Note: Used only if coverage is offered as a PPO. J 

POINT OF SERVIl:E PROVISIONS 

Definitions 
a) Primary Care Practitio11er (PCP) means the Practitioner the Covered Person selects to supervise and coordinate his or her health care in 

the rxYZJ Provider Organization. [Carrier] will supply the Covered Person with a list of PCPs who arc members of the IXYZI Provider 
Organization. 

h) Provider Organization (PO) means a network of health care Providers located in a Covered Person's Service Arca. 
c) Network Be11ejits mean the benefits shown in the Schedule which arc provided if the Primary Care Practitioner provides care. treatment. 

services. and supplies to the Covered Person or if the Primary Care Practitioner refers the Covered Person to another Provider for such 
care, treatment. services. and supplies. 

d) Non-Network Benefits mean the benefits shown in the Schedule which arc provided if the Primary Care Practitioner does not authorize the 
care. treatment. services. and supplies. 

e) Service Area means the geographical area which is served by the Practitioners in the [XYZI Provider Organization. 

Provider Organization {PO) 
The Provider Organization for this Policy is the [XYZJ Provider Organization. This Policy requires that the Covered Person use the 
services of a PCP, or be referred for services by a PCP, in order to receive Network Benefits. The Covered Person will perimlically be 
given up-to date lists of IXYZ] PO Providers. The up-to date lists will he furnished automatically, without charge. 

The Primary Care Practitioner {PCP) 
The PCP will supervise and coordinate the Covered Person's health care in the (XYZI PO. The PCP must authorize all services and supplies. In 
addition, he or she will refer the Covered Person to the appropriate Practitioner and Facility when Medically Necessary and Appropriate. The 
Covered Person must obtain an authorized Referral from his or her PCP before he or she visits another Practitioner or Facility. Except in case of 
Urgent Care or an Emergency, if the Covered Person does not comply with these requirements. he or she may only be eligible for Non-Network 
Benefits. 

[Carrier] provides Network Benefits for covered services and supplies furnished to a Covered Person when authorized by his or her PCP. 
(Carrier! pays Non-Network Benefits when covered services and supplies are not authorized by the PCP. However, if the PCP refers a Covere<l 
Person to a Non-Network Provider for a service or supply, the service or supply shall be covered as a Network service or supply and [Carrier] is 
fully responsible for payment to the Provider and the Covered Person is only responsible for any applicahle Network level Copaymcnt. 
Coinsurance or Deductible for the service or supply. 

If services or supplies arc obtained from [XYZ] Providers, even though they are not authorized by the PCP. the Covered Person will be eligible 
for Non-Network Benefits where the [XYZ] provider's charges and the Covercu Person's liability are limited to the negotiated fee for the 
service or supply. 

A Covered Person may change his or her PCP to another PCP [once per month]. He or she may select another PCP from the list of 
Practitioners. and notify [XYZI PO by [phone or in writing]. For a discretionary change. the new PCP selection will take effect no more than 14 
days following the date or the request. For a change necessitated hy termination of the prior PCP from the Network, the new PCP selection will 
take effect immediately. 

When a Covered Person uses the services of a PCP. he or she must present his or her ID card an<l pay the Copayment. When a Covered 
Person's PCP refers him or her to another IXYZ] PO Provider, the Covered Person must pay the Copaymcnt to such Provider. jMost IXYZI PO 
Practitioners will prepare any necessary claim forms and submit them to I Carrier I. I 

A female Covered Person may use the services of a [XYZI PO gynecologist for non-surgical gynecological care and routine pregnancy care 
without Referral from her PCP. She must obtain authorization from her PCP for other services. 

Non-Network Services 
Ir a Covered Person uses the services of a Provider without having been referred hy his or her PCP, he or she will not be eligihlc for Network 
Benefits. Except as stated below, for services which have not been referred by the Covered Person's PCP. whether provided by an rxYZI PO 
Provider or otherwise. the Covered Person may only he eligible for Non-Network Benefits. Exception: If a [Covered Pcrsonj is admitted to a 
Network facility by a Non-Network Provider, the network facility will nevertheless he paid Network benefits. 

Emergency Services 
If a Covered Person reqLLires services for Urgent Care or an Emergency which occurs inside the PO Service Area. he or she must notify his or 
her PCP within 48 hours or as soon as reasonably possihle thereafter. 

Emergency room visits to PO Facilities arc suhJcct to a Copaymcnt. anu such visits must be retrospectively reviewed !by the PCPJ. [Carrier/ 
will waive the emergency room Copayment if the Covered Person is hospitali1cd within ::A hours or the visit. 
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ln the case 01· Urgent Care or an Emergency. a Covered Person may go to a IXYZ llealth Care Network] provider or a non-[XYZ Health Care 
Networkj provider. Ir a Covcrc<l Person receives Urgent Care or c;Jre an<l treatment for an Emergency from a non-[XYZ Health Care N;:twork I 
provider. an<l the Covered Person calls [Carrier] within -18 hours. or as ,non as reasonably possible. [Carrier[ will provide benefits for the 
Urgent Care or Emergency care and treatment to the same extent as would have been provided if care and treatment were provide by a [XYZ 
Health Care Network] provider. However. follow-up care or treatment by a non-[XYZ Health Care Network] provider will be treated as 
Network Benefits only to the extent it is :'vledieally Necessary and Appropriate care or treatment rendered before the Covered Person can return 
to the [XYZ Health Care Network] service area. 

Utilization Review 
This Policy has utilization features. Sec the Utilization Review Features section of this Policy. 

Benefits 
The Schedule shows Network Benefits. Non-Network Benefits. and Copayments applicable to the Point of Service arrangement. 

What [Carrier] pays is subject to all the terms of this Policy. 

Service Area 
[Carrier must include a description of the Service Arca. as required by N.J.A.C. 8:38-17.3(a) 11] 

[[Different] providers in [Carrier"s] Network have agreed to be paid [in different ways by [Carrier]. A Provider may be paid[ [each lime he or 
she treats a Covered Person ("fee for service"] [. or may be paid] I a set fee for each month for each Covered Person whether or not the Covered 
Person actually receives services ("capitation")) I . or may receive] [ a salary]. [These payment methods may include financial incentive 
agreements to pay some providers more ("bonuses") or less ("withholds") based on many factors: Covered Person satisfaction. quality of care, 
and control of costs and use of services among them.] If a Covered Person desires additional information about how [Carrier's] primary care 
physicians or any other Provider in [Carrier's) Network are compensated. please call [Carrier! at [telephone number] or write [address]. 

The laws of the state of New Jersey. at N.J.S.A. 45:9-22.4 et seq., mandate that a physician. chiropractor or podiatrist who is permitted to make 
Referrals to other health care Providers in which he or she has a significant financial interest inform his or her patients of any significant 
financial interest he or she may have in a health care Provider or Facility when making a Referral to that health care Provider or Facility. If a 
Covered Person wants more information about this. contact the Covered Person· s physician, chiropractor or podiatrist. If a Covered Person 
believes he or she is not receiving the information to which he or she is entitled, contact the Division of Consumer Affairs in the New Jersey 
Department of Law and Public Safety al (973) 504-6200 OR (800) 242-5846. I 

[Note: Used only if coverage is issued as POS.] 

[APPEALS PROCEDURE 

The Appeal Procedure text must satisfy the requirements of N.J.A.C. 8:38-8.5 et seq. or N.J.A.C. 8:38A-3.4 ct seq .. as appropriate. The text 
must include specific information regarding the Stage I, Stage 2 and External Appeals process. 

In addition, Carriers arc reminded that 29 CFR Part 2560 addresses claims procedures. It is expected that the text included in this Appeals 
Procedure section will include information the Carrier deems necessary to comply with the requirements of 29 CFR Part 2560. 

[CONTINUATION OF CARE 

[Carrier] shall provide written notice to each Covered Person at least 30 husiness days prior to the termination or withdrawal from [Carrier's] 
Provider network of a Covered Person's PCP and any other Provider from which the Covered Person is currently receiving a course of 
treatment, as reported to [Carrier]. The 30-day prior notice may be waived in cases of immediate termination of a health care professional based 
on a hreach of contract hy the health care professional, a determination of fraud. or where !Carrier's] medical director is of the opinion that the 
health care professional is an imminent danger to the patient or the public health. safety or welfare. 

[Carrier] shall assure continued coverage of covered services at the contract rate hy a terminated health care professional for up to four months 
in cases where it is Medically Necessary an<l Appropriate for the Coven:d Person to continue treatment with the terminated health care 
professional. In case of pregnancy of a Covered Person. coverage of services for the terminated health care professional shall continue to the 
postpartum evaluation of the Covered Person. up to six weeks after the delivery. With respect to pregnancy. Medical Necessity and 
Appropriateness shall be deemed to have been demonstrated. 

For a Covered Person who is receiving: post-operative follow-up care. [Carrier I shall continue to cover the services rendered by the health care 
professional ror the duration of the treatment or 1·or up to six months. whichever occurs first. 
For a Covered Person who is receiving onculog:ical treatment or psychiatric treatment. [Carrier[ shall continue to cover services rendered by the 
health care profcss1onal for the duration of the treatment or for up to 12 months. whichever occurs first. 

For a Covered Person reccivini' the ahovc services in an acule care Facility. !carrier\ will continue to provide cuvcrag:c f"or ,crvices rendered hy 
the heahh care professional rci!ardless of whe1hcr the acute care Facility is under contract or ai!rccment with [Carrier[. 
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Services shall he pnn iucd to the same extent as provided while the health care professional was employed hy or under contact with [Carrier!. 
Rcimhursement for service, shall be pursuant to the same s,;hedule used to reimburse the he.alth care professional while the bcalth care 
professional was employed by or under contract with !Carrier]. 

If a Covered Person is admitted to a health care Facility on the date this Policy is terminated. [Carrier] shall continue to provide benefits for the 
Covered Person until the date the Covered Person is discharged from the facility or exhaustion of the Covered Person's benefits under this 
Policy. whichever occurs first. 

[Carrier! shall not continue services in those instance in which the health care professional has been terminated bused upon the opinion of 
!Carrier· s I medical director that the health care professional is an imminent danger to a patient or to the public health. safety and welfare. a 
determination or fraud or a hreach of contract by a health care professional. The determination or the Medical Necessity and Appropriateness of 
a Covered Person· s continued treatment with a health care professional shall be subject to the appeal procedures set forth in this Policy. 
[Carrier! shall not be liable for any inappropriate treatment provided to a Covered Person by a health care professional who is no longer 
employeu by or under contract with [Carrier]. 

If !Carrier I refers a Covered Person to a Non-Network provider. the service or supply shall he covered as a network service or supply. [Carrier I 
is fully responsible for payment to the health care professional and the Covered Person's liability shall be limited to any applicable Network 
Copuyment, Coinsurance or Deductible for the service or supply.] 

HEALTH BENEFITS INSURANCE 

This health benefits insurance will pay many of the medical expenses incurred by a Covered Person. 

Note: [Carrier] payments will be reduced if a Covered Person does not comply with the Utilization Review and Pre-Approval 
requirements contained in this Policy. 

BENEFIT PROVISION 

The Cash Deductible 
Each Calendar Year. each Covered Person must huve Covered Charges that exceed the Cash Deductible before [Carrier] pays any benefits to 
that person. The Cash Deductible is shown in the Schedule. The Cash Deductible cannot be met with Non-Covered Charges. Only Covered 
Charges incurred by the Covered Person while insured by this Policy can !Jc used to meet this Cash Deductible. 

Once the Cash Deductible is met. [Carrier] pays benefits for other Covered Charges ahove the Cash Deductihlc incurred by that Covered 
Person. less any applicable Coinsurance or Copayments, for the rest of that Calendar Year. But all charges must be incurred while that Covered 
Person is insured !Jy this Policy. And what !Carrier] pays is based on all the terms of this Policy. 

[Family Deductible Limit 
This Policy has a family deductible limit of two Cash Deductibles for each Calendar Year. Once two Covered Persons in a family meet their 
individual Cash Deductibles in a Calendar Year. [Carrier I pays benefits for other Covered Charges incurred by any member of the covered 
family. less any applicable Coinsurance or Copayments, for the rest of that Calendar Year. What [Carrier] pays is based on all the terms of this 
Policy.] 

[Per Covered Family 
The Per Covered Family Calendar Year Cash Deductible is shown in the Schedule. Once three or more Covered Persons in a family have 
incurred a combined total of Covered Charges toward their Per Covered Person Cash Deductible equal to the per Covered Family Cash 
Deductible. each Covered Person in that family will he considered to have met his or her Per Covered Person Cash Deductible for the rest of 
that Calendar Year. The Covered Charges that each Covered Person in a family may use toward the Per Covered Family Cash Deductible may 
not exceed the amount of the Per Covered Person Cash Deductible.] 

[Maximum Out of Pocket 
Maximum out of pocket means the annual maximum dollar amount that a Covered Person must pay as Copayment. Deductible and Coinsurance 
for all covered services and supplies in a Calendar Year. All amounts paid as Copayment, Deductible and Coinsurance shall count toward the 
Maximum Out of Pocket. Once the Maximum Out of Pocket has been reached. the Covered Person has no further obligation to pay any 
amounts as Copayment. Deductible and Coinsurance for covere<l services and supplies for the remainder of the Calendar Year. I 

[Note to Carriers: Use this Maximum Out of Pocket text for a pure indemnity plan I 

[Network Maximum Out of Pocket 
Network Maximum Out of Pocket means the annual maximum Jollar amount that a Covered Person must pay as Copayrnent. Deductible and 
Coinsurance for all Network covered services and supplies in a Calendar Year. All amounts paid as Copayment. Dcductihle and Coinsurance 
shall count toward the Network Vla\imum Out of Pocket. Once the Network Vlaximum Out of Pocket has hccn rcad1l'd. the Covered Person 
has no further ohligation to pay any amounts as Copayment. Deductible and Coinsurance for Network covered services and surplics for the 
remainder of the Calendar Y car. I 

[Non-Network Maximum Out or Pocket 
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Non-Network Maximum Out of Pocket means the annual maximum dollar amount that a Covered Person must pay as Copaymcnt. Dcductihle 
and Coinsurance for all Non-Network rnvcrc<l services and supplies in a Calendar Year. All amounts paid as Cnpaymcnt. Qeductible and 
Coinsurance shall count toward the Non-Network Maximum Out of Pocket. Once tl1c Non-Network Maximum Out of Pocket has been readied. 
the C()vcred Person has no further ohligation lo pay any amounts as Cop:iyment. Deductible and Coinsurance for Non-Network covered 
services and supplies for the remainder or the Calendar Year. I 

!Note to Carriers: Use these parag:rarhs if the Maximum Out of Pocket is separate for Network and Non-Network I 

[Network Maximum Out of Pocket 
Network Maximum Out of Pocket means the annual maximum dollar amount that a Covered Person must pay as Copayment. Deductible and 
Coinsurance for all Network and Non-Network covered services and suprlies in a Calendar Year. All amounts paid as Copaymcnt, Deductible 
and Coinsurance shall count toward the Network Maximum Out of Pocket. Once the Network Maximum Out of Pocket has hcen reached, the 
Covered Person has no further obligation to pay any amounts as Copaymcnt. Deductible and Coinsurance for Network or Non-Network 
covered services and supplies 1·or the remaintlcr of the Calendar Year. I 

!Note to Carriers; Use this text if the Maximum Out of Pocket is common to both Network and Non-Network services and supplies.] 

Payment Limits 
[Carrier] limits what !Carrier! will pay for certain types of charges. !Carrier] also limits what [Carrier I will pay for all lllnesses or Injuries for 
each Covered Person's Per Lifetime. Sec the Schedule for these limits. 

Benefits From Other Plans 
The benefits !Carrier] will pay may he aftecte<l hy a Covered Person heing covered by 2 or more plans or policies. Read the provision 
Coordination of Benefits and Services to sec how this works. 

The benefits [Carrier! will pay may also he affected by Medicare. Read the Medicare as Secondary Payor section for an explanation of how 
this works. 

If This Plan Replaces Another Plan 

The Employer who purchased this Policy may have purchased it to replace a plan the Employer had with some other earner. 

The Covered Person may have incurred charges for covered expenses under the Employer· sold plan he fore it ended. If so. these charges will be 
used to meet this Policy's Cash Deductible if: 
a) the charges were incurred during the Calendar Year rn which this Policy starts: 
b) this Policy would have paitl benefits for the charges. if this Policy had been in effect; 
c) the Covered Person was covered by the old plan when it ended and enrolled in this Policy on its Effective Date: and 
cl) this Policy takes effect i mrnediatcly upon termination or the prior rlan. 

Please note: Although Deductible credit is given, there is no credit for Coinsurance. 

The Covered Person may have satisfied part of the eligibility Waiting Period under the Policyholder's old plan before it ended. If so, the time 
satisfied will he used to satisfy this Policy·s eligibility waiting reriod if: 
a) the Employee was employed hy the Policyholder on the date the Policyholder's old plan ended; and 
h) this Policy takes effect 1mme<liately upon termination of the prior plan. 

Extended Health Benefit.~ 
If this Policy ends. and a Covered Person is Totally Disahlctl on such dale. and under a Practitioner's care, [Carrier! will extend health benefits 
for that person under this Policy as explained hclow. This is done at no c:ost to the Covered Person. 

[Carrier] will only extend benefits for Covered Charges Jue to the disabling condition. The charges must be incurred hcforc the extension ends. 
And what [Camerl will pay is based on all the terms of this Policy. 

[Carrier] does not pay for charges due to other conditions. And [Camerl docs not pay for charges incurred hy other covered family members. 

The c.xtcnsion ends on the earliest of: 
a) the <late the Total Disability ends: or 
hl one year from the cbtc the person's insurance 11n<lcr this Policy ends: or 
c\ the date the person has reached the payment limit for his or her dis~hling rnndition. 

The Employee must submit evidence to [Carrier! that he or she [or his or her Dcpcndcnll is Totally Disabled. if !Cam~rl rcquc;ls it. 

COVERED CIIAR(;}•:S 

This scclton lists the types or diargcs !Carrier! will con,idcr a, Covered Clwrgc,. But what !Carrier I will pay is subject to all the terms 01· this 
Policy. Read lhc cnurc Policy to fin<l out what [Carrier I limits or cxclu<lcs. 
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Charges while llospitalized 
!Carrier! covers charges incurred while a Covered Person is an Inpatient in a Hospital up to 30 <lays per Covered Person per Calendar Year. 
Covered Charges arc as follows: 

a) Hospital room and board 
b) Routine Nursing Care 
c) Prescription Drugs 
d) Blood transfusions 
e) Infusion Therapy 
f) Chemotherapy 
g) Radiation Therapy 
h) Medically Necessary and Appropriate Hospital services and supplies provided to the Covered Person during the Inpatient conrincment. 

[Carrier] limits what it pays for each day to the room and board limit shown in the Schedule. 

lf a Covered Person incurs charges as an Inpatient in a Special Care Unit. [Carrier! covers the charges up to the daily room and board limit for a 
Special Care Unit shown in the Schedule. 

Except as stated below. [Carrier] covers charges for Inpatient care for: 
a) a minimum of72 hours following a modified radical mastectomy; and 
b) a minimum of 48 hours following a simple mastectomy. 
Exception: The minimum 72 or 48 hours. as appropriate. of Inpatient care will not be covered if the Covered Person. in consultation with the 
Practitioner. determines that a shorter length of stay is medically necessary and appropriate. 

As an exception to the Medically Necessary and Appropriate requirement of this Policy. [Carrier] also provides coverage for the mother and 
newly born child for: 
a) a minimum of 48 hours of Inpatient care in a Hospital following a vaginal delivery; and 
b) a minimum of 96 hours of Inpatient Hospital care following a Cesarean Section. 

[Carrier] provides such coverage subject to the following: 
a) the attending Practitioner must determine that Inpatient care is medically necessary; or 
bl the mother must request the Inpatient care. 
(As an alternative to the minimum level of care described above. the mother may elect to participate in a home care program provided by 
!Carrier].] 
[Carrier] will also cover Outpatient Hospital services. 

Any charges in excess of the Hospital semi-private daily room and board limit arc a Non-Covered Charge. This Policy's utilization review 
features have penalties for non-compliance that may reduce what [Carrier] pays for Hospital charges. 

Note: [Carrier! covers charges for Inpatient Hospital care up to 30 days per Covered Person per Calendar Year. Such 30 Inpatient days may be 
exchanged for other types of care. as explained in the Extended Care or Rehabilitation Charges, Home Health Care Charges and Hospice 
Charges sections. 

Hospital Copayment Requirement 
Each time a Covered Person is confined in a Hospital. he or she must pay a $250 Copayment for each day of confinement, up to a maximum of 
$1.250 per Period of Confinement, subject to a maximum $2.500 Copayment per Calendar Year. 

Emergency and Urgent Care Services 
Coverage for Emergency and Urgent Care include coverage of trauma services at any designated level I or II trauma center as Medically 
Necessary and Appropriate. which shall be continued at least until. in the judgement of the attending physician, the Covered Person is 
medically stable, no longer requires critical care. and can be safely transferred to another Facility. [Carrier] also provides coverage for a medical 
screening examination provided upon a Covered Person's arrival in a Hospital. as required to he performed by the Hospital in accordance v..ith 
Federal law, but only as necessary to determine whether an emergency medical condition exists. [Please note that the "91 I" emergency 
response system may be used whenever a Covered person has a potentially life-threatening condition. Information on the use of the ·'911" 
system is included on the identification card. I 

Testing Charges 
[Carrier I covers x-ray and laboratory tests needed tor a planned llospital admission m Surgery. [Carrier] only covers these tests if. the tests ~re 
done on an Outpatient basis within seven days of the planned admission or Surgery. 

llowevcr. iCarricrJ will not cover tests that arc repeated after mlmission or hcforc Surgery. unless the admission or Surl!cry is deferred solely 
due to a change in the Covered Pcrson·s health. 

X-ray and laboratory tests which arc nllt performed in connection with a planned Hospital admission or Surgery arc Non-Coverc<l Charges. 
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Extended Care or Rehahilitation Charges 
Subject to [Carrier's I Pn:-Appruval. when Extended Care and Rehabilitation care can take the place or Inpatient Hospital 1.;,arc, [Carrier! covers 
such care provided to a Covered Person on an Inpatient basis in an Extended Care Center or Rehabilitation Center. Each 2 days of Extended 
Care and Rehabilitation Chart,:cs will reduce the number or Inpatient Hospital days available to a Covered Person by I day. Charges above the 
daily room and hoard limit are a Non-Covered Charge. 

And [Carrierj covers all other Medically Necessary and Appropriate services and supplies provided to a Covered Person during the 
confinement. But the confinement must: 

a) start within 14 days or a Hospital stay: and 
h) be due to the same or a related condition that necessitated the Hospital stay. 

[Carrier] will reduce benefits hy 50% with respect to charges for treatment, services and supplies for Extended Care or Rehabilitation 
which arc not Pre-Approved hy [Carrier] provided that henelits would otherwise he payable under this Policy. 

Home Health Care Charges 
Subject to [Carrier's] Pre-Approval, when Home Health Care can take the place of Inpatient Hospital care, [Carrier! covers such care furnished 
to a Covered Person under a written home health care plan. Each 2 days of Home Health Care will reduce the number of Inpatient Hospital days 
available to a Covered Person by I day. !Carrier] covers all Medically Necessary and Appropriate services or supplies, such as: 

a) Nursing: Care furnished by or under the supervision of a registered Nurse: 
b) physical therapy: 
c) occupational therapy; 
d) medical social work: 
e) nutrition services: 
t) speech therapy; 
g) home health aide services: 
h) medical appliances and equipment. drugs and medications, laboratory services and special meals to the extent such items and services 

would have been covered under this policy if the Covered person had been in a Hospital; and 
i) any Diagnostic or therapeutic service, including surgical services performed in a Hospital Outpatient department, a Practitioner's office or 

any other licensed health care Facility, provided such service would have been covered under the Policy if performed as Inpatient Hospital 
services. 

Payment is subject to all of the terms of this Policy and to the following conditions: 
a) The Covered Person's Practitioner must certify that home health care is needed in place of Inpatient care in a recognized Facility. Home 

health care is covered only in situations where continuing hospitalization or confinement in a Skilled Nursing Facility or Rehabilitation 
Center would otherwise have been required if Horne Health Care were not provided. 

b) The services and supplies must be: 
I) ordered by the Covered Person's Practitioner: 
2) included in the home health care plan; and 
3) furnished by, or coordinated by, a Home Health Agency according to the written home health care plan. 
The services and supplies must be furnished by recognized health care professionals on a part-time or intermittent basis, except when full-
time or 24 hour service is needed on a short-term (no more than three day) basis. 

c) The home health care plan rnu,t he set up in writing hy the Covered Person's Practitioner within 14 days after home health care starts. And 
it must be reviewed by the Covered Person· s Practitioner at least once every 60 days. 

dJ (Carrier] docs not pay for: 
I) services furnished to family members, other than the patient; or 
2) services and supplies not included in the home health care plan. 

Any visit by a member or a home health care team on any day shall be considered as one home health care visit. 

[Carrier] will reduce benefits hy SOo/c with respect to charges for treatment, services and supplies for Home Health Care which are not 
Pre-Approved by [Carrier] provided that henelits would otherwise he payable under this Policy. 

Food and Food Products for Inherited Metabolic Diseases 
[Carrier] covers charges incurred for the therapeutic treatment of inherited metabolic diseases, including the purchase or medical foods (cntcral 
1·ormula) and low protein modified food products as determined to be medically necessary hy the Covered Person's Practitioner. 

For the purpose of this benefit: 
"inherited metabolic disease" means a disease caused by an inherited abnormality of hody chemistry for which testing is mandated by law: 
"low protein modified fo\ld product'' means a food produce that 1s spcually formulated to have less than one gram of protein per serving and is 
intended to be used under the <lircction of a Practitioner for the d1ctarv treatment of an inherited metabolic disease. hut docs not include a 
natural food that is naturally Im, in protein: and 
"mcdicil fond" means a food that is intended for the dietary treatml'llt 01· a disease or rnnJitit>n for which nutrit1llnal requirements arc 
established by medical evaluation aml is formulated to be consumed or a<l111i111stcrcd cnterally under the direction of a Practitioner. 
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Practitioner's Charges for Non-Surgical Care and Treatment 
!Carner/ covers. Practitioner', charges for the Medically Necessary and AppropriaLc no11-surgical care and treatmcnL of an Illness or lnju1 y 
which arc incurred while the Co\'ered Person is an Inpatient in a llospital. 

Practitioner's Charges for Surgery 
!Carrier/ covers Practitioner's charges for Medically Necessary and Appropriate Surgery. 

l Carner/ docs not pay for Cosmetic Surgery unless it 1s required as a result of an Illness or lnJury or to correct a functarnal defect resulting from 
a congenital ahnormal11y or developmental anomaly. 

[Carner] covers reconstructive hreast Surgery. Surgery to restore and achieve symmetry hetwcen the two breasts and the cost of prosthc;;cs 
following a mastectomy on one hreast or hoth hreasts. [Carrier! also covers treatment of the physical complications of mastectomy, includir.g 
lymphedemas. 

Second Opinion Charges 
[Carrier] covers Practitioner's charges for a second opinion and charges for related x-rays and tests when a Covered Person is advised to have 
Surgery or enter a Hospital. If the second opinion differs from the first, [Carrier] covers charges for a third opinion. [CamerJ covers such 
charges if the Practitioners who give the opinions: 

a) are board certified and qualified. hy reason of their specialty. to give an opinion on the pmposed Surgery or Hospital admission: 
b) are not business associates of the Practitioner who recommended the Surgery: and 
c) in the case of a second surgical opinion. they do not perform the Surgery if i l is needed. 

Ambulatory Surgical Center Charges 
[Carrier] covers charges made by an Ambulatory Surgical Center in connection with covered Surgery. 

Hospice Care Charges 
Subject to [Carrier] Pre-Approval. when Hospice Care can take the place of Inpatient Hospital Care. [Carrier! covers charges made by a 
Hospice for palliative and supportive care furnished to a terminally lll or terminally Injured Covered Person under a Hospice care program. 
Each 2 days of Hospice Care will reduce the number of Inpatient Hospital days available to a Covered Person hy I day. 

"Palliative and supportive care" means care and support aimed mainly at lessening or controlling pain or symptoms: it makes no atlempt to cure 
the Covered Person·s terminal Illness or terminal Injury. 

"Terminally ill" or "terminally injured"' means that the Covered Person's Practitioner has certified in writing that the Covered Person's life 
expectancy is six months or less. 

Hospice care must be furnished according to a wnttcn "hospice care program". A "hospice care program" is a coordinated program with an 
interdisciplinary team for meeting the special needs of the terminally Ill or terminally Injured Covered Person. It must be set up and reviewed 
periodically by the Covered Person· s Practitioner. 

Under a Hospice care program. suhject to all the terms of this Policy. !Carrier] covers any services and supplies including Prescription Drugs. to 
the extent they arc otherwise covered by this Policy. Services and supplies may be furnished on an lnpmienl or Outpatient basis. 

The services and supplies must he: 

a) needed for palliative and supportive care; 
h) ordered hy the Covered Person·s Practitioner: 
c) included in the llospice care program: and 
d) furnished hy. or coordinated hy a Hospice. 

!Carrier] docs not pay for: 

a) services and supplies provided hy volunteers or others who do not regularly charge for their services: 
h) funeral services and arrangements; 
cl legal or financial counseling or services: or 
d) treatment not included in the Hospice care plan. 

[Carrier] will reduce henefits hy 50% with respect to charges !'or treatment, services and supplies for Hllspice Care which are not Pre-
Approved hy [Carrier] provided that hcnelils would otherwise he payable under this Policy. 

Pregnancy 
This Policy pays for prcgna11c1c;; the same way [Carrier] would cover an II Ines;;. The chLlrge;; !Carrier[ co\'crs for a n,,whorn child arc explained 
[on the next pagc. j 

Hirthin!. Center Charges 
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[Carrier I covers Birthing Center charges made hy a Practitioner for prenatal care. Llclivcry. and postpartum care in connection with a Covered 
Pemm's prcgn:mcy. !Carner! covers charges up lo the tiaily room anti hoarti limit for room anti boanl shown in th.c Schedule when Inpatient 
care is proviueti to a Coven:Ll Person by a Birthing Center. But charges ahovc the Llaily room and hoard hmit are a Non-Covered Charge. 

!Carrier I covers all other 1\lkdically Necessary and Appropriate services and supplies during the confincmcnl. 

[Benclits for a Covered Ncwhorn Child 
I Carrier I covers charges for the child's routine nursery care while he or she is in the Hospital or a Birthing Center. Charges arc covered up to a 
maximum of 7 day.1 following the date of birth. This mcludcs: 
a) nursery charges: 
h) charges for rnulinc Practitioner's examinations and tests; and 
c) charges for wutine procedures. like circumcision. 

Subject to all of the terms of· this Policy. [Carrier! covers the care and treatment of a covered ncwhorn child if he or she is Ill, Injured, 
premature, or born with a rnngenital birth defect. I 

Anesthetics 
!Carrier] covers anesthetics and their administration. 

COVERED CHARGES WITH SPECIAL LIMITATIONS 

The following "Pre-Existing Conditions Limitation" and "Continuity of Coverage" prov1S1ons only apply to Policies issued to 
Policyholders of at least two but not more than five eligihle Employees. These provisions also apply to "Late Enrollees" under the 
Policies issued to any Small Employer. However, this provision does not apply to Late Enrollees if 10 or more Late Enrollees request 
enrollment during any [30] day enrollment period provided for in this Policy. See this Policy's EMPLOYEE COVERAGE and 
[DEPENDENT COVERAGE] section[s] to determine if a Covered Person is a Late Enrollee. [The "Pre-Existing Conditions 
Limitation" provision does not apply to a Dependent who is an adopted child or who is a child placed for adoption or to a newborn 
child if the Employee enrolls the Dependent and agrees to make the required payments within [31] days after the Dependent's 
Eligibility Date, I 

Pre-Existing Conditions Limitation 
A Pre-Existing Condition is an Illness or Injury which manifests itself in the six months before a Covered Person's Enrollment Date. and for 
which medical advice. diagnosis. care, or treatment was recommended or received during the six rm>nths immediately preceding the Enrollment 
Date. 

[Carrier) docs not pay benefits for charges for Pre-Existing Conditions for 180 days measured from the Enrollment Date. This 180 day period 
may he reduced by the length of time the Covered Person was covered under any Creditable Coverage if. without application of any Waiting 
Period, , the Creditable Coverage was continuous to a date not more than 90 days prior to becoming a Cuvercd Person. Refer to the Continuity 
of Coverage section below. 

This limitation docs not affect benefits for other unrelated conditions [or] pregnancy [. or hirth defects in a covered Dependent child]. Genetic 
information will not he treated as a Pre-Existing Condition in the absence of a diagnosis of the condition related to that information. And 
[Carrier] waives this limitation for a Covered Person's Pre-Existing Condition if the condition was payable under Creditable Coverage which 
insured the Covered Person ri)!ht before the Covered Person's coverage under this Policy started. The next section shows other exceptions. 

Continuity of Coverage 
[NOTE: COVERA<a•: UNDER THIS POLICY IS SUU.JECT TO THE ALTERNATIVE METHOD FOR COUNTING CREDITABLE 
COVERAGE] 
If a new Covered Person was covered under Creditable Coverage rrior to enrollment under this Polrcy and the Creditable Coverage was 
co!llimtm1s to a <late not more than 90 days prior to the Enrollment Date under this Policy, !Carrier I will provide credit as follows. [Standard 
mcthod]l[CarrierJ gives credit 1·or the time the Covered Person \Vas covered under the Creditable Coverage without regard to the specific 
benefits included in the Creditable Coverage.] !Alternative method! [!Carrier] gives credit for the tune the Covered Person was covered under 
the Creditable Coverage based nn coverage for the following [category I [categories )of henctits: [mental health:! I substance ahuse treatment:) 
[prescription drugs; I [den ta/ care: I [or] [ vision care I. [Carrier] "'ill count a period of Creditable Coverage with respect to a category of benefits 
if any level of hcnet'its is covered within that eatcgDry. For all other benefits. [Carrier I gives credit for the time the Covered Person was covered 
under the Credrtahle Co\'erage without regard to the specific hencfits included in the Creditable Coverage. I I Carrier I counts the days the 
Covered Person was covered under Creditable Coverage. except that days that occur before any lapse in coverage of more than 90 <lays arc not 
counted. IC1rrier·J applies these days to reduce the duration of the Pre-Existing, Condition limitation under this Policy. The person must sign and 
complete his or kr rnrollment form within 30 days or the date the Employee's !active! Full-Time service hcgins. Any condition arising 
between the date his or her coverage under the Creditable ,overage end, and the Enrollment Date 1s Pre-Existing. !Carrier! docs not cover any 
charges actually incurred hei"orc the person's coverage under this Policy starts. If the Employer has 1ncludcc.l an eligibility waiting period in this 
Policy. an Employee lllust still meet it. before becoming msureti. 

PriYatc Duty Nursing Care 
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[Carrier! only covers charges by a Nurse for Medically Necessary and Appropriate private duty nursing care if such care is authori1.cd as part of 
a home hi.;_alth care plan. coordinated by a Home Hcallh Agency. and covered under the Home Health Care.Charges section. Any other 
charges for private duty nursing care are a Non-Covered Charl(C. 
Therapy Services 
Therapy Services mean the following services or supplies. ordered by a Practitioner and used to treat. or promote recovery from. an Injury or 
Illness: 

[Carrier] covers the Therapy Services listed below when provided on either an Inpatient or on an Outpatient basis. 

a) Che111otherap_1· - the treatment or malignant disease by chemical or biological anti neoplastic agents. 
b) Radiation Thcrapr - the treatment of disease by x-ray, radium. cobalt. or high energy particle sources. Radiation therapy includes rental or 

cost of radioactive materials. Diagnostic Services requiring the use of radioactive materials arc not radial ion therapy. 

[Carrier covers the therapy Services listed below hut only when provided on an Inpatient basis. 

c) Chelation 11ierapv - means the administration of drugs or chemicals to remove toxic concentrations of metals from the hody. 
d) Respiration Therapy - the introduction of dry or moist gases into the lungs. 
e) Cognirive Rehabilitation 7herapy - the retraining of the brain to perform intellectual skills which it was able to perform prior to disease. 

trauma, Surgery or previous therapeutic process; or the training of the brain to perform intellectual skills it should have been able to 
perform if there were not a congenital anomaly. 

f) Speech 71zerapr - treatment for the correction of a speech impairment resulting from Illness, Surgery. Injury. congenital anomaly, or 
previous therapeutic processes. 

Coverage for Cognitive Rehabilitation Therapy and Speech Therapy. combined. is limited to 30 visits per Calendar Year. 

g) Occupational lherapy- treatment lo restore a physically disabled person's ability to perform the ordinary tasks of daily living. 
h) Physical 11ierapv - the treatment by physical means to relieve pain, restore maximum function, and prevent disability following disease. 

Injury or loss or limb. 

Coverage for Occupational Therapy and Physical Therapy, combined, is limited to 30 visits per Calendar Year. 

i) Infusion Therapy - the administration of antibiotic. nutrients. or other therapeutic agents by direct infusion. 

Note: The limitations on Therapy Services contained in this Therapy Services provision do not apply to any therapy services that are received 
under the Home Health Care provision. 

Preventive Care 
[Carrier] covers charges for routine physical examinations including related laboratory tests and x-rays. [Carrier! also covers charges for 
immunizations and vaccines. well bahy care, pap smears. mammography, bone density testing. screening rests and Nicoline Dependence 
Treatment. But [Can-icrj limits what !Carrier] pays each Calendar Year to $100 per Covered Person[. $300 per Covered Family]. 

Immunizations and Lead Screening 
[Carrier! will cover charges for: 
a) screening by blood measurement for lead poisoning for children, including confirmatory blood lead testing and medical evaluation as 

specified by the New Jersey Department of Health and Senior Services and any necessary medical follow-up and treatment for lead 
poisoned children: and 

b) all childhood immunizations as recommended hy the Advisory Committee on Immunization Practices of the United States Public Health 
Services and New Jersey Department of Health and Senior Services. 

[Transplant Benefits 
!Carrier] covers charges for: 

a) [Autologous Bone Man-ow transplant and Associated Dose-Intensive Chemotherapy. but only if performed by institutions approved by the 
National Cancer Institute. or pursuant lo protocols consistent with the guidelines of the American Society of Clinical Oncologists: 

b) Peripheral Blood Stem Cell transplants. but only if performed by institutions approved by the National Cancer lnslilutc. or pursuant to 
protocols consistent with the guidelines of the American Society of Clinical Oncologists.] 

IMPORTANT NOTICE 

[This Policy has utilization review features. Under these features. !ABC - Systems, a health care review organization] reviews Hospital 
admissions and Surgery rcrformcd outsiuc of a Practitiom:r's office [for Carrier]. These features must be complied with if a Covered Person: 

af is admitlcd as an Inpatient to a Hospital. or 
bl 1s advised to enter a Hosrital or have Surgery performed outside of a Practitioner's office. If a Covered Person docs not comply with these 

utilization review features. he or she will not be cligihle for full benefits under this Policy. Sec the Utilization Rc,·icw Features section 
for dct,ti Is. I 
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j This l:olicy has Specially Case Management. Under these fe,11urcs. I DEF .. a Case Coordinator! reviews a Co_vcrcd Person· s medical needs in 
clinical situations with the potential for catastrophic claims to determine whether alternative treatment may he available and appropriate. Sec the 
Specialty Case Management section 1·or details. [ 

[This Policy has centers of excellence fc.ilurcs. Under these features. a Covered Person may obtain necessary care and Lrcalmcnl from Providers 
with whom \Carrier! has entered into agreements. Sec the Centers ol' Excellence Features section for details.[ 

[Whal \Carrier] pays is suhjcct to all of the terms of this Policy. Read this Policy carefully and keep it available when consultmg a Practitioner. 

If an Employee has any questions after reading this Policy he or she should \call The Group Claim Office at the number shown on his or her 
identification card.] 

This Policy is not responsible for medical or other results arising directly or indirectly from the Covered Person's participation m these 
Utili,:ation Review. Specialty Case Management or Centers or Excellence Features.] 

[UTILIZATION REVIEW J<'EATURES 

Important Notice: If a Covered l'erson does not comply with this Policy's utilization review features, he or she will not he eligible for 
full henefits under this Policy. 

Compliance with this Policy's utilization review features does not guarantee what [Carrier] will pay for Covered Charges. What [Carrier! pays 
is based on: 
a) the Covered Charges actually incurred: 
b) the Covered Person being eligible for coverage under this Policy at the time the Covered Charges are incurred: and 
c) the Cash Deductihlc. Copayment and Coinsurance provisions. and all of the other terms of this Policy. 

Definitions 
"Hospital admission·• means admission of a Covered Person to a Hospital as an Inpatient for Medically Necessary and Appropriate care and 
treatment or a Illness or Injury. 

By "covered professional L'harges for Surgery'' [Carrier] means Covered Charges that are made by a Practitioner for performing Surgery. Any 
surgical charge which is not a Covered Charge under the terms of this Policy is not payable under this Policy. 

"Regular working day" means [Monday through Fri<lay from 9 a.m. to 9 p.m. Eastern Time.\ not including legal holidays. 

Grievance Procedure 
Carriers must include the disclosure requirements set forth in N.J.A.C. 8:38A-3.2. 

[REQUIRED HOSPITAL STAY REVIEW 

Important Notice: If a Covered Person does not comply with these Hospital stay review features, he or she will not be eligible for full 
benefits under this Policy. 

Notice of Hospital Admission Required 
[Carrier] requires notice or all Hospital admissions. The time~ and manner in which the notice must be given is described below. When a 
Covered Person does not comply with the requirements of this section !Carrier] reduces what it pays for covered Hospital charges as a penalty. 

Pre-Hospital Review 
All non-Emergency Hospital admissions must he reviewed by JABCJ before they occur. The Covered Person or the Covered Person's 
Practitioner must notify IABCJ and request a pre-hospital review. [ABC] must receive the notice and request as soon as possible before the 
admission is scheduled to occur. For a maternity admission. a Covered Person or his or her Practitioner must notify [ABC] and request a pre-
hospital review at least [60 days] before the expected date of delivery. or as soon as reasonably possible. 

When IABCJ receives the notice and request. ltheyj evaluate: 
a) the Medical Necessity and Appropriateness of the Hospital admission 
b) the antic.:ipated length of slay and 
c) the appropriateness of health care alternatives. like home health care or other out-patient care. 

[ABC[ notifies the Covered Person's Practitioner. lhy phone. of the outcome of their review. An<l I they I confirm the outcome of [their! review 
in writing. [ 

11· \ABC\ authon1.cs a Hospital admission, the authon1.atinn is valid for: 
a) the specified Hospital: 
b) the named attending Practitioner: and 
c) the authorized length of stay. 
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The.authorization hccomcs invalid an<l the Covered Person's admission must he reviewed hy IABCJ again 1f: 
a) he or she enters a Facility other than the spec1ftcd 1-'acility: 
h) he or she changes attcn<ling Practitioners: or 

11:21 App. EXH. A 

c) more than [60 days] elapse between the time he or she obtains authorization an<l the time he or she enters the Hospital, except in the case 
of a maternity admission 

Emergency Admission 
[ABC! must be notified of all Emergency admission by phone. This must be done by the Covered Person or the Covered Person's Practitioner 
no later than the end or the next regular working <lay. or as soon as possible after the admission occurs. 

When [ABC] is notified [hy phone. I they rcqL1ire the following information: 

a) the Covered Person·s narm:. social security oumhcr and date of birth: 
h) the Covered Person group plan numhcr: 
c) the reason for the admission: 
d) the name and location of the Hospital: 
c) when the admission occurred; and 
f) the name of the Covered Person's Practitioner. 

Continued Stav Review 
The Covered P~rson or his or her Practitioner. must request a continued stay review for any Emergency admission. This must be <lone at the 
time [ABCJ is notified of such admission. 

The Covered Person, or his or her Practitioner, must also initiate a continued stay review whenever it is Medically Necessary and Appropriate 
tu change the authorized length of a HospitJI stay. This must be done before the end of the previously authorized length of stay. 

[ABCJ also has the right to initiate a continued stay review of any Hospital admission. And [ABC\ may contact the Covered Person's 
Practitioner or Hospital by phone or in writing. 

In the case of an Emergency admission. the continued stay review evaluates: 
a) the Medical Necessity and Appropriateness or the Hospital admission: 
b) the anticipated length of stay: and 
c) the appropriateness of health care alternatives. 

In all other cases. the continued stay review evaluates: 
a) the Medical Necessity and Appropriateness of extending the authorized length of stay: and 
b) the appropriateness of health care alternatives. 

[ABC] notifies the Covered Person's Practitioner lhy phone. of the outcome of the review. And !ABC! confirms the out-come of the review in 
writing.] The notice always includes any newly authorized length of stay. 

Penalties for Non-Compliance 
In the case of a non-Emergency Hospital admission. as a penalty for non-compliance. [[Carrier] reduces what it pays for covered Hospital 
charges. by 50%) if: 
a) the Covered Person docs not request a pre-hospital review: or 
h) the Covered Person docs not request a pre-hospital review as soon as reasonably possible before the Hospital admission is scheduled to 

occur; or 
cl [ABC's] authorization becomes invalid and the Covered Person docs not obtain a new one; or 
d) [ABC] docs not authorize the Hospital admission. 

In the case of an Emergency admission. as a penalty for non-compliance. [[Carrier] reduces what it pays for covered Hospital charges hy 50% ], 
if: 
a) 
bl 
C) 

JABCJ is not notified of the admission at the times and in the manner described above: 
the Covered Person docs not request a continued stay review: or 
the Covered Person does not receive authnrization for such continued stay. 

The penalty applies tt• covered Hospital charges incurred ai"tcr 1he applicable time limit allowed for giving notice ends. 

for any Hospitcil admission. if a Covered Person stays in the Hl•spilal longer than [ABC) authorizes. [CarrierJ reduces what it pays for Cl>vcrccl 
l-lospital charges inrnrrcd after the authorized length of stay ends hy 50'/r as a penalty for non-compliance 

Penalties cannot be used to meet this Pol1cy"s Max.11num Out oi" Pocket or Cash Deductible. 

!REQUIRED PRE-SliR(;[CAL REVIEW 
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lmporti1nt Notice: If ll Covered Person docs not comply with these pre-surgirnl review features, he or she will not he cligihle for full 
benefits under this Policy. 

I Carner I requires a Covered Person lo gel a pre-surgical review for c1ny non-Emergency prU(.:edure performed outside uf a Praclitioncr·s office. 
When a Covered Person docs not comply with the requirements of this section ICarricrJ reduces what it pays for covered professional charges 
li)r Surgery. as a penalty. 

The Covered Person or his or her Practitioner, must request a pre-surgil:al review from [ABCJ. [ABC] must receive the request at least 24 hours 
hefore the Surgery is scheduled to ocrnr. If the Surgery is being done in a Hospital. on an Inpatient basis. the pre-surgical review request should 
be made at the same time as the request for a pre-hospital review. 

When JABC J receives the request. they evaluate the Medical Necessity and Appropriateness of the Surgery and they either: 
a) approve the proposed Surgery: or 
b) require a second surgical opinion regarding the need for the Surgery. 

[ABC] notifies the Covered Person's Practitioner. [by phone. of the outcome of the review. JABCJ also confirms the outcome of the review in 
writing.I 

Second Surgical Opinion 
If [ABC's] review docs not confirm the Medical Necessity and Appropriateness of the Surgery, the Covered Person may obtain a second 
surgical opinion. If the second opinion does not confirm the medical necessity of the Surgery. the Covered Person may obtain a third opinion. 
although he or she is not required to do so. 

[(ABCJ will give the Covered Person a list of Practitioners in his or her area who will give a second opinion.] The Covered Person may get the 
second opinion from [a Practitioner on the list. or from] a Practitioner of his or her own choosing. if the Practitioner: 
a) is board certified and qualified. by reason of his or her specialty. to give an opinion on the proposed Surgery; 
h) is not a business associate of the Covered Pcrson·s Practitioner; and 
c) docs not perform the Surgery if it is needed. 

[IABCJ gives second opinion forms to the Covered Person. The Practitioner he or she chooses fills them out, and then returns them to [ABC].] 

[Carrier] covers charges for additional surgical opinions, including charges for related x-ray and tests. But what [Carrier] pays is hased on all 
the terms of this Policy. except. these charges are not subject to the Cash Deductible or Coinsurance. 

Pre-Hospital Review 
If the proposed Surgery is to be done on an Inpatient basis. the Required Pre-Hospital Review section must be complied with. See the Required 
Pre-Hospital Review section for details. 

Penalties for Non-Compliance 
As a penalty for non-compliance, [[Carrier] reduces what it pays for covered professional charges. for Surgery by 50%] if: 
a) the Covered Person docs not request a pre-surgical review; or 
b) [ABC] is not given at least 24 hours to review and evaluate the proposed Surgery; or 
cJ [ABCJ requires additional surgical opinions and the Covered Person does not get those opinions before the Surgery is done; 
d) [ABC] docs not confirm the need for Surgery. 

Penalties cannot be used to meet this Policy's Maximum Out of Pocket or Cash Deductible. 

[SPECIALTY CASE MANAGEMENT 
Important Notice: No Covered Person is required, in any way, to accept a Specialty Case Management Plan recommended by [DEF]. 

Definitions 
"Specialty Case Management"' means those services and supplies which meet both of the following tests: 
a) They arc determined. in advance, by JCarrierJ to be Medically Necessary and Appropriate and cost effective in meeting the long term or 

intensive care needs of a Covered Person in connection with a Catastrophic Illness or Injury. 
b) While there are other covered services and supplies available under this Policy for the Covered Person's condition. the services and 

supplies the I Carri er I o!Ters to make available under the terms or this provision would not otherwise be payable under this Policy. 

!'lease note: [Carrier] has sole Discretion to determine whether to consider Specialty Case Management for a Covered Person. 

"Caiustrophic Illness or Injury" means one of the following: 
a) head mjury requiring an Inpatient stay 
h) spinal cord Injury 
c) severe hums over 20'ic or more of the hotly 
u) multiple injuries Jue to an acl·idcnt 
c) rrcmaturc h1rth 
fl CV i\ or stroke 
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gl congenital defect which severely impairs a hodily fllnctio11 
hi hrarn damage due to either an accident or cardiac arrest or rcs1ilt1111< from a surgical procedure 
1) terminal Illness. with a prognosis of Llcath within 6 months 
J) Acquired Immune Deficiency Syndrome (AIDS) 
k J chemical Llependency 
I) mental, nervous and psychoneurotic disorckrs 
111) any other Illness or Injury determined hy {DE!-'1 or (Carner! to be catastrophic. 

Specialty t:ase Management Plan 
[DEFI will identify cases of Catastrophic Illness or Injury. The appropriateness of the level of patient care given lo a Covered Person as well as 
the setting in which it is received v.111 be evaluated. ln order to maintain or enhance the quality of patient care for the Covered Person. [DEF] 
will develop a Specialty Case Management Plan. 

t\ Specially Case Management Plan is a specific written document. developed by I DEF] through discussion and agreement with: 
a) the Covered Person. or his or her legal guardian. if necessary: 
b) the CovcreJ Person's attending Practitioner: and 
c) [Carrierj. 

The Specialty Case Management Plan includes: 
a) treatment plan objectives: 
h) course of treatment to accomplish the stated objectives: 
c) the responsibility of each of the following parties in implementing the plan: 
•[DEF! 
•attending Practitioner 
•Covered Person 
•Covered Person's family. if any: and 
d) estimated cost and savings. 

If [Carrier]. !DEF]. the attending Practitioner. and the Covered Person agree Jin writing.] on a Specialty Case Management Plan. the services 
and supplies rc4uired in connection with such Specialty Case Management Plan will be considered as Covered Charges under the terms of this 
Policy. 

The agreed upon Specialty Case Management treatment must br ordered by the Covered Person·s Practitioner. 

Benefits payable under the Specialty Case Management Plan will he considered in the accumulation of any Calendar Year and Per Lifetime 
maximums. 

Exclusion 
Specialty C:ase Management docs nm include services and supplies that [Carrier! determines to be Experimental or lnvestigational. I 

[CENTERS OF EXt:ELLENCE FEATURES 

Important Notice: No Covered Person is required, in any way, to receive medical care and treatment at a Center of Excellence. 

Definitions 

"Center of Excellence"' means a Provider that has entered into an agreement with [Carrier! to provide health benefit services for specific 
procedures. The Centers of Excellence are [identified in the Listing of Centers of Excellence.] 

"'Pre-Treatment Screening Evaluation'' means the review of past and present medical recorJs and current x-ray and lahoratory results hy the 
Center of Excellence to determine whether the Covered Person is an appropriate candidate for the Procedure. 

"Procedure·· means one or more surgical procedures or medical therapy performed in a Center of Excellence. 

t:overed t:hargcs 
In order for charges to he Covered Charges. the Center of Excellence must: 
a/ perform a Pre-Treatment Screening faaluation: and 
b) detcnnine that the Procedure is Medically Necessary and Appropriate for the treatment of the Covered Person. 

Benefits for services and supplies at a Center of Excellence will he Jsuhject t.o the 1cnm and conditions or this Policy. However. the Utili1at1011 
Review Features will not apply.II 

EXCU!SIO:-;S 

Payment "'11 m>t he 1n,nk for any charges incurred fl>r or in conncc11011 with: 
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Care or treatment by means or ac11p1111ct11re except when usc<l as a suh,;titute ror other l"t,rms of anesthesia. 

Care or treatment of alcohol abuse. 

Services for a111b11/a11ce for transportation. 

Blood or blood plasma which is replaced hy or for a Covered Person. 

Care an<l/or treatment hy a Christian Science Practitioner. 

Completion of claim forms. 

DEPT. OF INSURANCE 

Services or supplies related to Cosmetic Surgery except as otherwise stated in this Policy: complications of Cosmetic Surgery; drugs prescribed 
for co5mctic purposes. 

Services related to cmtodial or domiciliary care. 

De11tal care or treatment. including appliances and dental implants. 

Charges made by a dialysis center for dialysis services. 

Care or treatment by means of dose-intensive chemotherapy[. except as otherwise stated in this Policy.] 

Durable Medical Equipment 

Services or supplies. the primary purpose of which is educational providing the Covered Person with any of the following: training in the 
activities of daily living; instruction in scholastic skills such as reading and writing: preparation for an occupation; or treatment for learning 
disabilities 

Care or treatment in an emergency room unless the Covered Person is admitted within 24 hours 

Experimental or lnvestigatio11al treatments. procedures. hospitalizations, drugs. biological products or medical devices. except as otherwise 
stated in this Policy. 

Extraction of teeth, except 1·or bony impacted teeth. 

Services or supplies for or in connection with: 

a. exams to determine the need for (or changes of) eyeglasses or lenses of any type: 
b. eyeglasses or lenses of any type except initial replacements for loss of the natural lens: or 
c. eye surgery such as radial keratotomy or lasik surgery, when the primary purpose is to correct myopia (nearsightedness). hyperopia 

(farsightedness) or astigmatism (blurring). 

Services or supplies provided hy one of the following members of the Employee's family: spouse. child. parent. in- law, brother, sister or 
grandparent. 

Services or supplies furnished in cunnection with any procedures to enhance.fertility. 

Services or supplies related to hearing aids a11d hearing exam.~ to determine the need for hearing aids or the need to adjust them. 

Services or supplies related to herbal medicine. 

Services or supplies related to hyp11olism. 

Services or supplies necessary because the Covered Person engaged. or tried to engage. in an illegal occupation or committed or tried to 
commit an indictable offense in the jurisdiction in which it is committed. or a felony. 

Excepl m stated below, lflness or flljury, including a condition which is the result of disease or bodily infirmity. which occurred on the job and 
which is covered or could have hcen covered for benefits provided under workers· compensation. cmpluycr's liahility. occupational disease or 
similar la,,. 
1-:xceprio11: This exclusion docs not apply to the following persons !'or whom coverage under workers· compensation is optional unless such 
persons arc actually cmcreu for workers· uir11pcnsatllHl: a self-employed person or a partner of :r limitcd liahility partnership. mcmhcrs of a 
limited liah1lity company or partners of a partnership who actively perform services on behalf of' the self-employed husincss. the limited 
liahilily pannership. limilcd liah,lity company or the partnership. 

Lorn/ a11e.~thesia ch,,rgcs hilled sc1,aratcly if such charges arc rncludcd in the fee for the Surgery. 
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Care and treatment for ,We11ta/ or Nervous Cm1ditim1s and S11bstw1ce Abuse. 

iHemberslzip co.~ls for health cluh,. ,,cig:ht loss clinics and similar programs. 

Services and supplies related to marriage, C/lreer or ji11a11cial co11meli11g, sex therapy or .family therapy, 1111tritio1wl cow1.~eli11g a11d related 
services. 

Niwti11e Depe11de11ce freat111e11t. except as otherwise stated in the Preventive C:1rc section of this Policy. 

Any charge identified as a No11-Coverecf Charge or which are spei:ifically limited or excluded elsewhere in this Policy. or which arc not 
Medically Necessary and Appropriate. except as otherwise stated in this Policy. 

No11-prescriptilln drugs or supplies. except 
a) insulin needles and syringes an glucose test strips and lancets; 
h) colostomy bags. helts and irrigators; and 
c) as stated in this Policy for food and food products for inherited metaholic diseases. 

Services provided by a pastoral co1111selor in the course of his or her normal duties as a religious person. 

Personal convenience or comfort items including. hut not limited to. such items as TV's, telephones. first aid kits. cxcrdse equipment. air 
conditioners, humidifiers, saunas. hot tuhs. 

Podiatric care 

Practitio11er visits, except as otherwise stated in this Policy. 

Prescription Drug.~ obtained while not confined in a Hospital on an Inpatient basis. 

Services or supplies that arc not furnished by an eligible Provider. 

Services related to Private D11ty N11rsi11g care, except as provided in the Horne Health Care section of this Policy. 

Prosthetic Devices 

The amount of any charge which is greater than a Reaso11able a11d Customary Charge. 

Services or supplies related to rest or co11va/esce11t cures. 

Room a11d board charges for a Covered Person in any Facility for any period of time during which he or she wa~ not physically present 
overnight in the Facility. 

Except as stated in the Preventive Care section, Ro11ti11e exa111i11atio11s or prevcnti ve care, including related x-rays and lahoratory tests. except 
where a specific Illness ur Injury is revealed or where a definite symptomatic condition is present: pre-marital or similar examinations or tests 
not required to diagnose or treat Illness or Injury. 

Services or supplies related to Routine Foot Care. 

Self-administered services such as: biofcedhack. patient-controlled analgesia on an Outpatient basis. related diagnostic testing. self-care and 
self-help training. 

Services provided by asocial worker. except as otherwise stated in this Policy. 

Services or supplies: 
a) eligible for payment under either federal or state programs (except Medicaid and Medicare). This provision applies whether or not the 

Covered Person asscrcs his or her rights to obtain this coverage or payment for these services: 
h) for which a charge is not usually made. such as a Practitioner treating a professional or business associate. or services at a puhlic health 

fair; 
c) for which a Covered Person would not have hecn charged if he or she did not have health care coverage: 
d) provided hy or in a government Hospital except as stated below. or unless the services are !'or treatment: 
•of a non-service Emergency; or 
•by a Veterans· Administration llo,pital of a non-scr\'iec related Illness or Injury; 
Exccpllon: This exdusion docs not apply to military retirees, their Dependents and the Dependents of a<.:tivc duty military personnel who arc 
wvered under hoth this Policy and under military health coverage and who receive care in facilities of the Uniformed Services. 

c) provided outside the t.:nitcd States unle~s the Covered person is outside the United Slates for one of the following reasons: 
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•travel. provided the travel is for a reason other lhan securing health care diagnosis anc.1/or treatment. and travel is for a period of 6 months or 
less; 
•husincss assignment. provided the Covered Person is temporarily outside the l;nited Stales for a period or 6 mo111hs or less: or 
•Subject to !Carrier] Pre-Approval. cligihility for full-time student status. provided the Covered person is either enrolled and attending an 
Accredited School in a foreign country: or is participating in an academic program in a foreign country. for which the institution of higher 
learning a which the student matriculates in the United States. grants academic credit. Charges in connection with full-time students in a 
foreign country for which eligibility as a l'ull-time student has not been Pre-Approved by [Carrier) are Non-Covered Charges. 

Staml-by services req11ired by a Provi<ler. 

Sterilization reversal - services and supplies rendered for reversal or sterilization. 

S11rgery, sex hormones. and related medical. psychological and psychiatric services Lo change a Covered Person's sex; services and supplies 
arising from complications of sex transformation. 

Telephone ccmsultations. 

Therapeutic Ma11ipulatio11. 

1'ra11splantsl. except as otherwise stated in this Policy.]. 

1'rar,sportation; travel. 

Visio11 therapy. 

Vitamins and dietary supplements. 

Services or supplies received as a result of a war, declared or undeclared; police actions; services in the armed forces or units auxiliary thereto. 

Weight red11ctio11 or co11trol, unless there is a diagnosis of morbid ohesity: special foods. food supplements. liquid diets. diet plans or any 
related products and except as provided in the Food Products for Inherited Metabolic Diseases provision. 

Wigs, toupees, hair transplants, hair weaving or any drug if such drug is used in connection with baldness. 

CONTINUATION RIGHTS 

COORDINATION AMONG CONTINUATION RIGHTS SECTIONS 

As used in this section. COBRA means the Consolidated Omnibus Budget Reconciliation Act of 1985 a~ enacted. and later amended. 

A Covered Person may be eligible to continue his or her gmup health benefits under this Policy's COBRA CONTINUATION RIGHTS 
(CCR) section and under other continuation sections of this Policy at the same time. 

Continuation Under CCR and NEW JERSEY GROUP CONTINUATION RIGHTS (NJGCR): If a Covered Person is eligible to continue his 
or her group health benefits under both this Polii.:y·s CCR and NJGCR sections. he or she may elect to continue under CCR. but cannot 
continue under NJGCR. 

Continuation Under CCR and any other continuation section or this Policy: 

If a Covered Person elects to continue his or her group health benefits under both this Policy's CCR and NJGCR. the continuations: 
a) start at the same time: 
bl run concurrently; and 
c) end independently on their own terms. 

While covered under more than onc continuation section. the Covered Person: 

a) will not be entitled to duplicate benefits: and 
b) will not be subject to the premium requirements or more than one section at the same time. 

A'.'11 IMPORTANT NOTICE AUOUT CONTINUATION RIGHTS 

The following COBRA CONTINUATION RI<arrs section may not apply to the Em1>loycr's Policy. The Employee must contact his or 
her Employer to find out it': 

a) the Employer is subject to the COIJR.A <.:ONTINUATION RIGHTS section in which case: 
h) the section applies to the Emplo)·ec. 

Supp. 9-20-04 21-90 



SMALL EMPLOYER HEALTH BENEFITS PROGRAM 

((ienerally applies to employer grou1>s with 20 or more employees) 
Important Notice 

11:21 App. EXH. A 

Under this section. "Qualified Continucc'" means any person who. on the day hcfore any event which would qualify him or her for continuation 
under this section. is covered for group health benefits under this Policy as: 
a) an active. covered Employee: 
b) the spouse of an active. covered Employee: or 
c) the Dependent child of an active. covered Employee. Except as stated below. any person who becomes covered under this Policy during a 

continuation provided by this section is not a Qualified Continuce. 
Exception: A child who is born to the covered Employee. or who is placed for adoption with the covered Employee during the continuation 
provided by this section is a Qualified Continuec. 

If An Employee's Group Health Benefits Ends 
If an Employee's group health benefits end due to his or her termination of employment or reduction of work hours. he or she may elect to 
continue such benefits for up to 18 months. unless he or she was terminated due to gross misconduct. 
A Qualified Continuce may elect to continue 1.:overage under COBRA even if the Qualified Conlinuec: 
a) is covered under another group plan on or before the date of the COBRA election: or 
b) is entitled to Medicare on or before the date of the COBRA election. 

The continuation: 
a) may cover the Employee and any other Qualified Continuee; and 
b) is subject to the When Continuation Ends section. 

Extra Continuation for Disahled Qualified Continuees 
If a Qualified Continuec is determined to be disabled under Title II or Title XVI of the United States Social Security Al:! on the date his or her 
group health benefits would otherwise end due to the Employee's termination of employment or reduction of work hours or during the first 60 
days of continuation coverage, he or she and any Qualified Continuee who is not disabled may elect to extend his or her 18 month continuation 
period above for up to an extra 11 months. 

To elect the extra 11 months or continuation, the Qualified Continuec must give the Employer written proof of Social Security's determination 
of his or her disability before the earlier of: 
a) the end of the 18 month continuation period; and 
h) 60 days after the date the Qualified Continuee is determined to be disabled. 

If. during this extra 11 month continuation period. the Qualified Continuce is determined to he no longer disabled under the Social Security 
Act, he or she must notify the Employer within 30 days or such determination, and continuation will end, as explained in the When 
Continuation Ends section. 

An additional 507< of the total premium charge also may be required from the Qualified Continuee by the Employer during this extra 11 month 
continuation period. 

If An Employee Dies While Insured 
If an Employee dies while insured, any Qualified Continuee whose group health benefits would otherwise end may elect to continue such 
benefits. The continuation can last for up lo 36 months. subject to the When Continuation Ends section. 

U An Employee's Marriage [or Domestic Partnership) Ends 
If an Employee's marriage ends due to legal divorce or legal separation [or termination of a domestic partnership] . any Qualified Continucc 
whose group health benefits would otherwise end may elect lo continue such hencfits. The continuation can last for up to 36 months. subject to 
the When Continuation Ends section. 

If A Dependent Loses Eligibility 
If a Dependent child's group health benefits end due to his or her loss of dependent eligibility as defined in this Policy. other than the 
Employee's coverage ending. he or she may elect to continue such benefits. However. such Dependent child must he a Qualified Continuee. 
The continuation can last for up to 36 months. subject to When Continuation Ends. 

Concurrent Continuations 
If a Dependent elects lo continue his or her group health benefits due lo the Employee's termination of employment or reduction of work hours. 
the Dependent may elcl:I lo extend his or her 18 month continuation period to up to 36 months. if during the 18 month continuation period. 
either: 
a) the Dependent becomes eligible for 36 months of group health benefits due to any of the reasons stated above: or 
b) the Employee becomes entitled to Medicare. 

The :16 month continuation period starts on the dale the 18 month continuation period started. and the two continuation periods will be deemed 
to have run concurrently. 

Special lVlcdicare Ruic 
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Except as stated helow. the "special rule" applies to Dependents of an Employee when the Employee hecomes entitled to Medicare prior to 
termination of CJllploymcnt or rc<luct1011 in work hours. The rnntinuation rcriod for J,l Dependent upon the Emrloyce·, suhscqucnt termination 
of employment or reduction in work hours will be the longer of the following: 
a} 18 months from the <late of the Emrloycc · s termination of employment or reduction in work hours: or 
h) 36 months from the <late of the Employee's earlier entitlement to Mcuicarc. 

Exception: If the Employee hecomcs entitled to Medicare more than 18 months prior to termination of employment or reduction in work hours. 
this ··special rule" will not apply. 

The Qualified Continuee's Responsibilities 
A person eligihle for continuation under this section must notify the Employer. in writing. of: 
a} the legal divorce or legal separation [or termination of the domestic partnership I or the Employee from his or her spouse; or 
b) the loss of dependent eligihility. as defined in this Policy. of an insured Dependent chilu. 

Such notice nmst be given to the Employer within 60 days of either of these events. 

The Employer's Responsibilities 
The Employer must notify the Qualified Continuce. in writing. of: 
a) his right to continue this Policy's group health hcnefits; 
h) the monthly premium he or she must pay to continue such benefits; and 
c) the times and manner in which such monthly payments must be made. 

Such written notice must be given to the Qualified Continuee within 44 days of: 
a) the date a Qualified Continuee·s group health benefits would otherwise end due to the Employee's death or the Employee's termination of 

employment or reduction of work hour: or 
b) the <late a Qualified Continuce notifies the Employer. in writing. or the Employee's legal divorce or legal separation !or termination of the 

domestic partnership] from his or her spouse, or the loss of dependent cligihility of an insured Dependent child. 

The Employer's Liability 
The Employer will he liable for the Qualified Continuee· s continued group health benefits to the same extent as. and in place of. I Carrier I. if: 
a) the Employer fails to remit a Qualified Continuee·s timely premium payment to [Carrier] on time. thereby causing the Qualified 

Continuee's continued group health benefits to end: or 
b) the Employer fails to notify the Qualified Continuee of his or her continuation rights. as described above. 

Election of Continuation 
To continue his or her group health benefits, the Qualified Continuee must give the Employer written notice that he or she elects to continue. 
An election by a minor Dependent Child can be made by the Dependent Child's parent or legal guardian. This must he done within 60 uays of 
the tlate a Qualified Continuee receives notice of his or her continuation rights from the Employer as described ahove. And the Qualified 
Continuee must pay the first month's premium in a timely manner. 

The subsequent premiums must be paid to the Employer. by the Qualified Continuee. in advance. at the times and in the manner specificu by 
the Employer. No further notice of when premiums arc due will be given. 

The monthly premium will be the total rate which would have been charged for the group health benefits had the Qualified Continuee stayed 
insured under this Policy on a regular hasis. It includes any amount that wmtld have heen paid by the Employer. Except as explained in the 
Extra Continuation for Disabled Qualified Continuees section. an additional charge of two percent of the total premium charge may also be 
required by the Employer. 

II' the Qualified Continuce fails to give the Employer notice of his or her intent to continue, or fails to pay any required premiums in a timely 
manner. he or she waives his or her continuation rights. 

(;race in Payment of Premiums 
A Qualified Continuce·s premium payment is timely if. with respect to the first payment after the Qualified Continuee elects to continue. such 
payment is made no later than 45 days after such election. In all other cases. such premium payment is timely if it is made within 31 days of the 
specified date. 

If timely payment is made to lhc plan in an amount that is not significantly less than the amount the Employer requires to be paid for the period 
of covera~e. then the amount paid is ,Jee med tu satisfy the Employer· s requirement l"t>r the amount that must be paid. unless the plan notifies the 
Qualifieu Continuec of the amount (>f the deficiency and grants an additional 30 <lays for payment of the deficiency to be made. An amount is 
not ~ignificantly less than the amount the Employer requires lo he paid for a pcnou of coverage if and only if the shDrtfall is no greater than the 
lesser of the following two ,111\llunls: 
al Fifty dollars (or such other amount as the Commissioner may provide in a revenue ruling. notice. or other guidance puhlishcJ rn the 

Internal Revenue Code Bulletin): or 
bl Ten pcn.:cnl 01· the arnoullt the pl,m rc4uircs to he paid. 

Payment 1s consiucrcu as made on the <.late on which 1L is sent to the Emrl(iycr 
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When Continuation Ends 
A Qualilied Con1inucc·s continue<l group health hcnelits end on the firs! ol' the following: 
a) wilh respect to continuation upon the Employee's termination of employment or reduction of work hours. the end or the 18 month pcrio<l 

which starts on the date the group health benefits would otherwise end: 
b) with respect to a Qualified Contmuee who has elected an additional 11 months of continuation. due to his or her own <lisability or the 

disability of a family member, the earlier of: 
•the end of the 29-month period which starts on the date the group health benefits would otherwise end; or 
•the first day or the month which coincides with or next follows the date which is 30 days after the date on which a final determination is made 
that a disabled Qualified Continuee is not longer disabled under Title II or Title XVI of the United States Social Security Act; 
c) with respect to continuation upon the Employee's death, the Employee's legal divorce or legal separation !termination of domestic 

partnership], or the end of an insured Dependent's cligihility. the end of the 36-month period which starts on the date the group health 
benefits would otherwise end: 

d) with respect to a Dependent whose continuation is extended due to the Employee's entitlement to Medicare. the end of the 36 month 
period which starts on the date the group health benefits would otherwise end: 

e) the date this Policy ends; 
f) the end of the period for which the last premium payment is made; 
g) the date he or she becomes covered under any other group health plan which contains no limitation or exclusion with respect to any Pre-

Existing Condilion of 1he Qualified Continuce or contains a pre-exis1ing conditions limitation or exclusion that is eliminated through the 
Qualified Continuce's total period of Creditable Coverage.: 

h) the date he or she becomes entitled to Medicare. 
i) termination of a Qualified Continuee for cause (e.g. submission of a fraudulent claim) on the same basis that the Employer terminates 

coverage of an active employee for cause. 

NEW JERSEY GROUP CONTINUATION RIGHTS 

If An Employee's Group Benefits End 
If an Employee's health coverage ends due to termination of employment for a reason other than for cause, or reduction of work hours to below 
25 hours per week. he or she may elect to continue such benefits for up to 12 months, subject to the When Continuation Ends section. At the 
Employee's option, he or she may elect to continue health coverage for any of his or her then insured Dcpendenls whose coverage would 
otherwise end at this Lime. If an Employee acquires one or more Dependents after the continued health coverage begins, he or she may elect to 
add such Newly Acquired Dependents to the continued coverage for the remaining period of continued health coverage. In order to continue 
heallh coverage for his or her Dependents. the Employee must elect to continue health coverage for himself or herself. 

What the Employer Must Do 
At the time of termination of employment or reduction of work hours. the Employer must notify the Employee, in writing. of: 
a) his or her right to continue this Policy's group heallh benefits; 
b) the monthly premium he or she must pay to continue such benefits; and 
c) the times and manner in which such monthly payments must he made. 

What The Employee Must Do 
To continue his or her health coverage, !he Employee must send a wrinen request to the Employer within 30 days of the date of termination of 
employment or reduction of work hours. The Employee must also pay the first month's premium. The lirst premium payment must be made 
within 30 days of the <late the Employee elects continuation. 

The subsequent premiums must be paid to lhc Employer, by the Employee. in advance. at the times and in the manner [Carrier! specifics. 

The monthly premium will be the total rate which would have been charged for the small group benefits had the Employee stayed insured under 
this Policy on a regular basis. II includes any amount that the Employer would have paid. And an additional charge of two percent of the total 
premium may he charged for the continued coverage. 

If an Employee fails to give the Employer notice that he or she elects to continue. or fails to make any premium payment in a timely manner. he 
or she waives his or her continuation rights. All premium payments. except the first. will be considered timely if they arc made within 31 days 
of the specified due dates. 

The Continued Coverage 
The Employec·s continued coverage will he identical to the coverage l1e or she had when covered under this Policy on a regular basis. Any 
modifications made under this Policy will apply to similarly situated continuccs. [Carrier I does not ask for proof of insurahility in order for an 
Employee 10 continue. 

When <.:ontinuation Ends 
A Covered Person's continued health coverage end on lhe first of the follow111g: 
al the date which is 12 months 1·ro111 the date the small group benefits would otherwise end: 
hl the date the Covered Person hecomcs eligihlc for Medicare; 
c) the end of the period for which the last premium payment is made; 
d) the <late the Covered Person becomes covered under another group health benefits plan which contains no limitation or exclusion with 

respect to any Pre-Existing ConditiDn of the Covered Person; 
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e) with respect to a Covered Person who hecomcs covered under another group health heneflls plan whid1 contains a limitation or exclusion 
witluespect to a Pre-Existing Condition of the Covered Person. the date s_uch limitation or exclusion ends: . 

f) the date the Employer no longer provides any health benefit plans for any of the Employer's Employees or their eligible Dependents: or 
g) with respect to a Dependent, the date he or she is no longer an eligible Dependent as defined in this Policy. 

A TOTALLY DISABLED EMPLOYEE'S RIGHT TO CONTINUE GROUP HEALTH UENEFITS 
If An Employee is Totally Disabled 
An Employee who is Totally Disahled and whose group health benefits end because his or her active employment or membership in an eligible 
class ends due to that disability. can elect to continue his or her group health benefits. But he or she must have been insured by this Policy for at 
least three months immediately prior to the date his or her group health benefits ends. The continuation can cover the Employee. and at his or 
her option, his or her then insured Dependents. 

How And When To Continue Coverage 
To continue group health benefits, the Employee must give the Employer written notice that he or she elects to continue such benefits. And he 
or she must pay the first month's premium. This must be done within 31 days of the date his t>r her coverage under this Policy would otherwise 
end. 

Subsequent premiums must be paid to the Employer monthly. in advance. at the times and in the manner specified by the Employer. The 
monthly premium the Employee must pay will be the total rate charged for an active Full-Time Employee, insured under this Policy on a 
regular basis, on the date each payment is due. IL includes any amount which would have been paid by the Employer. 

[Carrier] will consider the Employee's failure to give notice or to pay any required premium as a waiver of the Employee's continuation rights. 

If the Employer fails. after the timely receipt of the Employee's payment, to pay [Carrier! on behalf of such Employee. thereby causing the 
Employee's coverage to end; then such Employer will be liable for the Employee's benefits. to the same extent as. and in place of, [Carrier!. 

When This Continuation Ends 
These continued group health benefits end on the first of the following: 
a) the end of the period for which the last payment is made, if the Employee stops paying: 
b) the date the Covered Person becomes employed and eligible or covered for similar benefits by another group plan. whether it be an insured 

or uninsured plan; 
c) the date this Policy ends or is amended to end for the class of Employees to which the Employee belonged; or 
d) with respect to a Dependent. the date he or she stops being an eligible Dependent as defined in this Policy. 

AN EMPLOYEE'S RIGHT TO CONTINUE GROUP HEALTH UENEI<'ITS DURING A FAMILY LEAVE OF ABSENCE 

Important Notice 

This section may not apply to an Employer's Policy. The Employee must contact his or her Employer to find out if: 
a) the Employer must allow for a leave of absence under Federal law in which case; 
b) the section applies to the Employee. 

If An Employee's Group Health Coverage Ends 
Group health coverage may end for an Employee because he or she ceases Full-Time work due to an approved leave of absence. Such leave of 
absence must have been granted to allow the Employee to care for a sick family member or after the birth or adoption of a child. If so. his or her 
group health benefits insurance will be continued. Dependents' insurance may also he continued. The Employee will he required to pay the 
same share of premium as before the leave of absence. 

When Continuation Ends 
Insurance may continue until the earliest of: 
a) the date the Employee returns to Full-Time work: 
b) the end of a total leave period of 12 weeks in any 12 month period; 
c) the date on which the Employee's coverage would have ended had the Employee not been on leave; or 
d) the end of the period for which the premium has been paid. 

[A ])EPENDENT'S Rl(;(ff TO CONTINUE GROUP HEALTH UENEFITS 

Ir an Employee dies. any of his or her Dependents who were insured under this Policy may elect to continue coverage. Subject to the payment 
of the required premium. coverage may he continued until the earlier of: 
a) 180 d.Jys following the date of the Employee· s death: or 
h) the d,ne the Dependent is no lone::cr eligible under the terms of this Policy. I 

[CONVi,:I{SION RIGHTS FOR DIVORCED SPOUSES 

IF AN EMPLOYEE'S MARRIAGE [OR UO'.\IESTIC PARTNERSHIP) ENDS 
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If an Employee's marriage ends hy legal divorce or annulment. [or if the domestic partnership terminates[ the group health hcncfits for his or 
her foi:mer spou,e ends. The former spouse may convert to an individual m,uor medical policy during the con\ersion period. The former spouse . 
may insure under his or her individual policy any of his or her Dependent children who were insured under this Policy on the date the group 
health benefit, ends. See exceptions helow. 

Exceptions 
No former spouse may use this conversion right: 
a) if he or she is eligihlc for Medicare: or 
b) if it would cause him or her to he overinsured. 

This may happen if the spouse is covered or eligible for coverage providing similar benefits provided by any other plan. insured or no! insured. 
[Carrier I will determine if overinsurance exists using its standards for overinsurance. 

HOW AND WHEN TO CONVERT 

The conversion period means the 31 days after the date group health benefits ends. The former spouse must apply for the individual policy in 
writing and pay the first premium for such policy during the conversion period. Evidence of insurability will not be required. 

THE CONVERTED POLICY 

The individual policy will provide the medical benefits that [Carrier! is required to offer in the state where the Employer is located. 

The individual policy will take effect on the day after group health benefits under this Policy ends. 

After group health benefits under this Policy ends. the former spouse and any children covered under the individual policy may still he paid 
benefits under this Policy. If so. benefits to be paid under the individual policy will be reduced by the amount paid under this Policy.] 

EFFECT OF INTERACTION WITH A HEALTH MAINTENANCE ORGANIZATION PLAN 
HEALTH MAINTENANCE ORGANIZATION ("HMO") means a prepaid alternative health care delivery system. 

A Policyholder may offer its Employees HMO membership in lieu of the group health benefits insurance provided by this Policy. If the 
Employer does. the following provisions apply. 

IF AN INSURED EMPLOYEE ELECTS HMO MEMUERSHIP 

Date Group Health Benefits Insurance Ends 
Insurance for an Employee and his or her Dependents will end on the <late the Employee becomes an HMO member. 

Benefits After Group Health Benefits Insurance Ends 
When an Employee becomes an HMO member. the Extended Health Benefits section of this Policy will not apply to him or her and his or her 
Dependents. 

Exception: 
IF, on the date membership takes effect. the HMO docs not provide henefits due to: 
a) an HMO waiting period 
b) an HMO Pre-Existing Conditions limit. or 
c) a confinement in a Hospital not affiliated with the HMO 

AND the HMO provides benefits for Total Disability when membership ends 

THEN group health benefits will he paid until the first of the following occurs: 
a) 30 <lays expire from the date membership takes effect 
b) the HMO's waiting period ends 
c) the HMO's Pre-Existing Conditi(>ns limit expires. or 
d) hospitalization ends. 

IF AN HMO MEMBER ELECTS GROUP HEALTH BENEHTS INSURANCE PROVIDED HY THIS POLICY 
Date Transfer To Such Insurance Takes El'fect 
Each Employee who is an HMO memher may transfer to such insurance by written request. If he or she elects to do so. any Dependents who arc 
HMO members must also he indudcu 1n such request. The date such persons arc to he insured depends on when and why the transr.:r request is 
made. 

request made during an open enrollment period 
!Carrier) and the Policyholder will agree when this period will he. If an Employee requests insL1rance dunng this period. he or she and his or her 
Dependents will be insured on the date such period ends. 
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request made hecause: 
a)_ an HMO ends its operations 
b) the Employee [moves out.~idel [no longer lives, works or resides in] the HMO service area 

If an Employee requests in,urancc because membership ends for these reasons. the Jate he or she and his or her Dependents arc to be insured 
depends on the date the request is made 

If it is made: 
a) on or hefore the date memhership ends. they will he insured on the dare such membership enJs 
h) within 31 days after the date membership ends, they will be insured on the dale the request is made 
c) more than 31 days after the date membership ends, the Employee and his or her Dependents will he Late Enrollees. 

request made because an 11:\-10 becomes insolvent 
If an Employee requests insurance because membership ends for this reason. the date he- or she and his or her Dependents arc to be insured 
depends on the <late the request is made. 

If it is made: 
a) within 31 days after the date membership ends. they will be insured on the date the request is made 
h) more than 31 days arter the date membership ends. the Employee and his or her Dependents will he Late Enrollees. 

request made at any other time 
An Employee may rcqLtcst insurance at any time other than that described above. In this case, he or she and his or her Dependents will be Late 
Enrollees. 

Other Provisions Affected Bv A Transfer 
If a person makes a transfer. the following provisions. if required hy this Policy for such insurance, will not apply on the transfer date: 
a) Ian Actively at Work requirement! 
b) a waiting period. to the extent it has already been satisfied, or 
c) Pre-Existing Conditions Limitation provisions to the extent it has already been satisfied. 

Charges not covered 
Charges incurred before a person becomes insured will be considered Non-Covered Charges. 

Maximum benefit 
The total amount of benefits to be paid for each person will be the maximum benefit specified in this Policy. regardless of any interruption in 
such person's insurance under this Policy. 

Right to change premium rates 
[Carrier] has the right to change premium rates when. in its opinion. its liability under this Policy is changed by interaction with an HMO plan. 

COORDINATION OF BENEFITS AND SERVICES 

Purpose Of This Provision 
A !Covered Person 1 may be covered for health bcnct'its or services by more than one Plan. For instance. he or she may be covered by this 
I Policy I as an Employee and by another plan as a Dependent of his or her spouse. If he or she is covered by more than one Plan. this provision 
allows [Carrier] to coordinate what [Carrier] pays or provides with what another Plan pays or provides. This provision sets forth the rules for 
determining which is the Primary Plan and which is the Secondary Plan. Coordination of benefits is intended to avoid duplication of benefits 
while at the same time preserving certain rights to coverage under all Plans under which the [Covered Person I is covered. 

DEFINITIONS 
The words shown below have special meanings when used in this provision. Please read these definitions carefully. [Throughout this provision. 
these defined terms appear with their initial letter capitalized.] 

Allowable Expense: The charge for any health care service, supply or other item of expense for which the !Covered Person] is liable when the 
health care service. supply or other item of expense is covered at least in part under any of the Plans involved. except where a statute requires 
another definition. or as otherwise stated he low. 

When this I Policy I is coordinating benefits with a Plan that provides benefits only for dental care. vision care. prescription drugs or hearing 
aids. Allowable Exrcnsc is limited to like items of expense. 

!Carrier I will not consider the difference hctwccn the cost of a pri\'atc hospital room and that of a semi-private hospllal room as an Allowahlc 
Expense unless the stay in a private room is Mcdic:ally :\cccssary :.md Appropriate. 

When this JPolicyl is coordinating hencfits with a Plan that restricts coordination of benefits to a specific coverage. !Carrier I will only cnnsider 
corresponding services. supplies or items of expense to which coordin:1tion or benefits applies as an Allowable Expense. 
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Claim Determination Period: 1\ Calcnc.Jar Year. or portion of a Calcnc.lar Year. c.Juring which a [Covcrcc.J Pcr~onl is covcrcc.J by this [Policy! 
_am! at least one other Plan anJ incurs one or more Allowable Expcnsc(s) under such plans. 

Plan: Coverage with whicl1 coorJination of benefits is allowec.J. Plan includes: 
a) Group insurance anJ group subscriber contracts. including insurance continued pursuant to a Federal or State continuation law; 
b) Self-funded arrangements of group or group-type coverage. including insurance continued pursuant to a Fec.Jeral or State continuation law: 
c) Group or group-type coverage through a health maintenance organization (HMO) or other prepayment, group practice and individual 

practice plans. including insurance continued pursuant 10 a Fec.Jeral or Stale continuation law: 
d) Group hospital indemnity benefit amounts that exceed $150 per day: 
e) Medicare or other governmental hcncfits. except when. pursuant tu law. the benefits must be treated us in excess uf those of any private 

insurance plan or non-governmental plan. 

Plan does not include: 
a) Individual or family insurance contracts or subscriber contracts: 
b) Individual or family coverage through a health maintenance nrganintion or under any other prepayment. group practice and individual 

practice plans; 
c) Group or group-type coverage where the cost of coverage is paid solely by the [Covered Person I except that coverage being continued 

pursuant to a Federal <lr State continuation law shall be considered a Plan: 
d) Group hospital indemnity benefit amounts of $150 per day or less: 
c) School accident -type coverage: 
f) A State plan under Medicaid. 

Primary Plan: A Plan whose hencfits for a [Covered Person· s I health care coverage must be determined without taking into consideration the 
existence of any other Plan. There may be more than one Primary Plan. A Plan will be the Primary Plan if either "a" or "b" he low exist: 
a) The Plan has no order of benefit determination rules. or it has rules that differ from those contained in this Coordination of Benefits and 

Services provision: or 
b) All Plans which cover the I Covered Person] use order of benefit determination rules consistent with those contained in the Coordination or 

Benefits and Services provision and under those rules. the plan determines its benefits first. 

Reasonable and Customary: An amount that is not more than the usual or customary charge for the service or supply as determined by 
[Carrier I, based on a standard which is most often charged for a given service by a Provider within the same geographic area. 

Secondary Plan: A Plan which is not a Primary Plan. If a [Coverec.J Person! is covered by more than one Secondary Plan. the order of hcnetit 
determination rules of this Coordination of Benefits and Services provision shall be used 10 determine the order in which the benefits payable 
under the multiple Senmdary Plans arc paid in relation to each other. The benefits of each Secondary Plan may take into consic.leration the 
benefits of the Primary Plan or Plans and the benefits of any other Plan which. under this Coordination of' Benefits and Services provision. has 
its benefits determined before those of that Secondary Plan. 

PRIMARY AND SECONDARY PLAN 
[Carrier! considers each plan separately when coordinating payments. 

The Primary Plan pays or provides services or supplies first. without taking into consideration the existence of a Secondary Plan. If a Plan has 
no coordination of benefits provision. or if the order of benefit determination rules differ from those set forth in these provisions. ii is the 
Primary Plan. 

A SeconJary Plan takes into consiJcration the benefits provided hy a Primary Plan when, according to the rules set forth below. the plan is the 
Secondary Plan. If there is more than one Secondary Plan. the order of benefit determination rules determine the order among the Secondary 
Plans. During each Claim Determination Period the Secondary Plan(s) will pay up to the remaining unpaic.J allowable expenses, hut no 
Secondary Plan will pay more than ii would have paic.J if ii had been the Primary Plan. The method the Secondary Plan uses to determine the 
amount to pay is set forth below in the "Procedures to be Followed by the Secondary Plan to Calculate Benefits" section of this provision 

The Secondary Plan shall not reduce Allowable Expenses for medically necessary and appropriate services or supplies on the basis that 
prccertification. preapproval. notification or second surgical opinHm procedures were not followed. 

RULES FOR THE ORDER OF BENE.FIT DETERMINATION 

The benefits of the Plan that cowrs the [Covered Person I as an employee. member. subscriher or retiree shall be determined before those or the 
Plan that covers the !CovcrcJ Person) as a Dependent. The coverai'e as an employee. member. subscriber or retiree is the Primary Plan. 

The benefits of the Plan that covers the [CovereJ Person I as an employee who rs neither laid off nor retired, or as a dependent or such person. 
shall be Jetermincd hcfore those for the Plan that covers the [Covcrcc.J Person I as a lai<l off or retired employee. or as such a person's 
Dependent. If the other Plan docs not contain this rule. and as a rcs11lt the Plans do not agree on the order or benctit determination. this por111H1 
of this provision shall he ii'nored. 

The bcnel'its of the Plan that covers the !Covered Person I as an cmrloycc. member. subscriher or retiree. or Dependent of such person. shal I he 
determined before those or the Plan that cmns rhc [Covered f'crs(>n I under a right or continuation pursuant to federal or St11le law. If the other 
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Plan <loes not contain this rule. and as a result the Plans Jo not agree on the orucr or benefit uctcnnination. this portion of this provision shall Ix: 
ignored. 

If a chilr.l is covered as a Depenuent unucr Plans through both parents. anu the parents arc neither sepurute<l nor divorced. the following rules 
apply: 
a) The benefits of the Plan or the parent whose hirthuay falls earlier in the Calendar Year shall be uctermincu before those of the parent 

whose birthuay falls later in the Calendar Y car. 
b) If both parents have the same birthday, the benefits of the Plan which covered the parent for a longer period of time shall be determined 

before those of plan which covered the other parent for a shorter period of time. 
c) Birthday. as used above, refers only to month and day in a calendar year. not the year in which the parent was born. 
d) If the other plan contains a provision that determines the order of benefits based on the gender of the parent. the birthday rule in this 

provision shall be ignored. 

If a child is covered as a Dependent under Plans through hoth parents. and the parents arc separated or divorccu. the following rules apply: 
a) The benefits of the Plan of the parent with custouy of the child shall be determined first. 
h) The hencfits of the Plan of the spouse of the parent with custody shall he determined second. 
c) The benefits of the Plan of the parent without custody shall he determined last. 
d) If the terms of a court decree state that one of the parents is responsible for the health care expenses for the child. and if the entity 

providing coverage under that Plan has actual knowledge of the terms of the court decree, then the benefits of that plan shall be determined 
first. The benefits of the plan of the other parent shall be considereu us secondary. Until the entity providing coverage under the plan has 
knowledge of the terms of the court decree regarding health care expenses, this portion of this provision shall be ignored. 

If the ahove order of benefits docs not estahlish which plan is the Primary Plan. the benefits of the Plan that covers the employee. member or 
subscriber for a longer period of time shall he determined before the benefits of the Plan(s) that covered the person for a shorter period of time. 

Procedures to be Followed by the Secondary Plan to Calculate Benefits 

In order to determine which procedure to follow it is necessary to consider: 
a) the basis on which the Primary Plan and the Secondary Plan pay benefits; and 
b) whNhcr the provider who provides or arranges the services and supplies is in the network of either the Primary Plan or the Secondary Plan. 

Benefits may he based on the Reasonable and Customary Charge (R&C). or some similar term. This means that the provider bills a charge and 
the {Covered Person I may be held liable for the full amount of the billed charge. In this section. a Plan that bases benefits on a reasonable and 
customary charge is called an "R&C Plan." 

Benefits may be hased on a contractual fee schedule. sometimes called a negotiated fee schedule. or some similar term. This means that 
although a provider. called a network provider, bills a charge, the [Covered Person] may be held liable only for an amount up to the negotiated 
fee. In this section. a Plan that bases benefits on a negotiated fee schedule is called a "Fee Schedule Plan." If the [Covered Person! uses the 
services of a non-network provider. the plan will be treated as an R&C Plan even though the plan under which he or she is covered allows for a 
fee schedule. 

Payment to the provider may be based on a "capitation"'. This means that then HMO or other plans pays the provider a fixed amount per 
[Covered Person I. The [Covered Person I is liable only for the applicable deductible, coinsurance or copayment. If the [Covered Person] uses 
the services of a non-network provider. the HMO or other plans will only pay benefits in the event of emergency care or urgent care. In this 
section, a Plan that pays providers based upon capllation is called a "Capitation Plan." 

In the rules helow. "provider" refers to the provider who provides or arranges the services or supplies and "HMO'' refers to a health 
maintenance organization plan. 

Pnmary Plan is R&C Plan and Secondary Plan is R&C Plan 
The Secondary Plan shall pay the lesser of: 
a) the difference hctwecn the amount of the billed charges and the amollnt paid by the Primary Plan; or 
b) the amount the Secondary Plan would have paid if it had been the Primary Plan 
When the benefits or the Secondary Plan arc reduced as a result of this calculation, each henefit shall be reduced in proportion. and the amount 
pa1u shall be charged against any applicable benefit limit of the plan. 

Pnmary Plan is Fee Schedule Plan and Scconuary Plan is Fee Schcuule Plan 
If the provider is a network provider in both the Primary Plan and the Secondary Plan. the Allowable Expense shall be the fee schedule of the 
Primary Plan. The Seeondary Plan sh,111 pay the lesser of: 
a) The amount of any deductible, coinsurance or copaymcnt required hy the Primary Plan: or 
b) the amount the Sernndary Plan would have paid if it had been the Primary Plan. 
The total amount the pn>vidcr receives from the Primarv plan. the Scconuarv plan anu the ICovercu Person I shall not exceed the fee schedule of 
the Prim_arv Plan. In no event shall the !Covered Person) he responsible for anv pavmcnl in excess of the copaymcnt. coinsurance or deductible 
nf the Secondary Plan. 

Primary Plan is R&C Plan and Sccondarv Plan is Fee Schcuulc Plan 
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If the provider is a network provider in the Secondary Plan. the Sewndary Plan shall pay the lesser ol': 
a) the difference hetwccn the amount of the hilled charges fpr the Allmvahle Expenses and thc,amount paid by the Primary Plan:,or 
b) the amount the Secondary Plan would have paiJ if it had been the Primary Plan. 
The !Covered Person] shall only be liable for the copayment. deductible or coinsurance under the Secondary Plan if the !Covered PersonJ has 
no liability for copaymcnt. deductible or coinsurance under the Primary Plan and the total payments by both the primary and Secondary Plans 
arc less than the provider's billed charges. In no event shall the [Covered Person] be responsible for any payment in excess of the eopaymcnt. 
coinsurance or deductible of the Secondary Plan. 

Primary Plan is Fee Schedule Plan and Sccondarv Plan is R&C Plan 
If the provider is a network provider in the Primary Plan. the Allowable Expense considered by the Secondary Plan shall be the fee schedule of 
the Primary Plan. The Secondary Plan shall pay the lesser of: 
a) The amount of any deductible. coinsurance or copayment re4mrcd by the Primary Plan; or 
b) the amount the Secondary Plan would have paid if it had been the Primary Plan. 

Primary Plan is Fee Schedule Plan and Secondary Plan is R&C Plan or Fee Schedule Plan 
If the Primary Plan is an HMO plan that docs not allow for the use of non-network providers except in the event of urgent care or emergency 
care and the service or supply the [Covered Person] receives from a non-network provider is not considered as urgent care or emergency care. 
the Secondary Plan shall pay benefits as if it were the Primary Plan. 

Primary Plan is Capitation Plan and Secondary Plan is Fee Schedule Plan or R&C Plan 
If the (Covered Person] receives services or supplies from a provider who is in the network of both the Primary Plan and the Secondary Plan, 
the Secondary Plan shall pay the lesser of: 
a) The amount of any deJuctible. coinsurance or copayment required by the Primary Plan; or 
b) the amount the Secondary Plan would have paid if it had been the Primary Plan. 

Primary Plan is Capitation Plan or Fee Schedule Plan or R&C Plan and Secondary Plan is Capitation Plan 
If the [Covered PersonJ receives services or supplies from a provider who is in the network of the Secondary Plan. the Secondary Plan shall be 
liable to pay the capitation to the provider and shall not be liable to pay the deductible. coinsurance or copayment imposed by the Primary Plan. 
The [Covered Person] shall not be liable to pay any deductible. coinsurance or copaymcnts of either the Primary Plan or the Secondary Plan. 

Primary Plan is an HMO and Secondary Plan is an HMO 
If the Primary Plan is an HMO plan that does not allow for the use of non-network providers except in the event of urgent care or emergency 
care and the service or supply the [Covered Person I receives from a non-network provider is not considered as urgent care or emergency care. 
but the provider is in the network of the Secondary Plan. the Secondary Plan shall pay benefits as if it were the Primary Plan. Except that the 
Primary Plan shall pay out-of-Network services. if any, authorized hy the Primary Plan. 

BENEFITS FOR AUTOMOBILE RELATED IN.JURIES 

This section will he used to determine a person's benefits under this Policy when expenses are incurred as a result of an automobile related 
Injury. 

Definitions 
··Automobile Related Injury" means bodily Injury sustained by a Covered Person as a result of an accident: 
a) while occupying, entering. leaving or using an automobile: or 
b) as a pedestrian: 

caused by an automobile or by an object propelled by or from an automobile. 

"Allowable Expense means a medically necessary, reasonable and customary item of expense covered at least in part as an eligible expense by: 
a) this Policy: 
b) PIP: or 
c) OS/\IC. 

"Eligible Expense" means that portion of expense incurred for treatment of an Injury which is covered under this Policy without application of 
Cash Deductibles and Copay men ts. if any or Coinsurance. 

"Out-of-State Automohile lnsmance Coverage" or ·'OSAIC" means any coverage for medical expenses under an automobile insurance policy 
other than PIP. OSAIC includes automobile insurance policies issued in another state or Jurisdiction. 

"PIP" means personal injury protection coverage provided as part of an automobile insurance policy issued in New Jersey. PIP refers 
specifically to prm 1sions ror medical expense coverage. 

Determination of primary or secondary coverage. 
This Policy providc's secondary coverage lo PIP unless health coverage has been elected as primary coverage by or for the Covered Person 
under this Policy. This election is made by the named insurcJ under a PIP policy. Such election affects that person's family members who arc 
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not themselves nameu insureus unucr another automobile policy. This Policy may he primary for one Covercu Person. hut not for another if the 
person has separate automobile policies and has made diffcyent selections regarding primacy or health coverage. 
This Policy is seconuary to OSAIC. unless the OSAIC contains provisions which make it scconuary or excess to the policyholder's plan. In that 
case this Policy will he primary. 

If there is a dispute as to which policy is primary. this Policy will pay benefits as if it were primary. 

Benefits this Policy will pay if it is primary to PIP or OSAIC. 
If this Policy is primary to PIP or OSAIC it will pay benefits for eligible expenses in accordance with its terms. 

The rules of the COORI>INA TION OF BENEFITS AND SERVICES section of this Policy will apply if: 
a) the Covered Person is insureu under more than one insurance plan; and 
b) such insurance plans are primary to automobile insurance coverage. 

Benefits this Policy will !lay if it is secondary to PIP or OSAIC. 
If this Policy is secondary to PIP or OSAIC the actual benefits payable will he the lesser vf: 
a) the allowable expenses left uncovered after PIP or OSAIC has provideu coverage after applying Cash Deductibles and Copayments. or 
h) the benefits that would have hecn paid if this Policy had been primary. 

Medicare 
If this Policy supplements coverage under Medicare it can be primary to automobile insurance only to the extent that Medicare is primary to 
automobile insurance. 

MEDICARE AS SEl'.ONDARY PAYOR 

IMPORTANT NOTil'.E 

The following sections regarding Medicare may not apply to the Employer's Policy. The Employee must contact his or her Employer to 
find out if the Employer is subject to Medicare as Secondary Payor rules. 

If the Employer is subject to such rules, this Medicare as Secondary Payor section applies to the Employee. 

If the Employer is NOT subject to such rules, this Medicare as Secondary Payor section does not apply to the Employee, in which case, 
Medicare will be the primary health plan and this Policy will be the secondary health plan for Covered Persons who are eligible for 
Medicare. 

The following provisions explain how this Policy's group health benefits interact with the benefits available under Medicare as Secondary 
Payor rules. A Covcreu Person may be eligible for Medicare by reason of age. disability. or End Stage Renal Disease. Different rules apply to 
each type of MedicJ.re eligibility. as explained he low. 

With respect to the following provisions: 
a) "Medicare'' when used above. means Part A am! 1:1 of the health care program for the aged and disabled provided by Title XVI of the 

United Stales Social Security Act. as amendcu from time to time. 
b) A Covered Person is considered to be eligible for Medicare hy reason of age from the first day of the month during which he or she 

reaches age 65. However, if the Covered Person is horn on the first day of a month. he or she is considered to he eligible for Meuicare 
from 1hc first day 01· the month which is immediately prior to his or her 65th birthday. 

c) A "primary" health plan pays benefits for a Covered Person's Covered Charge first. ignoring what the Covered Person's "secondary" plan 
pays. A "scconJary" health plan then pays the remaining unpaid allowable expenses. See the Coordination of Benefits and Services 
section for a definition of "allowahle expense". 

d) ["We" means CarricrJ 

MEDICARE ELIGIBILITY BY REASON OF AGE (Generally applies tu employer groups with 20 or more employees) 

Applicability 
This section applies to an Employee or his or her insured spouse who is eligible for Medicare hy reason of age. 

Under this section. such an Employee or insured spouse is referred to as a ·"Medicare cligihlc''. 

This section docs not apply tu: 
a) a Covercu Person. ()!her than an Employee or insured spousl' 
h) an Employee or rnsurcd spouse who is Linder age 65. or 
c) a Covered Person who is eligible for Medicare solely on the basis of End Stage Renal Disease. 

When An Employee or Insured Spouse llecomes Eligihle For :Vledicare 
When an Employee or insured spouse hccomes eligible for McJicarc by reason of age. he nr she must choose one of the Lwo options hclow. 
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Option (A) - The Medicare eligible may choose this Policy as his or her primary health plan If he or ,he tines. Medicare will he his or her 
secondary health plan. Sec the When This Policy is Primary section below. for details .. 
Option (8) - The Medicare eligible may choose Medicare as his or her primary health plan. If he or ,he <locs. group health benefits under this 
P<>licy will end. Sec the When Medicare is Primary section below. for details. 

If the Medicare eligible fails 10 choose either Dption when he or she becomes eligible for Medicare by reason of age. !Carrier) will pay benefits 
as if he or she had chosen Option (A). 

When this Policy is primary 
When a Medicare eligible chooses this Policy as his or her primary health plan, if he or she incurs a Covered Charge for which benefits arc 
payable under both this Policy and Medicare. this Policy is considered primary. This Policy pays first. ignoring Medicare. ~edicare is 
considered the secondary plan. 

When Medicare is primary 
If a Medicare eligible chooses Medicare as his or her primary health plan. he or she will no longer be wvcred for such benefits by this Policy. 
Coverage under this Policy will end on the date the Medicare eligible elects Medicare as his or her primary health plan. 

A Medicare eligihlc who elects Medicare as his or her primary health plan. may later change such election. and choose this Policy as his or her 
primary health plan. 

MEDICARE ELIGIBILITY BY REASON OF DISAIHLITY (Generally applies to employer groups with 100 or more employees) 

Applicability 
This section applies to a Covered Person who is: 
a) under age 65; and 
b) eligible for Medicare by reason of disability. 

Under this section, such Covered Person is referred to as a "disabled Medicare ehgihlc" 

This section does not apply to: 
a) a Covered Person who is eligible for Medicare by reason of age; or 
b) a Covered Person who is eligible for Medicare solely on the basis of End Stage Renal Disease. 

When A Covered Person Becomes Eligible For Medicare 
When a Covered Person becomes eligible for Medicare by reason of disability. this Policy is the primary plan. Medicare is the secondary plan. 

If a Covered Person is eligible for Medicare by reason of disability. he or she must be covered by both Parts A and B. Benefits will be payable 
as specified in the COORDINATION OF BENEFITS AND SERVICES section of this Policy. 

MEDICARE EUGIBILITY BY REASON OF END STAGE RENAL DISEASE (Applies to all employer groups) 

Applicability 
This section applies to a Covered Person who is cligihlc for Medicare on the basis of End Stage Renal Disease (ESRD). 

Under this section such Covered Person is referred to as a '"ESRD Medicare eligible". 

This section docs not apply to a Covered Person who is eligible for Medicare by reason of disability. 

When A Covered Person Becomes Eligible For Medicare Due to ESRD 
When a Covered Person becomes eligible for Medicitrc solely on the basis of ESRD. for a period of up to 30 consecutive months, if he or she 
incurs a charge for the treatment of ESRD for which benefits arc payable under both this Policy and Medicare. this Policy is considered 
primary. This Policy pays first. ignoring Medicare. Medicare is considered the secondary plan. 

This 30-month period begins on the earlier of: 
a) the first day of the month during which a regular course of renal dialysis starts; and 
b) with respect to a ESRD Medicare eligible who receives a kidney transplant, the first day of the month <luring which such Covered Person 

becomes eligible for Medicare. 

After the 30-month period described ahovc ends. if an ESRD Medicare eligible incurs a char)!e for which benefits arc payable under both this 
Policy and Medicare. Medicare is the primary plan. This Policy is the secondary plan. If a Covered Person is eligible for Medicare on the basis 
of ESRD. he or she must he covered by both Parts A and 8. Benefits will he payable as specified in the COORDINATION 01• HE1"'EFITS 
AND SERVICES section of this Policy. 

Amended by R.1994 d.47, effective December 22, 1993. 
See: 25 N.J.R. 5017(a), 26 N.J.R. 400(a). 
Amended by R.1994 d.498, effective September 2, 1994. 

See: 26 N.J.R. 2843(a), 26 N.J.R. 3867(a), 26 N.J.R. 4066(a). 
Petition for Rulemaking. 
See: 26 N.J.R. 5120(c). 
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Amended by R.1995 d.580, effective November 6, 1995 (operative 
January 1, 1996). 

See: 27 N.J.R. 3051(a), 27 N.J.R. 4371(a). 
Amended by R.1997 d.280, effective July 7, 1997 (operative September 

1, 1997). 
See: 29 N.J.R. 1090(a), 29 N.J.R. 2931(a). 
Amended by R.1997 d.501, effective January 1, 1998. 
See: 29 N.J.R. 4620(a), 29 N.J.R. 5069(a). 

DEPT. OF INSURANCE 

Amended by R.1998 d.512, effective September 25, 1998. 
See: 30 N.J.R. 2815(a), 30 N.J.R. 3840(a). 
Amended by R.1999 d.376, effective October 6, 1999 (operative No-

vember 1, 1999). 
See: 31 N.J.R. 2442(a), 31 N.J.R. 3340(a). 
Amended by R.2004 d.107, effective March 15, 2004 (operative October 

1, 2004). 
See: 35 N.J.R. 5011(a), 36 N.J.R. 1594(a). 
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EXHIBIT E 

(RESERVED) 

Petition for Rulemaking. 
See: 26 N.J.R. 5120(c). 
Amended by R.1995 d.580, effective November 6, 1995 (operative 

January 1, 1996). 
See: 27 N.J.R. 3051(a), 27 N.J.R. 4371(a). 
Amended by R.1997 d.280, effective July 7, 1997 (operative September 

1, 1997). 
See: 29 N.J.R. 1090(a), 29 N.J.R. 2931(a). 

Amended by R.1997 d.280, effective July 7, 1997 (operative September 
1, 1997). 

See: 29 N.J.R. 1090(a), 29 N.J.R. 2931(a). 
Recodified as a part of Exhibit F by R.1997 d.501, effective January 1, 

1998. 
See: 29 N.J.R. 4620(a), 29 N.J.R. 5069(a). 

Was "Schedule of Insurance and Premium Rates [Plan E)". 
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ICarricrj 

SMALL GROUP HEALTH UENEFITS POLICY 

POLICYHOLDER: [ABC Company] 

GROUP POLICY NUMBER: 

GOVERNING .JURISDICTION: New Jersey 

EFFECTIVE DATE OF POUCY: !January I. 200-lj 

EXIIIUIT F 

POUCY ANNIVERSARIES: [January 1st of each year beginning in 2005.J 

PLANS B, C, D, E 

PREMIUM DUE DATES: [Effective Date. and the first day of the month beginning with February. 2004.1 

A1''FILIATED COMPANIES: [DEF Company j 

DEPT. OF INSURANCE 

[Carrier] in consideration of the application for this Policy and of the payment of premiums as stated herein. agrees to pay benefits in 
accordance with and subject to the terms of this Policy. This Policy is delivered in the jurisdiction specified above and is governed by the laws 
thereof. 

The provisions set forth on the following pages constitute this Policy. 

The Effective Date is specified above. 

This Policy takes effect on the Effective Date. if it is duly attested below. It continues as long as the required premiums arc paid. unless it ends 
as described in the General Provisions section. 

[Secretary 

[Dividends are apportioned each year. J 
SEIi B,C,D,E 

President! 

["DC" THIS SMALL GROUP HEALTH BENEFITS POLICY (INDEMNITY PLAN), ISSUED BY [CARRIER] IS ISSUED IN 
CON.JUNCTION WITH TUE SMALL GROUP HEALTH MAINTENANCE ORGANIZATION CONTRACT (HMO PLAN) ISSUED 
BY [CARRIER]. TOGETHER, THIS INDEMNITY PLAN AND THE HMO PLAN ISSUED BY [CARRIER] PROVIDE POINT OF 
SERVICE COVERAGE.] 

[Include legal name, trade name. phone. fax and e-mail numbers by which consumers may contact the carrier, including at least one toll-free 
number for Covered Persons II 

POLICY INDEX 

SECTION 
["DC' Overview or Point of Service Plan I 
Schedule of Insurance and Premium Rates 
General Provisions 
Claims Provisions 
[ Pl anhol<lers I 
Definitions 
Employee Coverage 
[Dependent Covcrag.c I 
[Preferred Provider Organization Provisions] 
I.Point or Service Provisions! 
[Appeals Procedure! 
[Continuation of Care I 
I lcalth Benefits Insurnncc 
(Utilization Review Features! 
(Specialty Case Management! 
[Centers of Excellence Features! 
Exclusions 

Supp. 9-20-04 
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Continuation Rights 
!Conversion Rights for Divorced Spouses! 
[Effect of Interaction with a Health Maintenance Organization Plan] 
Coordination of Benefits and Ser~ ices 
Benefits for Automohilc Related Injuries 
Medicare as Secondary Payor 

["DC" OVERVIEW OF POINT OF SERVICE PLAN (Conavment, Dcductihlcs, and Coinsurance) 
[NETWORK] (Provided under the HMO Plan) 

Copayment 
Emergency Room Copayment 

Coinsurance 

[NON-NETWORK] (Provided under this Indemnity Plan) 
Cash Deductihle (calendar 
year. all cause) 

Emergency Room Copaymcnt (waived 
if admitted within 24 hours) 
Coinsurance 
Network Maximum Out of Pocket 

$[ I SJ, unless otherwise stated 
[$50). credited toward Inpatient admission if 
admitted within 24 hours 
O'k [except as stated on the HMO Plan's 
Schedule of Services and Supplies for 
Prescription Drugs I 

[$2.500 I per person 
[$5,000 per familyl[Note: Must be 
individually satisfied by 2 separate [Members ]I 
[$7,500] 

[$50] 
[30%. 20%] [ except as stated below] 
$5,000 

11:21 App. EXH. F 

MAXIMUM LIFETIME BENEFITS Unlimited. except as otherwise stated] 

SCHEDULE OF INSURANCE AND PREMIUM RATES 
This Policy's classifications, and the insurance coverages and amounts whil·h apply to each class are shown below: 

CLASS(ES) 
[All eligible employees! 

EMPLOYEE [AND DEPENDENT] HEALTH BENEFITS 

Calendar Year Cash Deductible 
for Preventive Care NONE 
for immunizations and 
lead screening for children 
for all other Covered Charges 
Per Covered Person 

NONE 

[$250 to $5,000] 
[Per Covered Family [Dollar amount which is two times the individual 

Deductible. [Note: Must be individually satisfied by 2 separate Covered Persons]J 
[Dollar amount which is three times the individual 
Deductible 11 

Hospital Confinement Copayment 
-per day 
-maximum Copayment per Period of Confinement 
-maximum Copayment per Covered Person per Calendar 

$ 200 
$1.000 

Year $2,000 

[PLAN BJ 

Note: The Hospital Confinement Copaymcnt is payaole in addition to the applicable Deductible and Coinsurance and Copayment. if any. 

Emergency Room Copayment (waived if admitted 
within 24 hours) lat the option of the Carrier. $50. $75. or $100] 
Note: The Emergency Room Copayment is payable in addition to the applicable Deductible and Coinsurance. 

Coinsurance 

Coinsurance is the percentage of a Covered Charge that must be paid by a Covered Person. However. !Carrier! will waive the Coinsurance 
requirement once the Maximum Out of Pocket has been reached. This Policy's Coinsurance. as shown below, docs not include Cash 
Dcductihlcs. Copayments. penalties incurred under this Policy's l.ltili1.ation Review provisions. or any other Non-Covered Charge. 

The Coinsurance for this Policy is as follows: ..ior;:, 
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Maximum Out of Pocket 
Maximum Out _of Po<.:kct means the annual maximum dollar amount that a Coyered Person must pay as Copayment. Deductible and 
Coinsurance for all c.:overec.l services and supplies in a Calendar Year. All amounts paid as Copayment. Dcductihlc and Coinsurance shall count 
towarc.l the Maximum Out of Pocket. Once the Maximum Out or Pocket has heen reached. the Covered Person has no further obligation to pay 
any amounts as Copayment. Deductible anc.l Coinsurance for covered services and supplies for the remainder of the Calendar Year. 
The Maximum Out of Pocket for this Policy is as follows: 
Per Covered Person per Calendar Year !An amount equal to [$2.000 

- $10.000) plus the Deductible] 
[Per Coverec.l Family per Calendar Year [Dollar amount equal lo two 

limes the per Covered Person 
maximum. [l\ote: Must be 
individually satisfied hy 2 
separate Covered Persons]) 
[Dollar amount equal to three 
times the per Covered Person maximumj] 

Note: The Maximum Out of Pocket cannot he met with Non-Covercc.1 Charges. 

SCHEDULE OF INSURANCE AND PREMIUM RATES 
This Policy's classifications. and the insurance coverages and amounts which apply to each class are shown below: 

CLASS(ES) 
[All eligible employees) 

EMPLOYEE [AND DEPENDENT] IIEALTll BENEJ<'ITS 

Calendar Year Cash Deductible 
for Preventive Care NONE 
for immunizations and 
lead screening for children 
For all other Covered Charges 
Per Covered Person 
[Per Covered Family 

NONE 

[$250 to $5,000) 
[Dollar amount which is two times the individual 
Deductible. [Note: Must be inc.lividually satisfied by 2 separate Covered Persons]] 
[Dollar amount which is three times the individual 
Deductible][ 

Emergency Room Copayment (waived if admitted 
within 24 hours) [at the option of the carrier. $50. $75 or$ I 00[ 
Note: The Emergency Room Copayment is payable in addition to the applicable Deductible and Coinsurance. 

Coinsurance 

[PLAN CJ 

Coinsurance is the percentage of a Covered Charge that must be paid by a Covered Person. However. [Carrier] will waive the Coinsurance 
requirement once the Maximum Out of Pocket has been reached. This Policy's Coinsurance. as shown below, does not include Cash 
Dec.luctiblcs, Copayments, penalties incurred under this Policy's Utilization Review provisions. or any other Non-Covered Charge. 

The Coinsurance for this Policy is as follows: 30'10 

Maximum Out of Pocket 
Maximum Out or Pocket means the annual maximum dollar amount that a Covered Person must pay as Copaymenl. Deductible and 
Coinsurance for all covered services and supplies in a Calendar Year. All amounts paid as Copayment, Deductible and Coinsurance shall count 
toward the Maximum Out of Pocket. Once the Maximum Out of Pocket has hecn reached. the Covered Person has no further obligation to pay 
any amounts as Copayment. Deductible and Coinsurance for covered services and supplies for the remainder of thr Calendar Year. 
The Maximum Out of Pocket for this Policy is as follows: 
Per Covered Person per Calendar Year [An amount equal to [$2.000 

- $10.0001 plus the Deducliblc] 
!Per Covered family per Calendar Year [Dollar amount equal to two 

times !he per Covered Person 
maximum. j;'liote: Musi he 
individually satisfied hy 2 
separate Covered Persons I I 
[Dollar amount t:yual lo three 
times the per Covered Person maximum I 

Note: The Maximum Out of Pocket cannot he met with Non-Cnvcrcd Charges. 

SCHEDULE OF INSURANCE AND PREMIU:\1 RATES 
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This Policy's classificatmns. and the insurance coverages and amounts which apply to l:ai:h dass arc shown below: 

CLASS(ES) 
[All eligible employees I 

EMPLOYEE [AND DEPENDENT] HEALTH BENEFITS 

Calendar Year Cash Deductible 
for Preventive Care NONE 
for immunizations and 
lead Sl:reening for children 
For all other Covered Charges 
Per Covered Person 
[Per Covered Family 

NONE 

[$250 lo $5,000! 
JDollar amount which is two times the individual 
Deductible. [Note: Must he imlividually satisfied by 2 separate Covered Personsl] 
[Dollar amount which is three times the individual 
Deductible]] 

Emergency Room Copayment (waived if admitted 
within 24 hours) [at the option of the carrier. $50, $75 or $100] 
Note: The Emergency Room Copayment is payable in addition to the applicable Deductible and Coinsurance. 

Coinsurance 

11:21 App. EXH. F 

Coinsurance is the percentage of a Covered Charge that must he paid by a Covered Person. However, [Carrier] will waive the Coinsurance 
requirement om:e the Maximum Out of Pocket has been reached. This Policy's Coinsurance. as shown below, does not include Cash 
Deductibles. Copayments, penalties incurred under this Policy's Utilization Review provisions. or any other Non-Covered Charge. 

The Coinsurance for this Policy is as follows: 20% 

Maximum Out of Pocket 
Maximum Out of Pocket means the annual maximum dollar amount that a Covered Person must pay as Copaymcnt, Deductible and 
Coinsurance for all covered services and supplies in a Calendar Year. All amounts paid as Copayment. Deductible and Coinsurance shall count 
toward the Ma'\imum Out of Pocket. Once the Maximum Out of Pocket has been reached, the Covered Person has no further obligation to pay 
any amounts as Copaymcnt. Deductible and Coinsurance for covered services and supplies for the remainder of the Calendar Year. 
The Maximum Out or Pocket for this Policy is as follows: 
Per Covered Person per Calendar Year [An amount equal to [$2,000 

• $10,0001 plus the Deductible I 
[Per Covered Family per Calendar Year [Dollar amount equal to two 

times the per Covered Person 
maximum. [Note: Must be 
individually satisfied by 2 
separate Covered Persons I] 
(Dollar amount equal to three 
times the per Covered Person maximum]I 

Note: The Maximum Out of Pocket cannot be met with Non-Covered Charges. 

SCHEDULE OF' INSURANCE AND PREMIUM RATES 
This Policy's classifications. and the insurance coverages and amounts which apply to each class arc shown below: 

CLASS(ES) 
[All eligible employees I 

EMPLOYEE [AND DEPENDENT] IIEALTII BENEFITS 

Calendar Year Cash Decluetihle 
for Preventive Care NONE 
for immunizations and 
lca<l screening for children 
For all other Covcre<l Charges 

NONE 

Per Covered Person $150 
[Per CovcrcJ Family [$300 

i\ote: [Must he individually satisfied hy 2 separate 
Covered Persons I 1 
[$4501 

21-111 
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Emergency Room Copaymcnt (waived if admitted 
wilhin 24J10urs) /al the option of the carrier, $50. $75 or S 100] 
Note: The Emergency Room Copaymenl is payable in addition to the applicable Dcdut:t1blc and Coinsurance. 

Coinsuranee 

Coinsurance is the percentage of a Covered Charge that must be paid by a Covered Person. However. /Carrier! will waive the Coinsurance 
requirement once the Maximum Out of Pocket has been reached. This Policy's Coinsurance, as shown below, does not include Cash 
Deductibles. Copaymcnts, penalties incurred under this Policy's Utilization Review provisions. or any other Non-Covered Charge. 

The Coinsurance for this Policy is as follows: IO'k 

Maximum Out of Pocket 
Maximum Out of Pocket means the annual maximum dollar amount that a Covered Person must pay as Copayment, Deductible and 
Coinsurance for all covered services and supplies in a Calendar Year. All amounts paid as Copaymcnt. Deductible and Coinsurance shall count 
toward the Maximum Out of Pocket. Once the Maximum Out of Pocket has been reached, Lhe Covered Person has no further obligation to pay 
any amounts as Copayment. Deductible and Coinsurance for covered services and supplies for the remainder of the Calendar Year. 
The Maximum Out of Pocket for this Policy is as follows: 
Per Covered Person per Calendar Y car $1,650 
!Per Covered Family per Calendar Year [$3,300 

[Note: Must be individually 
satisfied by 2 separate Covered 
Personsll 
[$4,950]] 

Note: The Maximum Out of Pocket cannot be met with Non-Covered Charges. 

SCHEDULE OF INSURANCE AND PREMIUM RATES 
(using Plan C, without Copayment, separate Network and Non-Network Deductibles and Maximum Out or Pockets) 
This Policy's classifications. and the insurance coverages and amounts which apply tu each class arc shown below: 

CLASS(ES) 
!All eligible employees] 

EMPLOYEE [AND DEPENDENT] HEALTH BENEFITS 

Calendar Year Cash Deductibles 
For treatment, services and supplies given by a Network Provider. except for Prescription Drugs 
for Preventive Care NONE 
for immunizations and 
lead screening for children 
for all other Covered Charges 

Per Covered Person 
[Per Covered Family 

NONE 

[$250 to $2,500) 
/Dollar amount which is two times the individual 
Deductible.] /Note: Must be individually satisfied by 2 
separate Covered Persons jJ 

For treatment. services :md supplies given by a Non-Network Provider, and for Prescription Drugs 
for Preventive Care NONE 
for immunizations and 
lead screening for children NONE 
for all other Covered Chmges 

Per Covered Person I Dollar amount not to exceed three times the Network 
Deductible I 

!Per Covered Family /Dollar amount equal to two times the Non-Network 
Deductible] Note: Must be individually satisfied by 2 
separate Covered Persons 

Emergency Room Copayment (waived if admitted 
within 24 hours) [al the option of the carrier. $50. $75 or 1001 
Note: The Emcrgcm:y Ruoin Copayrnent is payable in addition lo the applicable Deductible and Coinsurance. 

Coinsurance 

EXAMPLEPPO 

Coinsurance is the percentage of a Covered Charge that must he pai<l hy a Covered Person. llowcvcr. /Carrier! will waive the Coinsuranct: 
requirement once the Network :\1ax1mum Out of Pocket has hccn reached with respeCL to Network services and supplies. and !Carrier] will 
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waive the Coinsurance requirement once the Non-Network Maximum Out of Pocket has been reached with respect tn Non-Network services 
and supplies. This Policy's Coinsurance. as shown hclnw. does not include Cash Deductihles. Copaymc111s. penalties incurred under this 
Policy's Utilization Review provisions. or any other Non-Covered Charge. 

The Coinsurance for this Policy is as follows: 
•if treatment. services or supplies arr given by a 
Network Provider 
•if treatment. services or supplies are given by a 
Non-Network Provider 
Exception: The Coinsurance for Prescription Drugs docs 
not vary according to use of a Network Provider or a Non-
Network Provider. The Coinsurance for Prescription Drugs is: 

Network Maximum Out of Pocket 

I O'h·. except as stated below 

309i-. except as stated below 

30'7<' 

Network Maximum Out of Pocket means the annual maximum dollar amount that a Covered Person must pay as Copayment. Deductible and 
Coinsurance for all Network covered services and supplies in a Calendar Year. All amounts paid as Copayment. Deductible and Coinsurance 
shall count toward the Network Maximum Out of Pocket. Once the Network Maximum Out of Pocket has been reached. the Covered Person 
has no further obligation to pay any amounts as Copayment. Deductible and Coinsurance for Network covered services and supplies for the 
remainder of the Calendar Y car. 
The Network Maximum Out of Pocket for this Policy is as follows: 
Per Covered Person per Calendar Year [An amount not lo exceed 

$5.000] 
[Per Covered Family per Calendar Year [Dollar amount equal to two 

times the per Covered Person 
maximum.] [Note: Must be 
individually satisfied by 2 
separate Covered Persons] I 

Note: The Network Maximum Out of Pocket cannot be met with Non-Covered Charges. 

Non-Network Maximum Out of Pocket 
Non-Network Maximum Out of Pocket means the annual maximum dollar amount that a Covered Person must pay as Copayment, Deductible 
and Coinsurance for all Non-Network covered services and supplies in a Calendar Year. All amounts paid as Copayment, Deductible and 
Coinsurance shall count toward the Non-Network Maximum Out of Pocket. Once the Non-Network Maximum Out of Pocket has been reached. 
the Covered Person has no further obligation to pay any amounts as Copayment, Deductible and Coinsurance for Non-Network covered 
services and supplies for the remainder of the Calendar Y car. 
The Non-Network Maximum Out of Pocket for this Policy is as follows: 
Per Covered Person per Calendar Year [An amount not to exceed 

three times the Network 
Maximum] 

[Per Covered Family per Calendar Year [Dollar amount equal to two 
times the per Covered Person 
Maximum.] [Note: Must be 
individually satisfied hy 2 
separate Covered Persons}] 

Note: The Non-Network Maximum Out of Pocket cannot be met with Non-Covered Charges. 

SCHEDULE OF INSURANCE AND PREMIUM RATES EXAMPLE PPO 
(using Plan C, with Copayment on specified services, separate Network and Non-Network Deductibles and Maximum Out of Pockets) 
This Policy's classifications. and the insurance coverages and amounts which apply to each class are shown below: 

CLASS(ES) 
[All eligible employees I 

EMPLOYEE [AND DEPENDENT] HEALTH HENEFITS 

Copayment 
For treatment. services and supplies given hy a Network Provider 
Physician Visits [$5. S IO.$ 15. $20. S30. S40 or $50] 

Calendar Year Cash Deductibles 
For treatment. services and supplies given by a Network Provider. cxt:ept for Physici:m Visits and Prescription Drugs 
Per Covered Person [$250 to $2,500 I 
[Per Covered Family [Dollar amount which is two times the individual 

Dcduct1hlc.] [l'iote: :vlust he individually satisfied hy 2 
separate Covered Persons 11 
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For Treatment. services and supplies given hy a Non-Network Provider. and for Prescription Drugs 
for Preventive Care NONE 
for immunizations and 
lead screening for children NONE 
for all other Covered Charges 

Per Covered Person 

[Per Covered Family 

[Dollar amount not to exceed three times the Network 
Deductihlc I 
[Dollar am(1unt equal to two times the Non-Network 
Deductihlcl [Note: Must he individually satisfied by 2 
separate Covered Persons II 

Emergency Room Copayment (waived if admitted 
within 24 hours) I at the option of the carrier, $50, $75, $100] 

DEPT. OF INSURANCE 

Note: The Emergency Room Copayment is payahle in addition to the applicable Copayment. Deductible and Coinsurance. 

Coinsurance 
Coinsurance is the percentage of a Covered Charge that must be paid by a Covered Person. However. [Carrier] will waive the Coinsurance 
requirement once the Network Maximum Out of Pocket has been reached with respect to Network services and supplies. and [Carrier] will 
waive the Coinsurance requirement once the Non-Network Maximum Out of Pocket has been reached with respect Lo Non-Network services 
and supplies. This Policy's Coinsurance, as shown below, docs not include Cash Deductibles. Copaymcnts, penalties incurred under this 
Policy's Utilization Review provisions. or any other Non-Covered Charge. 

The Coinsurance for this Policy is as follows: 
•if treatment, services or supplies arc given by a 
Net work Provider 
•if treatment, services or supplies arc given by a 
Non-Network Provi<lcr 
Exception: The Coinsurance for Prescription Drugs docs 
not vary according to use of a Network Provider or a Non-
Network Provider. The Coinsurance for Prescription Drugs is: 

Network Maximum Out of Pocket 

I 0%. except as stated below 

30%, except as staled below 

30% 

Network Maximum Out of Pocket means the annual maximum dollar amount that a Covered Person must pay as Copaymcnt. Deductible and 
Coinsurance for all Network covered services and supplies in a Calendar Year. All amounts paid as Copaymenl. Deductible and Coinsurance 
shall count toward the Network Maximum Out of Pocket. Once the Network Maximum Out of Pocket has been reached, the Covered Person 
has no further obligation to pay any amounts as Copayment. Deductible and Coinsurance for Network covered services and supplies for the 
remainder of the Calendar Y car. 
The Network Maximum Out of Pocket for this Policy is as follows: 
Per Covered Person per Calendar Year !An amount not to exceed 

$5.0001 
[Per Covered Family per Calendar Year [Dollar amount equal to two 

times the per Covered Person 
maximum.] !Note: Must be 
individually satisfied by 2 
separate Covered Persons I I 

Note: The Network Maximum Out or Pocket cannot he met with Non-Covered Charges. 

Non-Network Maximum Out of Pocket 
Non-Network Maximum Out of Pocket means the annual max11num dollar amount that a Covered Person must pay as Copaymcnt. Dcductihlc 
and Coinsurance for all Non-Network covered services and supplies in a Calendar Year. All amounts paid as Copaymcnt. Deductible and 
Coinsurance shall count toward the Non-Network Maximum Out of Pocket. Once the Non-Network Maximum Out of Pocket has heen reached, 
the Covered Person has no further obligation to pay any amounts as Copayment, Deductihlc and Coinsurance for Non-Network covered 
services and supplies for the remainder of the Calendar Y car. 
The Non-Network Maximum Out of Pocket for 1his Policy is as follows: 
Per Covered Person per Calendar Year [An amount not to exceed 

three times the Network 
:Vfaximum] 

!Per Covered Pamily per Calendar Year !Dollar amount equal to two 
ti mes the per Covered Person 
Ma:dmum.l !Note: Must be 
individually satisfied by 2 
separate Covered Persons IJ 

Note: The Non-Network Maximum Out of Pocket rnnnot he met with Non-Covered Charges. 

SCHEDULE (W INSURANCE A:'ID PREMIUM RATES 
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(using Plan C, with Copa~·mcnt on specified services, common Deductible and Maximum Out of Pocket) 
This Policy's classifications, and the insurance coverages and amounts which apply lo each class arc shown below: 

CLASS(ES) 
[All eligible employees] 

EMPLOYEE [AND DEPENDENT) HEALTH HENEHTS 

Copayment 
For treatment. services and supplies given by a Network Provider 
Physician Visits [$5. $ I 0. $15. $20. $30. $40 or $50] 

Calendar Year Cash Deductible 
For treatment, services and supplies given by a Network or Non-Network Providers. except for Network Physician Visits 
Per Covered Person [$250 to $2,500] 
[Per Covered Family [Dollar amount which is two times the individual 

Deductible. I [Note: Must be individually satisfied by 2 
separate Covered Persons]] 

Emergency Room Copayment (waived if admilled 
within 24 hours) [at the option of the carrier, $50, $75 or $100] 
Note: The Emergency Room Copaymcnt is payable in addition to the applicable Copayment, Deductible and Coinsurance. 

Coinsurance 
Coinsurance is the percentage of a Covered Charge that must be paid by a Covered Person. However, [Carrier] will waive the Coinsurance 
requirement once the Network Maximum Out of Pocket has been reached with respect to any combination of Network and Non-Network 
services and supplies. This Policy's Coinsurance. as shown below, does not include Cash Deductibles. Copayments, penalties incurred under 
this Policy's Utilization Review provisions. or any other Non-Covered Charge. 

The Coinsurance for this Policy is as follows: 
•if treatment, services or supplies arc given by a 
Network Provider 
•if treatment, services or supplies are given by a 
Non-Network Provider 
Exception: The Coinsurance for Prescription Drugs does 
not vary according lo use of a Network Provider or a Non-
Network Provider. The Coinsurance for Prescription Drugs is: 

Network Maximum Out of Pocket 

I 0'7~. except as stated helow 

30%. except as stated below 

Network Maximum Out of Pocket means the annual maximum dollar amount that a Covered Person must pay as Copayment. De<luctihle and 
Coinsurance for all Network and Non-Network covered services an<l supplies in a Calendar Year. All amounts paid as Copaymcnt. Deductible 
and Coinsurance shall count toward the Network Maximum Out of Pocket. Once the Network Maximum Out of Pocket has been reached. the 
Covered Person has no further obligatinn to pay any amounts as Copaymcnt. Deductible and Coinsurance for Network or Non-Network 
covered services and supplies for the remainder of the Calendar Y car. 
The Network Maximum Out of Pocket for this Policy is as follows: 
Per Covered Person per Calendar Year [An amount not to exceed 

$5,000] 
!Per Covered Family per Calendar Year !Dollar amount equal to two 

ti mes the per Covered Person 
maximum. I [Note: Must he 
individually satisfied by '.2 
separate Covered Persons l I 

Note: The Network Maximum Out of Pocket cannot be met with Non-Covered Charges. 

SCHEDULE OF INSURANCE ANl) PREMIUM RATES EXAMPLE 
INDEMNITY POS (using Plan I>, with Copayment on specified services, separate Network and Non-Network Deductibles and 
Maximum Out ol' Pockets) 
This Policy's classifications. and the insurance coverages and amounts whi,h apply to each class arc shown below: 

CLASS(ES) 
[All eligible employees] 

EMPLOYEE [AND DEPENDENT] HEALTH HENEFITS 

Copaynwnt 
For treatment. services and supplies given by a :'ictwork Provider 
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Physician Visits 
H<ispital Confinement 

!S5. $ I 0. $15. $20. $30. $40 or $50] 
[$300 per uay. up to SI 500 per confinement. .~3.000 
per CalcnJar Y c-ar I 

DEPT. OF INSURANCE 

Exception: If the Hospital 1s a Network facility. the Hospital will he paid as a Nelwork Facility rcg.arulcss of whether the aumitting. Practitioner 
is a Nelwork Practitioner 

Calendar Year Cash Deductibles 
For trcatmcnl. services anu supplies given by a Network Proviuer. except for Physician Visits. Hospital Confinement and Prescription Drugs 
Per Covered Person [$250 to $2.500] 
I Per Covered Family [Dollar amount which is two times the individuul 

Deductihle. I [Note: Must he individually satisfied by 2 
separate Covercu Persons I] 

Calendar Year Cash Deductible 
For Treatment, services and supplies given hy a Non-Network Provider. and for Prescription Drugs 
for Preventive Care NONE 
for immunizations and 
lead screening for children NONE 
for ull other Covered Charges 

Per Covered Person [Dollar amount not to exceed three limes the Network 
Deductible) 

[Per Covered Family [Dollar amount equal to two times the Non-Network 
Deductible] [Note: Musl be individually satisfied by 2 
separate Covered Persons]] 

Emergency Room Copayment (waived if admitted 
within 24 hours) lat the option of the carrier. S50. S75, S 100) 
Note: The Emergency Room Copayment is payahlc in a<lu1tion to the applicable Copaymcnt. Deductible and Coinsurance. 

Coinsurance 
Comsurance is the percentage of a Covered Charge that must be paid by a Covcrcu Person. However, [Carrier] will waive the Coinsurance 
requirement once the Network Maximum Out of Pocket has been reached with respect to Network services and supplies. anu [Carrier] will 
waive the Coinsurance requirement once the Non-Network Maximum Out of Pocket has been reached with respect to Non-Network services 
and supplies. This Policy's Coinsurance. as shown below. docs not include Cash Deductibles, Copayments. penalties incurred under this 
Policy's Utilization Review provisions. or any other Non-Covered Charge. 

The Coinsurance for this Policy is as follows: 
•if treatment, services or supplies are given hy a 
Network Provider 
•if treatment. services or supplies are given by a 
Non-Network Provider 
Exception: The Coinsurance for Prescription Drugs does 
not vary according to use of a Network Provider or a Non-
Network Proviuer. The Coinsurance for Prescription Drugs is: 

Network l\faximum Out of Pocket 

0%. except as stated below 

20'/r. except as stated below 

20'k 

Network Maximum Out of Pocket means the annual maximum dollar amount that a Covered Person must pay as Copaymenl. Deuuclible and 
Coinsurance for all Network covered services and ~uppltcs in u Calcnuar Year. All amounts paid as Copayment. Deductible and Coinsurance 
shall count toward the Network Maximum Out of Pocket. Once the Network Maximum Out of Pocket has been reached. the Covered Person 
has no further obligation to pay any amounts as Copaymcnt. Deductible and C01nsurance for Network covered services and supplies for the 
remainder of the Calenuar Year. 
The Network Maximum Out of Pocket for this Policy is as follows: 
Per Covered Person per Calendar Y car [An amount not to excccu 

$5.000] 
I Per Covered family per Calendar Year [Dollar amount equal to lwo 

times the per Covcrc<l Person 
maximum. I !Note: Must he 
1nd1viuually satisfied by 2 
separate Covered Persons I I 

Note: The '-ictwork Maximum Out of Pocket cannot be met with Non-Covered Charges. 

Non-Network Maximum Out of Pocket 
Non-'-ictwork Maximum Out or Pocket means the annual maximum dollar amnunt that a Covered Person must p:,y as Deductible and 
Coinsurance for all Non-Network covered services and supplies in a Calendar 'frar. All amounts paid as Deductible and Coinsurance shall 
count toward the Non-Network \1aximum Out of Pocket. Once the !':on-Network Maximum Out of Pocket h.t~ been reached. the Covered . 
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Person has no further obligation to pay any amounts as Deductible and Coinsurance for Non-Network wvercd services and supplies for the 
remainder of the Calendar Y car. 
The Non-Network Maximum Out of Pocket for this Policy 1s a~ follows: 
Per Covered Person per Calen<lar Year !An amount not to exceed 

three times the Network 
Maximum] 

!Per Covered Family per Calendar Year !Dollar amount equal to two 
times the per Covered Person 
Maximum. I [Note: Mu~t be 
individually satisfied by 2 
separate Covered Persons] I 

Note: The Non-Network Maximum Out of Pocket cannot be met with Non-Covered Charges. 

SCHEDULE OF INSURANCE AND PREMIUM RA TES 
Daily Room and Board Limits 

During a Period of Hospital Confinement 

[PLAN BJ 

For semi-private room and board accommodations. [Carrierj will cover charges up to the Hospital's actual daily semi-private room and board 
rate. 

For private room and board accommodations, [Carrier] will cover charges up to the Hospital's average daily semi-private room and board rate. 
or if the Hospital does not have semi-private accommodations. 80'k of its lowest daily room and board rate. However, if the Covered Person is 
being isolated in a private room because the Covered Person has a communicable Illness, !Carrier] will cover charges up to the Hospital's actual 
private room charge. 

For Special Care Units, [Carrier] will rnver charges up to the Hospital's actual daily room and board charge for the Special Care Unit. 

During a Confinement In An Extended Care Center Or Rehabilitation Center 
!Carrier) will cover the lesser of: 
a. the centcr"s actual daily room and board charge; or 
b. 50% of the covered daily room and board charge made by the Hospital during the Covered Person·s preceding Hospital confinement, for 

semi-private accommodations. 

Pre-Approval is required for charges incurred in connection with: 
•Durable Medical Equipment 
•Extended Care and Rehabilitation 
•Home Health Care 
•Hospice Care 
•Infusion Therapy 
•[Speech. Cognitive Rehabilitation, Occupational and Physical Therapies! 
•Prosthetic Devices 
•[Autologous Bone Marrow Transplant and Associated Dose Intensive Chemotherapy for treatment of breast cancer! 
•Fertility Services 
•Nutritional Counseling 
•[Certain Prescription Drugs I 
•Exchange of unused Inpatient days for additional Outpatient visits for the treatment Df a Non-Biologically-Based Mental Illness 

[Carrier] will reduce benefits by 50% with respect to charges for treatment, services and supplies which are not Pre-Approved by 
[Carrier] provided that benefits would otherwise he payable under this Policy. 

Payment Limits: For Illness or Injury. !Carrier] will pay up to the payment limit shnwn below: 
Charges for Inpatient confinement in an Extended Care or 
Rehabilitation Center. per Calendar Year (Combined benefits) 120 days 

Charges for therapeutic manipulation per Calendar Year 

Charges for speech and cognitive therapy per Calcn<lar 
Year (comhincu benefits) 

Charges for physical or occupational therapy per 
C.tlcmlar Year (combined hcnd'its 1 

Charges for Preventive Care per Calendar Ye.1r as follows: 
(Not subject to Cash Deductible <>r Coinsurance) 

30 visits 

30 visits 

30 visits 

21-117 Supp. 9-20-04 



11:21 App. EXH. F DEPT. OF INSURANCE 

f•for a Covered Person who is a Dependent child from 
hirth until the end or the Calclllfor Year in which the 
DcpcnJcnt child attains a[!c I 
•for all !other! Covered Persons 

Charges for all treatment of Non-Biologically-based Mental Illnesses 
anti Substance Ahuse. per Calendar Year 

$750 per Covered Person I 
$500 per Covered Person 

Inpatient Confinement 30 days;,, 
Outpatient Care 20 visits 

* Subject to Carrier Pre-Approval. Unused Inpatient days may be exchanged for additional Outpatient visits, where each Inpatient day may be 
ex.changed for two Outpatient visits. 

Per Lifetime Maximum Benefit ( for all Illnesses 
and Injuries) 

scmmuu: OF INSURANCE AND PREMIUM RATES 
Daily Room and Board Umits 

During a Period of Hospital Confinement 

UNLIMITED 

[PLANS C, D, E] 

For semi-private room anti board accommodations. [Carrier] will cover charges up to the Hospital's actual daily semi private room and board 
rate. 

For private room and board accommodations. [Carrier] will cover charges up to the Hospital's average daily semi-private room and board rate, 
or if the Hospital does not have semi-private accommodations, 80% of its lowest daily room and board rate. However. if the Covered Person is 
being isolated in a private room because the Covered Person has a communicable Illness, [Carrier] will cover charges up to the Hospital's actual 
private room charge. 

For Special Care Units, !Carrier( will cover charges up to the Hospital's actual daily room and board charge for the Special Care Unit. 

During a Confinement In An Extended Care Center Or Rehabilitation Center 

[Carrier I will cover the lesser of: 
a. the center's actual daily room am! board charge; or 
b. 50% of the covered daily room and board charge made by the Hospital during the Covered Person's preceding Hospital confinement, for 

semi-private accommodations. 

Pre-Approval is required for charges incurred in connection with: 
•Durable Medical Equipment 
•Extended Care and Rehabilitation 
•Home Health Care 
•Hospice Care 
•Infusion Therapy 
•[Speech, Cognitive Rehabilitation, Occupational and Physical Therapies] 
•Prosthetic Devices 
•[Autologous Bone Marrow Transplant anti Associated Dose Intensive Chemotherapy for treatment of breast cancer( 
•Fertility Services 
•Nutritional Counseling 
•[Certain Prescription Drugs! 
•I Exchange of unused Inpatient days for additional Outpatient visits to treat a Non-Biologically Based Mental Illness 

[Carrier] will reduce benefits by 50% with respect to charges for treatment, services and supplies which are not Pre-Approved by 
[Carrier] provided that benefits would otherwise be payable under this Policy. 

Payment Limits: For Illness or Injury. (Carrier] will pay up to the payment limit shown below: 
Charges for Inpatient confinement in an Extended Care or 
Rehabilitation Center. per Calendar Year (combined benctits) 120 days 

Charges for therapeutic manirulation per Calcnuar Year 

Charges for speech and cognitive therapy per Calendar 
Y car (cornhincu benefits) 

Charges for physical or occupational therapy per 
Calendar Year (combinL'U hencfitsl 
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Charges for Preventive Care per Culcndar Year as follows: 
(Not subject to Cash Deductible or Coinsurance) 

[•for a Covered Person who is a Dependent child from 
birth until the end of the Calendar Year in which the 
Dependent child attains age I 
•for all [other] Covered Persons 

Charges for all treatment of Non-Biologically-based Mental lllnesses 
and Substance Abuse. per Calendar Year 

$750 per Covered Person I 
$500 per Covered Person 

Inpatient Confinement 30 days * 
Outpatient Care 20 visits 

11:21 App. EXH. F 

* [Subject 10 [Carrier j Pre-Approval. I Unused Inpatient days may be exchanged for additional Outpatient visits. where each Inpatient day may 
be exchanged for two Outpatient visits. 

Per Lifetime Maximum Benefit (for all Illnesses 
and Injuries) Unlimited 

["DC" THIS INDEMNITY PLAN ANJ) THE ASSOCIATED UMO PLAN MAY BOTH PROVIDE BENEFITS, SERVICES OR 
SUPPLIES l<'OR THE SAME SERVICE OR SUPPLY. TO TUE EXTENT THAT BENEFITS ARE PROVIDED UN])ER TIIIS 
INDEMNITY PLAN, THE SERVICE OR SUPPLY WILL NOT BE COVERED BY THE HMO PLAN SIMILARLY, TO THE 
EXTENT THAT SERVICES OR SUPPLIES ARE PROVIDED UNDER THE HMO PLAN, BENEFITS WILL NOT BE PROVIDED 
UN])ER THIS INDEMNITY PLAN.] 

[FOR ANY SPECIFIC [NETWORK] SERVICES AND SUPPLIES PROVIDED UNDER THE HMO PLAN WHICH ARE SUBJECT 
TO LIMITATION, ANY SUCH SERVICES OR SUPPLIES THE COVERED PERSON RECEIVES UNDER THE HMO PLAN WILL 
REDUCE nm CORRESPONJ)ING BENEFIT PROVIDED UNDER THIS INDEMNITY PLAN FOR THAT SERVICE OR SUPPLY. 
SIMILARLY, FOR ANY SPECIFIC BENHITS PROVIDED UN])ER THIS INDEMNITY PLAN WHICH ARE SUBJECT TO 
LIMITATION, ANY SUCH BENEFITS THE COVERED PERSON RECEIVES AS INDEMNITY PLAN COVERED CHARGES 
WILL REDUCE THE CORRESPOl'l,'DING HMO PLAN SERVICES AND SUPPLIES AV All.ABLE FOR TUA T SERVICE OR 
SUPPLY. THE SERVICES AND SUPPLIES SECTION OF THE HMO PLAN AND THE COVERED CHARGES SECTION 01'' THIS 
INDEMNITY PLAN CLEARLY IDENTIFY WIIICH SERVICES AND SUPPLIES AND COVERED CHARGES ARE AH'ECTED 
BY THIS REDUCTION RULE.] 

PREMIUM RA TES 

[The initial monthly premium rates, in U.S. dollars. for the insurance provided under this Policy arc as follows: 

Coverage 
Health Benefits 
-per Employee 
[-per Employee and spouse 
-per Employee and child(ren) 
-per Employee, spouse and child(ren) 

Premium Rate 

$9999.991 
$9999.99 
$9999.99 
$9999.99] 

!Carrier] has the right to prospectively change any premium ratc(s) set forth above at the times and in the manner established by the provision 
Premium Rate Changes section or this Policy. 

["DC" Note: The premium rates set forth above arc for coverage under this Indemnity Plan only. Refer to the HMO Plan issued in conjunction 
with this Indemnity Plan for information on the premium rates applicable to the HMO Plan coverage.] 

GI<:NERAL PROVISIONS 

TIU:POLICY 
The entire Policy consists of: 
fa. the forms shown in the Policy Index as of the Effective Date; 
b.] the Policyholder's application, a copy of which is attached to this Policy: 
[c.[ any riders. [endorsements! or amcndm-:nts I() this Policy: ["DC' and] 
[<l. J the individual applications. if any. of the persons covercd[.j["DC" and 
e. the associated HMO Plan. I 

STATEMENTS 
No statement will void the insurnnn:- under this Policy. or he used in defense of a claim hereunder unless: 
a. in the case of the Policyholder, II is rnnlaincd in the application signed hy the Policyholder: or 
h. in the case or a Covered l't:Nlfl. it is contained in a written instrument signed by the Covered Person. and a copy t>f which is furnished to 

the Covered Person. 
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All statements will he deemed representation, and not warranties. 

INCONTESTABILITY OF THIS POLICY 
There will be no contest of the validity of this Policy. except for not paying premiums. after it has been in force for 2 years from the Effective 
Date. 

No statement in any application. except a fraudulent statement. made hy the Policyholder or hy a person insured under this Policy shall be used 
in contesting the validity of his or her insurance or in denying a claim for a loss incurred after such insurance has been in force for two years 
during the person's lifetime. Note: There is no time limit with respect to a contest in connection with fraudulent statements. 

AMENDMENT 
This Policy may be amended. at any time. without the consent of the Covered Persons or of anyone else with a beneficial interest in it. This can 
he done through written request made by the Policyholder and agreed to by [Carrier]. !Carrier I may also make amendments to this Policy, as 
provided in h. and c. below. [Carrier] will give the Policyholder 30 days advance written notice. An amendment will not affect benefits for a 
service or supply furnished before the date of change. 

Only an officer of [Carrier] has authority: to waive any conditions or restrictions of this Policy; or to extend the time in which a premium may 
be paid; or to make or change a Policy: or to bind [Carrier I by a promise or representation or by information given or received. 

No change in this Policy is valid unless the change is shown in one of the following ways: 
[a. It is shown in an endorsement on it signed by an officer of [Carrier). I 
fb.) In the case of a change in this Policy that has been automatically made to satisfy the requirements of any state or federal law that applies to 

this Policy, as provided in the Conformity With Law section. it is shown in an amendment to it that is signed by an officer of [Carrier I. 
[c.] In the case of a change required by [Carrier], it is shown in an amendment to it that: 
•is signed by an officer of [Carrier I; and 
•is accepted by the Policyholder as evidenced by payment of a premium becoming due under this Policy on or after the Effective Date of such 
change. 
Id.] In the case of a written request by the Policyholder for a change, it is shown in an amendment to it signed by the Policyholder and by an 

officer of [Carrier]. 

A.l<'FILIA TED COMPANIES 
If the Policyholder asks [Carrier I in writing to include an Affiliated Company under this Policy, and [Carrier) gives written approval for the 
inclusion. [Carrier) will treat Employees of that company like the Pulicyholder·s Employees. [Carrier's! written approval will include the 
starting date of the company's coverage under this Policy. But each eligihle Employee of that company must still meet all the terms and 
conditions of this Policy before becoming covered. 

An Employee of the Policyholder and one or more Affiliated Companies will be considered an Employee of only one of those Employers for 
the purpose of this Policy. That Employee's service with multiple Employers will be treated as service with that one. 

The Policyholder must notify [Carrier I in writing when a company stops being an Affiliated Company. As of this date. this Policy will be 
considered to end for Employees of that Employer. This applies to all of those Employees except those who, on the next day, arc employed by 
the Policyholder or another Affiliated Company as eligible Employees. 

PREMIUM AMOUNTS 
The premium due on each premium due date is the sum of the premium charges for the coverage then provided. Those charges arc determined 
from the premium rates then in effect and the Employees [and Dependents] then covered. 

If one or more of the premiums paid include charges for an Employee land or Dependent! whose coverage has ended before the due date of that 
premium. [Carrier! will not be required to refund more than the premiums paid for the two months prior to the date [Carrier! receives written 
notice from the Policyholder that the Employee's [and or Dependent's I coverage has ended. provided no claims have been incurred during that 
period. If claims have been incurred during the period prior to (Carrier's! receipt of written notice that the Employee [and Dependent's) 
coverage has ended. I Carrier I shall not he required to refund premium to the Policyholder. 

PAYMENT OJ!' PREMIUMS - GRACE PERIOD 
Premiums are to be paid hy the Policyholder to [CarrierJ. Each may he paid at a [Carrier's! office [or to one of its authorized agents.I A 
premium payment is due on each premium due date stated on the first page of this Policy. The Policyholder may pay each premium other than 
the first within 31 days of the premium due date without being charged interest. Those days arc known as the grace period. The Policyholder is 
liable to pay premiums to (Carrier! for the time this Policy is in force. 

!REINSTATEMENT 
If the premium has not heen paid before the end of the grace period. this Policy automatically terminates as of the last day of the grace period. 
The Policyholder may make written re4ucst lo the !Carrier] that the Policy he reinstated. If the [Carrier! accepts the request for reinstatement. 
the Policyholder must pay all unpaid premiums hack to the date premium was last paid. Such payment is subject to the premium rate then in 
effect and to !the payment of the reinstatement fee as established by the !Carrier. I [an interest charge. determined as a percentage of the unpaid 
amount.I The percentage will he determined by the !Carrier! but will not be more than the maximum percentage allowed by law. I I 
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PREMIUM RATE CHANGES 
The premium rates in effect on the Effective Date arc shown 111 thi, Policy"s Schcdul<:_. [Carrier! has the right to prospectively change premium 
rates as of any or these dates: 
a. Any premium due <late. 
b. Any dale that an Employer becomes. or ceases to he. an Affiliated Company. 
c. Any date thal the extent or nalure of the risk under this Policy is changed: 
•by amendment of 1his Policy; or 
•by reason of any provision of law or any government program or regulation: or 
•If this Policy supplements or coordinates with benefits provided by an other insurer, non-profit hospital or medical service plan. or health 
maintenance organization. on any date [Carrier's I obligation under this Policy is changed because of a change in such other benefits. 
d. At the discovery of a clerical error or misstatement as described below. 

[Carrier] will give the Policyholder 60 days advance written notice when a change in the premium rates is made. 

PARTICIPATION REQUIREMENTS 
At least [75'J!. I of the Employees eligible for insurance must be enrolled for coverage. If an eligible Employee is not covered by this Policy 
because: 
a. the Employee is covered as a Dependent under a spouse's coverage. other than individual coverage: 
b. the Employee is covered under any fully-insured Health Benefits Plan offered by the Policyholder; 
c. the Employee is covered under Medicare: or 
d. the Employee is covered under another group health benefits plan. 

[Carrier] will count this person as being covered by this Policy for the purposes of satisfying participation rcquircmenls. 

CLERICAL ERROR - MISSTATEMENTS 
Neither clerical error nor programming or systems error by the Policyholder, nor the [Carrier I in keeping any records pertaining to coverage 
under this Policy. nor delays in making entries thereon, will invalidate coverage which would otherwise be in force, or continue coverage which 
would otherwise be validly terminated. However, upon discovery of such error or delay, an equitable adjustment of premiums will be made. 

Except as described in the Premium Amounts section. premium adjustments involving return of unearned premium to the Policyholder will be 
limited to the period of 12 months preceding the <late of [Carrier's] receipt of satisfactory evidence that such adjustments should be made. 

Ir the age of an Employee. or .i.ny other relevant facts. are found to have hccn misstated, and the premiums arc thereby affected. an equitable 
adjustment of premiums will be made. If such misstatement involves whether or not the person's coverage would have been accepted by 
[Carrier]. subject to this Policy's Incontestability section, the true facts will be used in determining whether coverage is in force under the 
terms of this Policy. 

TERM OF THE POLICY - RENEWAL PRIVILEGE-TERMINATION 

This Policy is issued for a term of one (I) year from the Effective Date shown on the first page of this Policy. All Policy Years and Policy 
Months will be calculated from the Effective Date. Plan Years will be measured as stated in the definition of Plan Year. All periods of insurance 
hereunder will begin and end at 12:0 I am. Eastern Standard Time at the Policyhol<lcr·s place of business. 

The Policyholder may renew this Policy for a further term of one (I) year. on the first and each subsequent Policy Anniversary. All renewals 
are subject to the payment of premiums then due. computed as provided in this Policy's Premium Amounts section and to the provisions stated 
below. 

[Carrier] has the right lo non-renew this Policy on the Policy Anniversary following the <late the Policyholder no longer meets the requirements 
of a Small Employer as defined in this Policy. The Policyholder must certify to [Carrier] the Policyholder's status as a Small Employer every 
year. Certification must be given to [Carrierj within IO days of the date [Carrier] requests it. If the Policyholder fails to do this, [Carrier I retains 
the right to non-renew this Policy as of the Policyholder's Policy Anniversary. 

[Carrier I has the right lo non-renew this Policy on the Policy Anniversary Date subject to 180 <lays advance written notice to the Policyholder 
for the following reasons: 
a) subject to the statutory notification requirements, [Carrier! ceases lo do business in the small group market; 
b) subject to the statutory notification requirements. (Carrier] ceases offering and non-renews a particular type of Health Benefits Plan in the 

small group market: or 
c) the Board lerrninatcs a standard plan or a standard plan option. 

[Carrier I has the right to non-renew lhis Policy on the Policy Anniversary Date suhjcct to 60 <lays advance written notice to the Policyholder for 
the following reasons: 
al the Policyholder moves outside the stale of New Jersey: 
b) less than f75'k I of !he Policyholder's eligible Employees arc covered hy this Policy. If an eligible Employee is not covered by this Policy 

because: 
I. the Employee is covered as a Dependent under a spouse·s coverage. other than individual coverage. 

the Employee is covered under any fully-insured Hcallh Benefits Plan offered by the Policyho\Jcr 
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3. The Employee is covered tinder Medicare: or 
4. The~Employcc is covered under another group health hcnclits plan, !Carrier] will count that Employee as bc:.ing covered by this Policy 
for purposes or satisfying participation requirements: . 

c) the Policyholder does not contribute at least I0'ff of the annual cost or the Policy: or 
d) the Policyholder ceases memhership in an association or multiple employer trust. but only if coverage is terminated uniformly. without 

regard to any Health Status-Related Factor relating lo any Covered Person 

If any premium is not paid by the end of its grace period. this Policy will automatically end when that period ends. The Policyholder may write 
to [Carrier!, in advance, to ask that this Policy be ended at the end of the period for which premiums have been paid or at any time during the 
grace period. [Carrier] is not required to honor a request for a retroactive termination of this Policy. For prospective termination requests. this 
Policy will end on the date requested. The Policyholder is liable to pay premiums to [Carrier) for the time this Policy is in force. !Carrier! shall 
give notice of the date of termination to the Policyholder no more than 30 days following the date of the termination. 

Immediate cancellation will occur if the Policyholder has performed an act or practice that constitutes fraud. or made an intentional 
misrepresentation of material fact under the terms of this Policy. 

(DIVIDENDS 
!Carrier! will determine the share. if any. of its divisible surplus allocable to this Policy as of each Policy Anniversary, if this Policy stays in 
force by the payment of all premiums to that date. The share will be credited to this Policy as a dividend as of that <late. 

Each dividend will be paid to the Policyholder in cash unless the Policyholder asks that it be applied toward the premium then Jue or future 
premiums due. 

[Carrier's I sole liability as to any dividend is as set forth above. 

If the aggregate dividends under this Policy and any other policy(ies) of the Policyholder exceed the aggregate payments towards their cost 
made from the Policyholder's own funds, the Policyholder will sec that an amount equal to the excess is applied for the benefit of Covered 
Persons.] 

EMPLOYEE'S CERTffICATR 
(Carrier] will give the Policyholder an individual certificate of coverage to give each covered Employee. It will describe the Employee's 
coverage under this Policy. It will include: 
a. to whom [Carrier] pays benefits; 
b. any protection and rights when the coverage ends; and 
c. claim rights and requirements. 

In the event this Policy is amended, and such amendment affects the material contained in the certificate of coverage, a rider or revised 
certificate reflecting such amendment will be issued to the Policyholder for delivery to affected Employees. 

OFFSET 
[Carrier! reserves the right. before paying benefits to a Covered Person. to use the amount of payment due to offset a claims payment previously 
made in error. 

CONTINUING RIGHTS 
(Carrier's] failure to apply terms or conditions docs not mean that !Carrier! waives or gives up any future rights under this Policy. 

ASSIGNMENT UY POUCYIIOLDER 
Assignment or transfer or the interest of the Policyholder under this Policy will not bind [Carrier! without [Carrier's] written consent thereto. 

CONFORMITY WITH LAW 
Any provision of this Policy which is in conflict with the laws of the state in which the the Policy is issued. or with Federal law, shall be 
construed and applied as if it were in full compliance with the minimum re4uiremcnts of such State law or Federal law. 

LIMITATION OI<' ACTIONS 
No action al law or in c4uity shall be brought to recover on this Policy until 60 days after a Covered Person files written proof of loss. No such 
action shall be brought more than three years after the end of the time within which proof of loss is required. 

WORKERS' COMPENSATION 
The health h<'ncfits provided under this Policy arc not in place of. and <lo not affect re4uiremcnts for. coverage hy Workers· Compensation. 

NOTICES ANI> OTHER INFORMATION 
Any notices. <lornments. or other information under this Polil:y may he sent hy Lnitc<l States mail. postuge rn:paid addressed as follows: 

rr to I Carrier): To the !,1st address on record with the Policyholder. 
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If to a Covered Person: To th.: last address provided hy the Covered Person on an enrollment or i:hange or address form ai:tually delivered to 
(Carrier(. .. 

If to the Policyholder: To the last address of the Policyholder on record with I Carrier I. 

RECORDS - INFORMATIO~ TO BE J<'URNISIIED 
!Carrier] will keep a record or the Covered Persons. It will contain key facts ahoul their coverage. 

At the times set hy !Carrier!. the Policyholder will send the data required by !Carrier! to perform its duties under this Policy. and to determine 
the premium rntcs and certify status as a Small Employer. All records of the Policyholder which bear on this Policy must be open to !Carrier( 
for its inspection at any reasonable time. 

!Carrier( will n()[ have to perform any duty that depends on such data before it is received in a form that satisfies [Carrier!. The Policyholder 
may correct incorrect data given to !Carrier], if [Carrier! has not been harmed by acting on it. A person's coverage under this Policy will not be 
made invalid by failure of the Policyholder. due to clerical error. to record or report the Employee for coverage. 

The Policyholder will furnish [Carrier] the Employee [and Dependents] eligibility requirements or this Policy that apply on the Effective Date. 
Subject to [Carrier's] approval. those requirements will apply to the Employee [and Dependent) coverage under this Policy. The Policyholder 
will notify [Carrier] of any change in the eligibility requirements of this Policy, but no such change will apply to the Employee [or Dependent] 
coverage under this Policy unless approved in advance by [Carrier]. 

The Policyholder will notify [Carrier] of any event. including a change in eligibility, that causes termination of a Covered Person's coverage 
immediately, or in no event later than the la~t day of the month in which the event occurs. The liability of [Carrier! to arrange or provide 
benefits for a person ceases when the person's coverage ends under this Policy. [If the Policyholder fails to notify [Carrier) as provided above, 
!Carrier] will be entitled to reimbursement frnm the Policyholder of any benefits paid to any person after the person's coverage should ha~e 
ended.] 

CLAIMS PROVISIONS 

A claimant's right to make a claim for any benefits provided by this Policy is governed as follows: 

[NOTICE OF LOSS 
A claimant should send a written notice of claim to [Carrier] within 20 days of a loss. No special form is required to do this. The notice need 
only identify the claimant and the Policyholder. 

When [Carrier) receives the notice. it will send a proof of claim form to the claimant. The claimant should receive the proof of claim form 
within IS days of the date [Carrier) received the notice of claim. If the form is received within such time. it should be completed. as instructed, 
by all persons required to do so. Additional proof. if required, should be attached to the form. If the form is not received within such time, the 
claimant may provide written proof of claim to [Carrier] on any reasonable form. Such proof must state the date the Injury or Illness began and 
the nature and extent of the loss.] 

PROOI• OF' LOSS 
Proof of loss must be sent to [Carrier] within 90 days of the loss. 

If a notice or proof is sent later than 90 days of the Joss. [Carrier] will not deny or reduce a claim if the notice or proof was sent as soon as 
possible. 

PAYMENT O.F CLAIMS 
[Carrier] will pay all benefits to which the claimant is entitled as soon as [Carrier] receives written proof of loss. All benefits will be paid as 
they accrue. Any benefits unpaid at the Covered Person's death will be paid a~ soon as [Carrier) receives due proof of the death to one of the 
following: 
a) his or her estate: 
b) his or her spouse: 
c) his or her parents: 
d) his or her children: 
e) his or her hrothcrs am! sisters; or 
f) any unpaid provider or health care services. 

When an Employee files proof ot' loss. he or she may direct [Carrier]. in writing. to pay health care benefits to the recognized provider of health 
care who provided the covered service for which benefits hecame payahle. [For covered services from an eligible Facility or Practitioner. 
[Carrier! will determine to pay either the Covered Person or the Facility or the Practit1oner. J The Employee may not assign his or her right to 
take legal action under this Policy to such provider. 

PHYSICAL EXAMS 
!Carrier!. at its expense. has the right to examine the insured. This may be done as often as reasonably needed to process a claim. [Carrier] also 
has the right to have :rn autopsy performed. at its expense. 
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[PLANIIOLDERS 
The Policyholder is the Trustee named hy a trust agreement. This agreenwnt permits certain Employers to.insure their Employees for the 
hcncfits provided hy this Plilicy. Employers wh<J do so arc Planholders. 

The Policyholder acts for the Planholders in all matters of this Policy. Such actions hind all Planholders. 

How an Employer hecomcs a Planholder 
An Employer must submit a signed application in which he: 
a. agrees to participate in the trust; and 
b. applies for the insurance provided by this Pnlicy for his Employees. 

When an Employer becomes a Planholder 
The Policyholder and [Carrier[ will agree on the date an Employer becomes a Planholder. This date will be stated in writing by [Carrier]. 

When an Employer ceases to be a Planholder 
The Policyholder can end an Employer's status as a Planholder. To Jo so, he or she must give [Carrier] 30 days advanL·e written notice. 

[Carrier! can end insurance for a Planholder. To do so. it must give the Policyholder 30 days advance written notice. 

Data needed 
The Pohcyholder must provide !CarrierJ with all the data needed to compute premiums and carry out the terms or this Policy. (Carrier] can 
examine the records of the Policyholder and each Planholder at any reasonable time. I 

[Note: This text. which may be modified by each carrier in order to accommodate various trust agreements. It is only to be used if coverage is 
to be issued through a Multiple Employer Trust (MET)] 

DEFINITIONS 

The words shown helow have special meanings when used in this Policy. Please read these definitions carefully. [Throughout this 
Policy, these defined terms appear with their initial letter capitalized.] 

Accredited School means a school accredited by a nationally recognized accrediting association, such as one of the following regional 
accrediting agencies: Middle Stales Association of Colleges and Schools, New England Association of Schools and Colleges. North Central 
Association of Colleges and Schools. Northwest Association of Schools and Colleges, Southern Association of Colleges and Schools. or 
Western Association of Schools and Colleges. An accredited school also includes a proprietary institution approved hy an agency responsible 
for issuing certificates or licenses to graduales of such an institution. 

[Actively at Work or Active Work means performing. doing:, participating or similarly functioning in a manner usual for the task for full pay, 
at the Policyholder's place of business. or at any other place that the Policyholder's business requires the Employee lo go. I 

Affiliated Company means a rnmpany as defined in subsections (b). (c). (m) or (o) of section 414 of the Internal Revenue Code of 1986. All 
entities that meet the criteria set forth in the Internal Revenue Code shall be treated as one employer. 

Alcohol Abuse means abuse of or addiction to alcohol. Alcohol Abuse docs not include abuse of or addiction to drugs. Please sec the definition 
of Substance Abuse. 

Ambulance means a certified transportation vehicle for transporting Ill or Injured people that contains all life-saving: equipment and staff as 
required by state and local law. 

Ambulatory Surgical Center means l\ Facility mainly engaged in performing Outpatient Surgery. It must: 
a) be staffed by Practitioners and Nurses. under the supervision of a Practitioner: 
h) have permanent operating and recovery rooms: 
c) be staffed and equipped to give emergency care; and 
dJ have written back-up arrangements with a local Hospital for emergency care. 

[Carrier! will recognize it if it carries out its stated puq1ose under all relevant state and local laws, and it is either: 
a) accredited for its staLL·d purpose hy either the Joint Commission or the Accreditation Association for Ambulatory Care; or 
b) approved for its stated purpose by :vlcdicare. 

!Carrier! docs not rccognitc a Fac.:iltty as an Ambulatory Surgical Center if it is part of a Hospital. 

Anniversary Date means the date which is one year from the Effective Date of this Policy and each succeeding yearly <late thereafter. 

[Approved Canl'er (:linic:11 Trial means a scientific study of a new therapy or intervention for the treatment. palliation. or prevention of 
cancer in human heings that meets the following requirements: 
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a) The treatment or intervention is provided pursuant to an approved cancer clinical trial that has hccn authorized or arproved by one of the 
_following: I) The National Institutes of 1-lcalth (Phase I. II and Ill): (2) the United States Food and Dnig Administration. in the form of ao 
investigational nc,\ drug (IND) exemption (Phase I. II and Ill): 3) The United Stales Department or Defense: or 4) The United Stales 
Department of Veteran Affairs. 

b) The proposed therapy has hecn reviewed and approved hy the applicahle qualified Institutional Review Board. 
c) The available clinical or pre-clinical data to indicate that the treatment or intervention provided pL1rsuant to the Approved Cancer Clinical 

Trial will he at least as effective as standard therapy. if such therapy exists. and is expected to constitute an improvement in effectiveness 
for treatment. prevention and palliation of cancer. 

d) The Facility and personnel providing the treatment are capahlc of doing so by virtue of their experience and training. 
e) The trial consists of a scientific plan of treatment that includes specified goals. a rationale and hackground for the plan. criteria for patient 

selection. specific directions for administering therapy and monitoring patients. a definition of quantitative measures for determining 
treatment response and methods for documenting and treating adverse reactions. All such trials must have undergone a review for 
scientific content and validity, as evidenced by approval by one of the federal entities identified in item a. A cost-benefit analysis of 
clinical trials will be performed when such an evaluation can be included with a reasonable expectation of sound assessment.] 

Biologically-based Mental Illness means a mental or nervous condition that is caused by a biological disorder of the hrain and results in a 
clinically significant or psychological syndrome or pattern that substantially limits the functioning of the person with the illness, including but 
not limited to: schizophrenia: schizoaffective disorder: major depressive disorder; bipolar disorder; paranoia and other psychotic disorders: 
obsessive-compulsive disorder; panic disorder and pervasive developmental disorder or autism. 

Birthing Center means a Facility which mainly provides care and treatment for women during uncomplicated pregnancy. routine full-term 
delivery, and the immediate post-partum penod. It must: 
a) provide full-time Skilled Nursing Care by or under the supervision of Nurses; 
b) be staffed and equipped to give emergency care: and 
c) have written back-up arrangements with a local Hospital for emergency care. 

[Carrier] will recognize it if: 
a) it carries out its stated purpose under all relevant state and local laws: or 
bl it is approved for its stated purpose by the Accreditation Association for Ambulatory Care; or 
c) it is approved for its stated purpose hy Medicare. 

[Carrier] docs not recognize a Facility as a Birthing Center if it is part of a Hospital. 

Board means the Board of Directors of the New Jersey Small Employer Health Benclits Program. 

Calendar Year means each successive 12 month period which starts on January I and ends on December 31. 

Cash Deductible means the amount of Covered Charges that a Covered Person must pay before this Policy pays any benefits for such charges. 
Cash Deductible does not include Coinsurance. Copayments and Non-Covered Charges. See the Cash Deductible section of this Policy for 
details. 

Church Plan has the same meaning given that term under Title I. section 3 of Pub.L.93-406. the "Employee Retirement Income Security Act 
of 1974'' 

Coinsurance means the percentage of a Covered Charge that must be paid by a Covered Person. Coinsurance does not include Cash 
Deductihles. Copaymcnts or Non-Covered Charges. 

Copayment means a specified dollar amount a Covered Person must pay for specified Covered Charges. Note: The Emergency Room 
Copaymcnt. if applicable. must be paid in addition to the Cash Deductible, any other Copaymcnts, and Coinsurance. 

Cosmetic Surgery or Procedure means any surgery or procedure which involves physical appearance. but which docs not correct or materially 
improve a physiological function and is not Medically Necessary and Appropriate. 

Covered Charges arc Reasonable and Customary charges for the types of services and supplies described in the Covered Charges and 
Covered Charges with Special Limitations section of this Policy. The services and supplies must be: 
a) furnished or ordered hy a recognized health care Provider: and 
b) Medically Necessary and Appropriate to diagnnsc or treat an Illness or Injury. 

A Covered Charge is incurred on the date the service or supply is furnished. Subject to all of the terms of this Policy. {Carrier] pays benefits for 
Covered Charges incurred by a Covered Person while he or she is insured by this Policy. Read the entire Policy to find out what {Carrier] limits 
or excludes. 

Covered Person means an cligihle Employee [or a Dependent I who is insured under this Policy. 

Creditable Coverage means. With respect to an Employee [or Dependent!. coverage of the Employee [or Dcperidentl under any of the 
following: a Group Health Plan: a group or individual llcalth Benefits Plan: Part A or Part 13 of Title XVIII of the federal Social Security Act 
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(~edicare): Title XIX of the federal Sodal Security Act (Medicaid). other than coverage consisting solely of benefits under section 1928 of 
Ti.tic XIX of the federal Social Security Act (the rrogram for tlistrih11tion of pediatric vac.:cmcs): charter 55 of Title 10. United States Code 
(medical and dental care for members and certain former members of the uniformetl services and their dependents): a medical care program of 
the Indian Health Service or of a tribal organization: a state health hcnel'its risk pool: a health plan offered under chapter 89 of Title 5. United 
States Code; a public health plan as defined by federal regulation: a health hcncfits plan under section S(e) of the "Peace Corps Act": or 
coverage under any other type of plan as set forth hy the Commissioner of Banking and Insurance by regulation. 

Creditable Coverage docs not include coverage which consists solely of the following: coverage only for accident or disability income 
insurance. or any combination thereof: coverage issued as a supplement to liability insurance: liability insurance. including general liability 
insurance and automobile liability insurance; workers' compensation or similar insurance: automobile medical payment insurance: credit only 
insurance: coverage for on-site medical clinics; coverage as specified in federal regulation. under which hcnefits for medical care arc secondary 
or incidental to the insurance benefits; and other coverage expressly excluded from the definition of Health Benefits Plan. 

Current Procedural Terminology (C.P.T) means the most recent edition of an annually revised listing published by the American Medical 
Association which assigns numerical codes to procedures and categories of medical care. 

Custodial Care means any service or supply. including room and board, which: 
a) is furnished mainly to help a person meet his or her routine daily needs: or 
bl can be furnished by someone who has no professional health care training or skills. 

Even if a Covered Person is in a Hospital or other recognized Facility, !Carrier] does not pay for that part of the care which is mainly custodial. 

[Dependent means an Employee"s: 
a) legal spouse [where legal spouse shall include a domestic partner pursuant to P.L. 2003. c. 246]; 
b) unmarried Dependent child who is under age 19: and 
c) unmarried Dependent child from age 19 until his or her 23rd birthday. who is enrolled as a full-time student at an Accredited School. Full-

time student status will he as defined hy the Accredited School. !Carrier] can require periodic proof of a Dependent child's status as a full-
ti me student. 

A Dependent is not a person who is: 
a) on active duty in the armed forces of any country; or 
b) eligible for coverage under this Policy as an Employee. 

Under certain circumstances. an incapacitated child is also a Dependent. Sec the Dependent Coverage section of this Policy. 

An Employee's "unmarried Dependent child" includes: 
a) his or her legally adopted children, 
b) his or her step-child if such step-child depends on the Employee for most of his or her support and maintenance. [and] 
c) I the child of his or her domestic partner if the child depends on the employee for most of his or her support and maintenance. and! 
d) children under a court appointed guardianship. 
[Carrier] treats a child as legally adopted from the time the child is placed in the home for purpose of adoption. !Carrier! treats such a child this 
way whether or not a final adoption order is ever issued.] 

[Dependent's Eligibility Date means the later of: 
a) the Employee's Eligibility Date; or 
b) the date the person first becomes a Dependent. I 

Developmental ])isability or Developmentally Disabled means a severe. chronic disability that: 
a) is attributable to a mental or physical impairment or a combination of mental and physical impairments; 
b) is manifested before the [Covered Person] attains age 19; 
c) is likely to continue indefinitely; 
d) results in substantial functional limitations in three or more of the following areas of major life activity: self-care; receptive and expressive 

language: learning; mobility: self-direction: capacity for indepcmlcnt living: economic self-sufficiency; 
c) reflects the [Covered Person's] need for a comhination and sequence of special interdisciplinary or generic services. individualized 

support. and other forms of assistance that are lifelong or of extended duration and arc individually planned and coordinated. 

Diagnostic Services means procedures ordered by a recognized Provider because of specific symptoms to diagnose a specific condition or 
disease. Some examples arc: 
a) radiology. ultrasound and nuclear medicine·. 
b) laboratory and pathology: and 
cl EKGs. EEGs and other electronic diagnostic tests. 

Except as allowed under the Preventive Care Covered Charge. Diagnostic Services arc not covered under this Policy if the procedures arc 
ordered as part of a routine or periodic physical cxaminalion or SL'rccning c.xamination. 

Discretion/ Determination/ Determine means the [Carrier's! sole right w make a decision or determination. The decision will he applied in a 
reasonable and non-discriminatory manner 
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Durable Medical Equipment is e4uipmcnt which is: 
_ a) designed and able to withstand repeated use: 

h) primarily and customarily used lo serve a medical purpose: 
c) generally not useful to a Covered Person in the absence of an Illness or Injury; and 
d) suitable for use in the home. 

Some examples arc walkers. wheelchairs. hospital-type beds. breathing e4uipmcnt and apnca monitors. 

Among other things. Durable Medical Equipment does not include adjustments made to vehicles. air conditioners. air purifiers. humidifiers. 
dehumidifiers. elevators. ramps. stair glides, Emergency Alert c4uipment. handrails. heat appliances, improvements made to the home or place 
of business. waterbcds. whirlpool baths and exercise and massage equipment. 

Effective Date means the date on which coverage hcgins under this Policy for the Policyholder. or the date coverage begins under this Policy 
for an Employee [or Dependent]. as the context in which the term is used suggests. 

Emergency means a medical condition manifesting itself by acute symptoms of sufficient severity including, but not limited to, severe pain. 
psychiatric disturbances and/or symptoms of Substance Abuse such that a prudent layperson, who possesses an average knowledge of health 
and medicine. could expect the absence of immediate medical attention to result in: placing the health of the individual (or with respect to a 
pregnant woman, the health of the woman or her unborn child) in serious jeopardy: serious impairment to bodily functions; or serious 
dysfunction of a bodily organ or pan. With respect to a pregnant woman who is having contractions. an emergency exists where: there is 
inadequate time lo effect a safe transfer to another Hospital before delivery; or the transfer may pose a threat to the health or safety of the 
woman or unborn child. 

Employee means a Full-Time bona fide Employee (25 hours per week) of the Policyholder. Partners, proprietors, and independent contractors 
will he treated like Employees. if they meet all of this Policy's conditions of eligibility. Employees who work on a temporary or substitute basis 
or who arc participating in an employee welfare arrangement estahlished pursuant to a collective bargaining agreement arc not considered to be 
Employees for the purpose of this Policy. 

Employee's Eligibility Date means the later of: 
a) the date of employment: or 
b) !the day] after any applicable waiting period ends. 

Employer means [ABC Company]. 

Enrollment Date means. with respect to a Covered Person. the Effective Date or. if earlier. the first day of any applicable waiting period. 

Experimental or lnvestigational means [Carrier] determines a service or supply is: 
a) not of proven benefit for the particular diagnosis or treatment of a particular condition; or 
b) not generally recognized by the medical community as effective or appropriate for the particular diagnosis or treatment of a particular 

condition: or 
c) provided or performed in special settings for research purposes or under a controlled environment or clinical protocol. 

Unless otherwise required by law with respect to drugs which have been prescrihcd for treatment for which the drug has not hecn approved by 
the United States Food and Drug Administration (FDA). [Carrier! will not cover any services or supplies, including treatment. procedures. 
drugs. hiological products or medical devices or any hospitali1.ations in connection with Experimental or lnvcstigational services or supplies. 

[Carrierj will also not cover any technology or any hospitalization primarily to receive such technology if such technology is obsolete llr 
ineffective and is not used generally by the medical community for the particular diagnosis or treatment of a particular condition. 

Governmental approval or technology is not necessarily sufficient to render it or proven benefit or appropriate or effective for a particular 
diagnosis or treatment of a particular condition. as explained below. 

I Carrier I will apply the following five criteria in determining whether services or supplies arc Experimental or lnvestigational: 

a. Any medical device. drug. or biological prndm:t must have received final approval to market by the FDA for the particular diagnosi, or 
condition. Any other approval granted as an interim step in the FDA regulatory process. e.g .. an lnvcstigational Device Exemption or an 
lnvcstigational New Drug Exemption. is not sufficient. Once 1--'DA approval has hccn granted for a particular diagnosis or condition. use 01· 
the medical device. drug or biological product for another diagnosis or condition will require that one or more of the follnwin_!! estahli,hed 
rererence compendia: 

I. The American Hospital Fonnulary Service Drug Information: or 
2. The IJnitcu States Pharmacopcia Drug Information 

recognize the usa_!!c as appropriate mcdiccil treatment. As an altcrnati\e to such recognition in nne or more of the compendia. the usage of 
the drug will he recognized as appropriate ir it is rccornmcmkd hy a clinical study or recommended hy a review article in a major peer 
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reviewed profe,~ional journal. A medical dc,·1cc. drug. or biological product that meets the above test,, will not he considered 
Experimental or lnvcstigational. _ 
ln any event. any drug whid1 the Food and Drug Administration has determined lo be contra1nd1catcd for the specific treatment fur which 
the drug has been prescribed will be considered Experimental or lnvestigational. 

b. Conclusive evidence from the published peer-reviewed medical literature must exist that the technology has a definite positive effect on 
health outcomc5: such evidence must include well designed mvcstigations that have been reproduced by non affiliated authoritative 
sources, with measurable results, backed up by the positive endorsements of national medical bodies or panels regarding scientific efficacy 
and rationale: 

c. Demonstrated evidence as reflected in the published peer-reviewed medical literature must exist that over time the technology leads to 
improvement in health outcomes_ i.e .. the beneficial effects outweigh any harmful effects; 

d. Proof as reflected in the published peer-reviewed medical literature must exist that the technology is at least as effective in improving 
health outcomes as established techrwlogy. or is usable in appropriate clinical contexts in which established technology is not employable; 
and 

c. Proof as reflected in the published peer reviewed medical literature must exist that improvements in health outcomes; as delined item e. 
above. is possible in standard conditions of medical practice, outside clinical investigatory settings. 

Extended Care Center means a Facility which mainly provides full-time Skilled Nursing Care for lll or Injured people who do not need to be 
in a Hospital. [Carrier] will recognize it if it carries out its stated purpose under all relevant state and local laws, and it is either: 
a) accredited for its stated purpose by the Joint Commission; or 
b) approved for its stated purpose by Medicare. In some places. an "Extended Care Center" may be called a "Skilled Nursing Facility." 

.Facility means a place [Carrier! is required by law to recognize which: 
a) is properly licensed. certified, or accredited lo provide health care under the laws or the state in which ii operates; and 
b) provides health care services which arc within the scope of its license. certificate or accreditation. 

l:<'ull-l'ime means a normal work week of 25 or more hours. Work must be at the Policyholder's regular place of business or at another place to 
which an Employee must travel to perform his or her regular duties for his or her full and normal work hours. 

Government Hospital means a Hospital operated by a government or any of its subdivisions or agencies, including but not limited to a 
Federal. military. state. county or city Hospital. 

Group Health Plan means an employee welfare benefit plan. as defined in Title I of section 3 of Pub.L.93--l06, the "Employee Retirement 
Income Security Act of 1974" (ERlSA) (29 U.S.C. * 1002(1 )) to the extent that the plan provides medical care and includes items and services 
paid for as medical care to employees or their dependents directly or through msurance. reimbursement or otherwise. 

Health Benefits Plan means any hospital and medical expense insurance policy or certificate; health. hospital. or medical service corporation 
contract or certificate; or health maintenance organization subscriber contract or certificate delivered or issued for delivery in New Jersey by 
any carrier to a Small Employer group pursuant to sec Lion 3 of P. L. l 992. c. 162 (C. 178: 27 A-19) or any other similar contract, policy, or plan 
issued to a Small Employer. not explicitly excluded from the definition of a h.ealth benefits plan. Health Benefits Plan does not include one or 
more. or :my combination of the following: coverage only for accident or disability income insurance, or any combination thereof; coverage 
issued as a supplement lo liability insurance; liability insurance, includmg general liability insurance and automobile liability insurance; 
workers· compensation or similar insurance: automohile medical payment insurance; credit-only insurance; coverage for on-site medical 
clinics: and other similar insurance coverage. as specified in federal regulations. under which henefits for medical care arc secondary or 
incidental lo other insurance benefits. Health Benefits Plans shall not include the following benefits if they are provided under a separate policy. 
certificate or contract of insurance or arc otherwise not an integral part of the plan: limited scope dental or vision benefits: benefits for long 
term care. nursing home care. home health care, community based care. or any comhination thereof: and such other similar. limited benefits as 
are specified in federal regulations. Health Benefits Plan shall not include hospital confinement indemnity coverage if the benefits arc provided 
under a separate policy, certificate or contract of insurance, there is no coordination between the provision of the bene11ts and any exclusion or 
benefits under any group Health Benefits Plan maintained by the same Plan Sponsor. and those benefits arc paid with respect to an event 
without rcganl to whether benefits arc provided with respect lo such an event under any Group Health Plan maintained by the same Plan 
Sponsor. Health Benefits Plan shall not include the following if it is offered as a separate policy. cenilicate or contract of insurance: Medicare 
supplemental health insurance as defined under section I 882(g)( I) of the federal Social Security Act: and coverage supplemental to the 
coverage provided under chapter 55 of Title 10. United Stales Code: and similar supplemental coverage provided to coverage under a Group 
I !cal th Plan. 

Health Status-Related Fador means any of the following factors: health status; medical condition. including both physical and mental Illness; 
claims experience: receipt or health care: medical history: genetic information: evidence of insurability, including conditions arising out of acts 
of domestic violence: and disability. 

[•'l)C'" HMO Plan mean, the Small Employer Health Hcncfii,; Health 'v1aintcnancc Orptni1a11on Contract issued hy [Carrier] in conjunction 
with this lndcmmty Plan. I 
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Home Health Agency means a Provitlcr which proviJcs Skilletl Nursing: Care 1·or Ill or lnjurctl people in their home untler a home health care 
program tlesignetl to eliminate Hospital stays. !Carrier] will _recognize it if it 1s liccnsctl hy the state in which it operates. or it i,~ certified to 
participate in Medicare as a Home Health Agency. 
Hospice means a Provider which provides palliative and supportive care for terminally Ill or terminally Injured people under a hospice care 
program. !Carrier] will recognize a hospice if it carries out its stated purpose under all relevant state antl local laws. and it is either: 
a) approvetl for its stated purpose by Medicare; or 
bl it is accredited for its stated purpose by either the Joint Commission or the National Hospice Organization. 

Hospital means a facility which mainly provitlcs Inpatient care for Ill or lnjuretl people. I Carrier I will recognize it if it carries out its stated 
purpose under all relevant state and local laws. and it is either: 
a) accredited as a Hospital by the Joint Commission; or 
b) approved as a Hospital by Medicare. 

Among other things, a Hospital is 1101 a convalescent home, rest or nursing Facility. or a Facility, or part of it which mainly provides Custodial 
Care, educational care or rehabilitative care. A Facility for the aged or substance abusers is also not a Hospital. 

Illness or Ill means a sickness or disease suffered by a Covered Person or a description of a Covered Person suffering from a sickness or 
disease. 

["DC" Indemnity Plan means the Small Employer Health Benefits Policy issued by !CarricrJ.j 

[Initial Dependent means those eligible Dependents an Employee has at the time he or she first becomes eligible for Employee coverage. If at 
the time the Employee docs not have any eligible Dependents, but later acquires them, the first eligible Dependents he or she acquires are his or 
her Initial Dependents.] 

Injury or Injured means all damage to a Covered Person's body and all complications arising from that damage, or a description of a Covered 
Person suffering from such damage. 

Inpatient means a Covered Person who is physically confinetl as a registered bed patient in a Hospital or other recognized health care Facility: 
or services and supplies provided in such settings. 

Joint Commission means the Joint Commission on the Accreditation of Health Care Organizations. 

Late Enrollee means an eligible Employee [or Dependent I who requests enrollment under this Policy more than [30] days after first becoming 
eligible. However. an eligible Employee [or Dependent] will not be considered a Late Enrollee under certain circumstances. Sec the Employee 
Coverage [and Dependent Coverage] section ls] of this Policy. 

Medically Necessary and Appropriate means that a service or supply is provided by a recognized health care Provider. and [Carrier] 
determines at its Discretion, that it is: 
a) necessary for the symptoms and diagnosis or treatment of the condition. Illness or Injury: 
b) provided for the diagnosis. or the direct care and treatment, of the condition. Illness or Injury; 
c) in accordance with generally accepted medical practice; 
d) not for the convenience of a Covered Person; 
e) the most appropriate level of medical care the Covered Person neetls; and 
f) furnished within the framework of generally accepted methods of medical management currently used in the United States. 

The fact that an attending Practitioner prescribes. orders, recommends or approves the care. the level of care. or the length of time care is to be 
received. docs not make the services Medically Necessary and Appropriate. 

Medicaid means the health care program for the needy provided by Title XIX of the United States Social Security Act. as amended from time 
to time. 

Medicare means Parts A and B of the health care program fi:ir the aged and disabled provided by Title XVIII of the United States Social 
Security Act, as amended from time to time. 

Mental Health Center means a Facility which mainly provides treatment for people with mental health problems. !Carrier] will recognize such 
a place if it carries out its stated purpose under all relevant state antl local laws. and it is either: 
a) accredited for its stated rurposc hy the Joint Commission: 
b) approved ror its stated purpose hy Medicare: or 
c) accredited or licensed by the state of New Jersey to provide mental health services. 

[Newly Ae<1uired Dependent means an eligihle Dependent an Employee ac4uircs after he or she already has coverage in force for Initial 
Dependents. I 

Nicotine Dependence Treatment means "Behavioral Therapy:· as defined below. antl Prescription Drugs which haw hccn aprroved by the 
U.S. Food and Drug Administration for the management of nicotine dependence. 
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For the purpose of this definition. covered "Behavioral Therapy" means motivation and hehavior change techniques which have been 
demonstrated to be effective in promoting ntcotine abstinence and long term recovery from nicotine addiction. 
Non-Biologically-based Mental Illness means an Illness which manifests symptoms which arc primarily mental or nervous for which the 
primary treatment is psychotherapy or psychotropic medication where the Illness is not hiologically-hascd. 

In determining whether or not a particular condition is a Non-Biologically-hased Mental Illness, [Carrier] may refer to the current edition of the 
Diagnostic and Statistical Manual of Mental Conditions of the American Psychiatric Association. 

Non-Covered Charges arc charges which do not meet this Policy's definition of Covered Charges or which c,u:ccd any of the benefit limits 
shown in this Policy. or which are specifically identified as Non-Covered Charges or arc otherwise not covered by this Policy. 

Nurse means a registered nurse or licensed practical nurse, including a nursing specialist such as a nurse mid-wife or nurse anesthetist. who: 
a) is properly licensed or certified to provide medical care under the laws of the state where he or she practices; and 
h) provides medical services which arc within the scope of his or her license or certificate. 

Outpatient means a Covered Person who is not confined as a registered bed patient in a Hospital or recognized health care Facility and is not 
an Inpatient; or services and supplies provided in such Outpatient settings. 

Period of Confinement means consecutive days of Inpatient services provided to an Inpatient or successive Inpatient confinements due to the 
same or related causes. when discharge and re-admission lo a recognized Facility occurs within 90 days or less. [Carrier] determines if the 
causc(s) of the confinements are the same or related. 

Per Lifetime means during the lifetime of an individual. regardless of whether he or she is covered under this Policy or any other policy or 
plan: 
a) as an Employee or Dependent; and 
b) with or without interruption of coverage. 

Plan means the [Carrier's] group health benefit plan purchased by the Employer. [Note: If the "Plan" definition is employed. references in this 
Policy to "Policy" should be changed tu read "Plan" I 

Planholder means the Employer who purchased group health benefit plan. I Note: If the "Planholdcr" definition is employed, references in this 
Policy to "Policyholder·· should he changed to read ··Planholder"] 

Phm Sponsor has the meaning given that term under Title I. section 3 of Pub.L.93-406. the ERISA (29 U.S.C. § 1002( 16)(B)). That is: 
a) the Small Employer in the case of an employee benefit plan established or maintained by a single employer; 
b) the employee organization in the case of a plan established or maintained by an employee organization; or 
c) in the case of a plan established or maintained by two or more employers or jointly by one or more employers and one or more employee 

organizations. the association. committee, joint board of trustees. or other similar group of representatives of the parties who establish or 
maintain the plan. 

Plan Year means the year that is designated as the plan year in the plan document of a Group Health Plan, except if the plan document does not 
designate a plan year or if there is no plan document. the Plan Year is a Calendar Year. 

["DC" Point of Service Plan (Often referred to as a POS plan) means a plan that provides coverage for the services of [Network] Providers 
under an HMO plan as well as the services of !Non-Networkj providers under an Indemnity Plan. Whenever a person covered under a POS plan 
needs to access health care. he or she has the option to use the services of either a [Network I provider (suhjecr lo any necessary authorization 
from his or her Primary Care Physician) or those of a [Non-Network] provider. [Non-Network] charges arc usually greater than the [Network] 
charges. and are subject to a Deductible and Coinsurance. In addition. the [Memher\ may be liable to pay charges that exceed the amount the 
Indemnity Plan carrier Determines to he the Reasonable and Customary Charge for a service or supply. I 

Policy means this group policy. including the application and any riders, amendments. or endorsements. hetwcen the Employer and !Carrier I. 

Policyholder means the Employer who purchased this Policy. 

Practitioner means a person !Carrier! is required by law to recognize who: 
aJ is properly licensed or certified to provide medical care under the laws of the state where he or she pracuccs; and 
h) provides medical services which arc within the scope of his or her license or ccrtifil:alc. 

Pre-Approval or Prc-Apprond means the I Carrier's I approval using paper or electronic means t·or speciried services und supplies prior to the 
date charges arc incurred. !Carrier! will reduce hcncfits hy 5Wk with respect to charges for treatment. services and supplies which require Pre-
Approval and arc not Pre-Approved hy I Carner I provided that hencfits would otherwise he rayahlc under this Policy. 

Pre-Existing Condition means an Illness or Injury which m,mi l'csts itscl r in the six months he fore a Cl>Vercd Person ·s Enrol lmcnt Date. and for 
which medical advice. diagnosis. care. or treatment ,,·as recommended or received during the six months immediately preceding the Enrollment 
Date. 
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Pre-Existing Condition Limitation means. with respect to coverage, a limitation or exclusion or benefits relating lo a concilion based on the 
fa<.:t that the condition was present before the Enrollment Date. whether or not any medical advice. diagnosis, care. or treatment was 
rcrommcn<lcd or received before that <late. Genetic information will not be treated as a Pre-Existing Condition in the absence of a diagnosis of 
the condition related to that inrormation. Pregnancy will not he treated as a Pre-Existing Condition. 

Prescription Drugs arc drugs. biologicals am! compound prescriptions which are sold only by prescription and which are required lo show on 
the manufacturer's label the words: "'Caution-Federal Law Prohibits Dispensing Without a Prescription" or other drugs and devices as 
determined by [Carrier I, such as insulin. 

Preventive Care means charges for routine physical examinations. including related laboratory tests and x-rays. immunirntions and vaccines. 
well baby care, pap smears. mammography. screening tests. hone density tests. colorectal cancer screening. ancl Nicotine Dependence 
Treatment. 

Private Duty Nursing means Skillccl Nursing Care for Covered Persons who require inclividualizcd continuous Skillecl Nursing Care provided 
hy a registerecl nurse or a licensed practical nurse. 

Provider means a recognized Facility or Practitioner of health care in accordance with the terms of this Policy 

Reasonable and Customary means an amount that is not more than the [lesser of: 
•the] usual or customary charge for the service or supply as determined by [Carrier!. basecl on a standard approved by the Board[: or 
[ •the negotiated fee schedule.] 

The Board will decide a standard for what is Reasonable and Customary under this Policy. The chosen standard is an amount which is mosl 
often charged for a given service by a Provicler within the same geographic area. For charges that arc not determined by a ncgotiatccl fee 
schedule. the [Covered Person] may be hilled for the difference between the Reasonable and Customary charge ancl the charge billed by the 
Provider. 

Please note: The Coordination of Benefits and Services provision includes a distinct definition of Reasonable and Customary. 
[Referral means specific direction or instructions from a Covered Person's Primary Care Physician [or care manager! in conformance with 
[Carrier's] policies and procedures that directs a Covered Person to a Facility or Practitioner for health care.] 

Rehabilitation Center means a Facility which mainly provides therapeutic and restorative services lo Ill or Injured people. [Carrier\ will 
recognize il if it carries out its statccl purpose under all relevant slate and local laws, and it is either: 
a) accredited for its stated purpose by either the Joint Commission or the Commission on Accreditation for Rehabilitation Facilities: or 
b) approved for its statecl purpose hy Meclicare. 

In some places a Rehabilitation Center is called a .. rehabilitation hospital." 

Routine Foot Care means the cutting. debridement. trimming, rccluction, removal or other care of corns. calluses. Oat feet. fallen arches. weak 
feet, chronic foot strain, dystrophic nails. excrescences. hclomas. hyperkcratosis. hypertrophic nails, non-infected ingrown nails. deratomas. 
keratosis. onychauxis. onychocryptosis tylomas or symptomatic complaints of the feet. Routine Fool Care also includes orthopedic shoes, foot 
orthoties and supportive devices for the foot. 

Routine Nursing Care means the appropriate nursing care customarily furnished by a recognized Facility for the benefit of its Inpatients. 

Schedule means the Schedule of Insurance and Premium Rates containecl in this Policy. 

Skilled Nursing Care means services which are more intensive than Custodial Care. are provided by a registered nurse or licensccl practical 
nurse. and require the technical skills ancl professional training of a registered nurse or licensed practical nurse 

Skilled Nursing l<'acility (sec Extencled Care Center.) 

Small Employer means. in connection with a Group Health Plan with respect to a Calen<lar Year and a Plan Year. any person. firm. 
corporation, partnership. or political subclivisi(>n that is actively engaged in business that employed an average of at least two but not more than 
50 eligible Employees on business days <luring the preceding Calcnclar Year ancl who employs at least two eligible Employees on the first clay 
of the Plan Year. and the majority of the eligible Employees are employee] in New Jersey. All persons treated as a single employer under 
subsection (b). (c), (m) or (o) or section 414 of the Internal Revenue Code of 1986 shall he treatecl as one employer. In the case of an employer 
that was not in existence during the preceding Calendar Year. the determination of whether the employer is a small or large employer shall he 
hased on the average numhcr or eligible Employees that it is expected that the employer will employ on business days in the current Calendar 
Year. 

S11ccial Care Unit means a part or a Hospital sd up for very ill patients who must be observed constantly. The unit must have a specially 
trained staff. An<l it must have special equipment and ,upplies on hand at all times. Some types of Special Care Units arc: 
a) intensive care units: 
h) cardiac c;:ire units: 
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c) neonatal care units: ancJ 
cJJ burn units. 

DEPT. OF INSURANCE 

Substance Abuse means abuse of or addiction to drugs. Substance Abuse docs not include abuse of or addiction to alcohol. Please see the 
definition of Alcohol Abuse. 

Substance Abuse Centers arc Facilities that mainly provide treatment for people with substance abuse problems. !Carrier! will recognize such 
a place if it carries out its stated purpose under all relevant state and local laws, and it is either: 
al accredited for its stated purpose by the Joint Commission: or 
b) approved for its stated purpose by Medicare. 

Supplemental Umited Benefit Insurance means insurance that is provided in addition to a Health Benefits Plan on an indemnity non-expense 
incurred basis. 

Surgery means: 
a) the performance of generally accepted operative and culling procedures, including surgical diagnostic procedures, specialized 

instrumentations, endoscopic examinations, and other invasive procedures: 
bl the correction of fractures and dislocations; 
c) Reasonable and Customary preoperative and post-operative care: or 
d) any of the procedures designated by Current Procedural Terminology codes as Surgery. 

Therapeutic Manipulation means the treatment of the articulations of the spine and musculoskeletal structures for the purpose of relieving 
certain abnormal clinical conditions resulting from the impingement upon associated nerves causing discomfort. Some examples arc 
manipulatiun or adjustment of the spine. hot or cold packs, electrical muscle stimulation, diathermy, skeletal adjustments. massage. adjunctive, 
ultra-sound, dopplcr. whirlpool, hydro therapy or other treatment of similar nature. 

Total Disability or Totally Disabled means. except as otherwise specified in this Policy. that an Employee who, due to Illness or Injury, 
cannot perform any duty of his or her occupation or any occupation for which he or she is, or may be, suited hy education, training and 
experience. and is not. in fact. engaged in any occupation for wage or profit. IA Dependent is totally disabled if he or she cannot engage in the 
normal activities of a person in good health and of like age and sex.] The Employee [or Dependent! must be under the regular care of a 
Practitioner. 

Urgent Care means care for a non-life threatening condillon that requires care by a Provider within 24 hours. 

[Waiting Period means. with respect to a Group Health Plan and an individual who is a potential participant or beneficiary in the Group Health 
Plan. the period that must pass with respect to the individual before the individual is eligible to he covered for benefits under the terms of the 
Group Health Plan. I 

[We, Us, Our and [Carrier] mean !Carrier!. I 

!You, Your and Yours mean the Employer.] 

EMPLOYEE COVERAGE 

Eligible Employees 
Subject to the Conditions of Eligibility set forth below. and to all of the other conditions of this Policy, all of the PolicyholcJer's Employees 
who are in an eligible class will be eligible if ["DC"' 
al ]the Employees are [Actively at Work] Full-Time Employees[.]l"DC"' and: 
h) the Employees enroll under the associated HMO Plan.] 
lln certain situations. the Actively at Work requirement will not apply. If an Employee is not Actively at Work due to a Health Status-Related 
Factor. the Employee will nevertheless he considered an Eligible Employee. In addition, refer to the Exception below.] 

for purposes of this Policy, [Carrier! will treat partners. proprietors and independent contractors like Employees if they meet this Pnlicy·s 
Conditions of Eligibility. 

Conditions of Eligibility 

Full-Time Requirement 
[Except where an Employee is not Actively at Work due to a Health Status-Related Factor, and except as stated below, l!Carrierl will not insure 
an Employee unless the Employee is [an Actively at Work I la] Full-Time Employee. 

Enrollment Re11uirc111cnt 
!Carrier) will not insure the Employee until the Employee enrolls am! agrees to make the required payments. if any. If the Employee does this 
within [301 days of the Employee·s Eligihility Date. covcrat1c is scheduled 10 start on the Employce·s Eligihilily Date. 

Ir the Employee cnrolls ancJ al!rccs to make the rcquircJ payment~. if any: 
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a) more than [30\ Jays after the Employee·, Eligihility Dale: l>r 
h) after the l.i)npluyce previously hall coverage which cnucu because the Employee failc<l to make a re4uirc<l paymcrn. 

!Carrier\ will consiucr the Employee to be a Late Enrollee. Late Enrollees arc subject lo this Policy's Pre-Existing Cunuitions limitation. if ,my 
applies. 

When an Employee initially waives coverage unuer this Policy. the Plan Sponsor [or [Carrier]) should notify the Employee of the requirement 
for the Employee to make a statement that waiver was because he or she was covered under another group plan. 1f such other coverage was in 
fact the reason for the waiver. and the consequences of that requirement. If an Employee initially waived coverage unuer this Policy and the 
Employee slale<l at that time that such waiver was because he or she was covered under another group plan, and Employee now elects to enroll 
under this Policy. [Carrier! will not consider the Employee [and his or her Dependents I to be [al Late Enrollee[sl, provided the coverage under 
the other plan ends due to one of the following events: 
a) termination of employment or eligibility: 
b) reduction in the number of hours of employment: 
c) involun1ary termination; 
dJ divorce or legal separation I or termination of the domestic partnership j: 
e) death of the Employee's spouse: 
f) termination of the Employer's contribution toward coverage; or 
g) termination of the other plan's coverage. 
But, the Employee must enroll under this Policy within 90 days of the date that any of the events described above occur. Coverage will take 
effect as of the date the applicable event occurs. 

If an Employee initially waived coverage under this Policy because he or she had coverage under a Consolidated Omnibus Buugct 
Reconciliation Act (COBRA) continuation provision and the Employee requests coverage under this Policy within 30 days of the date the 
COBRA continuation ended. !Carrier] will not consider the Employee to he a Lale Enrollee. Coverage will take effect as of the date the 
COBRA continuation ended. 

In addition. an Employee [and any Dependents] will not be considered [a] Lale Enrollce[s] if the Employee is employed by an employer which 
offers multiple Health Benefits Plans and the Employee elects a different plan during the open enrollment period. 

I Further, an Employee and his or her Dependent spouse. if any. will no\ be considered Late Enrollees because the Employee initially waived 
coverage under this Policy for himself or herself and any then existing Dependents provided the Employee enrolls to cover himself or herself 
and his or her existing Dependent spouse, if any, under this Policy within 30 days of the marriage, birth, adoption or placement for adoption of a 
Newly Acquired Dependent.] 

[l'he Waiting Period 
This Policy has the following waiting periods: 

Employees in an eligible class on the Effective Date. who have completed at least l6 months! of continuous Full-Time service with the 
Policyholder by that date, are eligible for insurance under this Policy from the Effective Date. 

Employees in an eligible class on the Effective Date, who have not completed at least [6 months] of continuous Full-Time service with the 
Policyholder by that date. arc eligible for insurance un<ler this Policy from the Jay after Employees complete 16 months] of continuous Full-
Time service. 

Employees who enter an eligible class after the Effective Date arc eligible for insurance under this Policy from the Jay after Employees 
complete [6 months] of continuous Full-Time service with the Policyholder.! 

Multiple Employment 
If an Employee works for both the Policyholder and a covered Affiliated Company. or for more than one covered Affiliated Company. !Carrier\ 
will treat the Employee as if only one emity employs the Employee. And such an Employee will not have multiple coverage under this Policy. 
But. if this Policy uses the amount of an Employee's earnings or number of work hours to determine class, or for any other reason. such 
Employee's earnings or number of work hours will be figured as the sum of his or her earnings or work hours from all Affiliated Companies. 

When Employee Coverage Starts 
[Except where an Employee is not Actively at Work due In a Health Status-Related Faclor. and except as stated hclow. an I [An! Employee 
must be \Actively al Work. and Jworking his or her regular number or hours. on the ualc his or her coverage is schcuuled to start. And he or she 
must have met all the conditions or eligibility which apply to him or her. [II' an Employee is not Actively al Work on the scheduled Effective 
Date. and uocs not qualify for the exception to the Actively at Work requirement. [Carrier! will postpone the start of his or her coverage until he 
or she returns lo Act1 ve Work.] 

!Sometimes. :1 schcdulcu Effective Date is not a regularly schcuulcu work Jay. But an Employcc·s coverage will start on th.it uatc it" he or she 
was Actively at Work. and working his or her regular number or hours. on his or her last regularly schcuuleJ work Jay.\ 
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The Employee must elect to enroll and agree to make the required payments. if any. within [301 <lay, of the Employcc·s Eligibility Date. If he 
or she <loes_this within f:\01 <lays of the Empluycc·s Eligibility Date, his or her coverage is scheduled to start oo the Employee's Eligibility 
Date. Such Employec·s Eligibility Date is the EITcdive Date of an Employee· s coverage. 

If the Employee docs this more than [30] <lays after the Employce·s Eligihility Date. [Carrier] will consider the Employee a Late Enrollee. 
Covernge is schc<lukd to start on the <late the [Carrier] or [Carrier"s] authorized representative or agent receives the signed enrollment form. 

[EXCEPTION to the Actively at Work Requirement 
The Exception applies if the Policyholder who purchased this Policy purchased it to replace a plan the Policyholder had with some other carrier. 
An Employee who is not Actively at Work due to Total Disability on the tlate this Policy takes effect will initially be eligihlc for limited 
coverage under this Policy if: 

a) the Employee was validly covered under the Policyholder"s old plan on the date the Policyholder·s old plan ended: and 
h) this Policy takes effect immediately upon termination of the prior plan. 

The coverage under this Policy will be limited to coverage for services m supplies for conditions other than the disabling condition. Such 
limitetl coverage under this Policy will end one year from the date the person's coverage under this Policy begins. Coverage for services or 
supplies for the disabling condition will he provided as stated in an extent.led health benefits. or like provision. contained in the Policyholder's 
old plan. Thereafter. coverage will not be limited as described in this provision. but will be subject to the terms and conditions of this Policy. j 

When Employee Coverage Ends 
An Employee's insurance under this Policy will end on the first of the following dates: 

a) [the date] an Employee ceases to be [an Actively at Work ] la] Full-Time Employee for any reason. Such reasons include death. retirement. 
lay-off, leave of absence. and the end of employment. 

b) !the date) an Employee stops being an eligible Employee under this Policy. 
c) the date this Policy ends. or is discontinued for a class of Employees to which the Employee belongs. 
d) the last day of the period for which required payments arc made for the Employee, subject to the Payment ot· Premiums - Grace }>eriod 

section. 
["DC"' e) [the date] an Employee ceases to be covered under the associated HMO Plan.] 

[DEPEND.ENT COVERAGE 

Eligible Dependents for Dependent Health Benefit~ 
An Employee's eligible Dependents are the Employee's: 
a) legal spouse [where legal spouse shall include a domestic partner pursuant to P.L. 2003, c. 246]: 
b) unmarried Dependent children who arc umlcr age 19; and 
c) unmarried Dependent children. from age 19 until their 23rd hirthday, who arc enrolled as full-time students at Accredited Schools. Full-

Time students will be as defined by the Accredited School. 

A Dependent is not a person who is: 
a) on active duty in the armed forces of any country: or 
b> insured for coverage under this Policy as an Employee. 

Under certain circumstances, an incapacitated child is also a Dependent. Sec the Incapacitated Children section of this Policy. 

An Employee's "unmarried Dependent child" includes: 
a) his or her legally adopted children, 
b) his or her step-children if such step-children depend on the Employee ft)r most or their support and maintenance, f and] 
c) !the child of his or her domestic partner if the child depends on the Employee for most of his or her support and maintenance. and] 
Li) children under a court appointed guardianship. 

{Carrier\ treats a child as legally adopted from the time the child is placed in the home for purpose of adoption. {Carrier! treats such a child this 
way whether or not a final adoption order is ever issuetl. 

Incapacitated Children 
An Employee may have an unmarried chiltl with a mental or physical im:apacity. or Developmental Disability. who is incapable of earning a 
living. Suhject to all of the terms of this secti()n and this Policy. such a child may stay eligible for Dependent health benefits past this Policy's 
age limit rm eligible Dependents. 

The child will s1uy eligible a., long as the child slays Lmmarried and incapable of earning a living. if: 
a) the child"s condition started hcforc he or she reached this Policy's :1gc limit: 
bl the child became insured by this Poli9 or any other policy before the child reached the age limit and stayetl continuously insurctl after 

rcnching such limit: and 
cl the, chiltl depends on the Employee for most of his or her support and marntrnancc. 
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Bui. for the child to stay eligible. the Employee must send [Carrier I written proof that the child is incap:1citatcd or Developmentally Disabled 
aml Jcpemb on the Employee for most of his or her support and maintenance. The Employee has 31 days fro01 the Jate the child reaches the 
age limit to <lo this. [Carrier\ can ask for periodic proof that the child's condition continues. But. after two years. [Carrier\ cannot ask for this 
more than once a year. 
The child·s coverage ends when the Employec·s coverage ends. 

Enrollment Requirement 
An Employee must enroll his or her eligible Dependents in order for them to be covered under this Policy. \"DC" Only eligible Dependents 
who the Employee includes for coverage under the associated HMO Plan may be enrolled under this Indemnity Plan.]ICarrier] considers an 
eligible Dependent to be a Late Enrollee, if the Employee: 
a) enrolls a Dependent and agrees lo make the required payments more than \30] days after the Dependent's Eligibility Date: 
bl in the case of a Newly Acquired Dependent, has other eligible Dependents whose coverage previously ended because the Employee failed 

to make the required contnbut1ons, or otherwise chose to end such coverage. 

Late Enrollees are subject to this Policy's Pre-Existing Conditions limitations section. if any applies. 

If the Employcc·s dependent coverage ends for any reason. including failure to make the required payments, his or her Dependents will be 
considered Late Enrollees when their coverage begins again. 

When an Employee initially waives coverage for a spouse and/or eligible Dependent children under this Policy. the Plan Sponsor jor [Carrier II 
should notify the Employee of the requirement for the Employee to make a statement that waiver was because the spouse and/or eligible 
Dependent children were covered under another group plan, if such other coverage was in fact the reason for the waiver. and the consequences 
of that requirement. If the Employee previously waived coverage for the Employec·s spouse or eligible Dependent children under this Policy 
and slated at that lime that. such waiver was because they were covered under another group plan and the Employee now elects to enroll them 
in this Policy. the Dependent will not be considered a Lale Enrollee, provided the Dependent's coverage under the other plan ends due to one of 
the following events: 
a) termination of employment or eligibility; 
b) reduction in the number of hours of employment; 
c) involuntary termination; 
d) divorce or legal separation [or termination of the domestic partnership I: 
e) death of the Employee's spouse; 
f) termination of 'the contribution toward coverage that was being made by the employer that offered the group plan under which the 

Dependent was covered; or 
g) termination of the other plan's coverage. 

But. the Employee's spouse or eligible Dependent children must be enrolled by the Employee within 90 days of the date that any of the events 
described above occur. Coverage will take effect as of the date the applicahle event occurs. 

And, [Carrier] will not consider an Employee's spouse or eligible Dependent children for which the Employee initially waived coverage under 
this Policy. to be a Late Enrollee. if: 
a) the Employee is under legal ohligation to provide coverage due to a court order; and 
b) the Employee· s spouse or eligible Dependent children are enrolled by the Employee within 30 days of the issuance of the court order. 

Coverage will take effect as of the date required pursuant to a court order. 

ln addition, if an Employee initially waived coverage under this Policy for the Employee's spouse or eligible Dependent children because the 
spouse and/or Dependent children had coverage under a Consolidated Omnibus Budget Reconciliation Acl (COBRA) continuation provision 
and the Employee requests coverage for the spouse and/or Dependent children under this Policy within 30 days of the date the COBRA 
continuation ended, [Carrier I will not consider the spouse and/or Dependent children to be Late Enrollees. Coverage will take effect as of the 
date the COBRA continuation ended. 

When Dependent Coverage Starts 
In order for an Employec·s dependent coverage to begin the Employee must already be insured for Employee coverage or enroll for Employee 
and Dependent coverage al the same time. Subject to all of the terms of this Policy, the date an Employee's dependent coverage starts depends 
on when the Employee elects lo enroll the Employee's Initial Dependents and agrees to make any required payments. 

lf'the Employee docs this within 1301 days of the Dependent's Eligibility Date. the Dependent's Coverage is scheduled lo start on the later of: 
a) the Dependent's Eligibility Dale. or 
b) the date the Employee becomes insured for Employee coverage. 

II' the Employee docs this more than 1301 days after the Dependent's Eligibility Date. !Carrier] will consider the Dependent a Late Enrollee. 
Coverage is scheduled to start un the later of: 
a) the date the !Carrier! or I Carrier's I authorized representative or agent receive the signed enrollment form. 
; l)f 

h I the date the Employee becomes insured r()r Employee coverage. 
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Once an Employee has dependent coverage for Initial Dependents the Employee must notify [Carrier! of a Newly Acquired Dependent within 
130] days after the Newly Acquired Dependent's Eligibility Date. If the Einploycc docs not. the Newly Acquired Dependent is a Late Enrollee. 

A Newly Acquired Dependent other than a newborn child or newly adopted child will be covered from the later of: 
a) the date the Employee notifies [Carrier! and agrees to make any additional payments. or 
h) the Dependent's Eligibility Date for the Newly Acquired Dependent. 

If the Policyholder who purchased this Policy purchased it to replace a plan the Policyholder had with some other carrier. a Dependent who is 
Totally Disabled on the date this Policy takes effect will initially be eligible for limited coverage under this Policy if: 

a) the Dependent was validly covered under the Policyholder's old plan on the date the Policyholder's old plan ended; and 
b) this Policy takes effect immediately upon term.nation of the prior plan. 

The coverage under this Policy will be limited to coverage for services or supplies for conditions other than the disabling condition. Such 
limited coverage under this Policy will end one year from the date the person's coverage under this Policy begins. Coverage for services or 
supplies for the disabling condition will be provided as stated in an extended health benefits, or like provision, contained in the Policyholder's 
old plan. Thereafter coverage will not be limited as described in this provision, but will be subject to the terms and conditions of this Policy. 

Newborn Children 
[Carrier] will cover an Employee·s newborn child for 31 days from the date of birth without additional premium. Health benefits may be 
continued beyond such 3 I-day period as stated below: 
a) If the Employee is already covered for Dependent child coverage on the date the child is born, coverage automatically continues beyond 

the initial 31 days. provided the premium required for Dependent child coverage continues to be paid .. Thc Employee must notify [Carrier] 
of the birth of the newborn child as soon as possible in order that [Carrier! may properly provide benefits under this Policy. 

b) If the Employee is not covered for Dependent child coverage on the date the child is born. the Employee must: 
•give written notice to enroll the newborn child; an<l 
•pay the premium required for Dependent child coverage within 31 days after the date of birth. 

If the notice is not given and the premium is not paid within such 3 !-<lay period. the newborn child's coverage will end at the end of such 31-
<lay period. If the notice is given and the premium paid after that 3 I-day period, the child will be a Late Enrollee 

When Dependent Coverage Ends 
A Dependent's insurance under this Policy will end on the first of the following dates: 
a) [the date] Employee coverage ends: 
b) the date the Employee stops being a member of a class of Employees eligible for such coverage; 
c) the date this Policy ends; 
d) the date Dependent coverage is terminated from this Policy for all Employees or for an Employee's class. 
e) the date an Employee fails to pay any required part of the cost of Dependent coverage. It ends on the last day of the period for which the 

Employee made the required payments, unless coverage ends earlier for other reasons. 
t) at 12:01 a m. Ion the last day of the calendar month following ] [on] the date the Dependent stops being an eligible Dependent. 
l"DC" g) the date the Dependent ceases to be covered under the associated HMO Plan.] 

PREFERRED PROVIDER ORGANIZATION PROVISIONS 

The Employer XYZ Health Care Network. and the !Carrier] 

This Policy encourages a Covered Person to use services provided by members of [XYZ Health Care Network a Preferred Provider 
Organization (PPO).I A PPO is a network of health care providers located in the Covered Person's geographical area. In addition to an 
identification card. the Covered Person will periodically be given up-to date lists of !XYZ Health Care Network] preferred providers. The up-to 
date lists will be furnished automatically. without charge. 

Use of the network is strictly voluntary. hut !Carrier] generally pays a higher level of henefits for most covered services and supplies furnished 
to a Covered Person by [XYZ Health Care Network]. Conversely. ICarricrl generally pays a lower level of benefits when covered services and 
supplies are not furnished by !XYZ Health Care Network] (even if an [XYZ Health Care Network] Practitioner orders the services and 
supplies). or course. a Covered Person is always free to be treated by any Practitioner or facility. And, he or she is free to change Practitioners 
or Facilities at any time. 

In the case or Urgent Care or an Emergency. a Covered Person may go to a IXYZ Health Care Network I provider or a non-lXYZ Health Care 
Network] provider. If' a Covered Person receives Urgent Care or care and treatment for an Emergency from a non-(XYZ Health Care Network! 
provider, and the Covered Person calls jCarricrl within 48 hours. or ,l~ soon as reasonably possible. (Carner! will provide benefits for the 
Urgent Care or Emcrgem:y can: ,mu treatment to the same extent as would have been provided if care and treatment were provide by a [XYZ 
Health Care Network! prmi<lcr. However. follow-up care or treatment by a non-lXYZ Health Care Network! provider will be treated as 
Network hcnefits only to the extent it is Medically Necessary and Appropriate care or treatment rendered before the Covered Person can return 
to the rx yz Health Ctrc '.'Jet work I scrvicl' area. 
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A Covered Person may use any JXYZ Health Care Network] Provider. He or she just presents his or her [XYZ Health Care Network! 
iclentitieation card to the JXYZ Health Care Network] Practitioner or Eacility furnishing covered services or supplies. Mnst [XYZ Health c:_are 
Networkl Practitioners and Facilities will prepare any necessary claim forms for him or her. an<l submit the forms to !Carrier]. The Covered 
Person will receive an explanation of any insurance payments made by this Policy. And if there is any balance due. the (XYZ Health Care 
Network! Practitioner or Facility will bill him or her directly. 
This Policy also has utilization review features. Sec the Utilization Review Features section for details. 

What [Carrier] pays is subject to all the terms of this Policy. The Employee should read his or her certificate carefully and keep it available 
when consulting a Practitioner. 

See the Schedule for specific benefit levels. payment rates and payment limits. 

If an Employee has any questions after reading his or her certificate. he or she should call [Carrier] [Group Claim Oftice at the number shown 
on his or her identification card.] 

[!Different] providers in [Carrier's] Network have agreed to be paid (in different ways by (Carrier]. A Provider may be paid] (each time he or 
she treats a Covered Person ("fee for service"! [. or may be paid] [ a set fee for each month for each Covered Person whether or not the Covered 
Person actually receives services ("capitation")/ [ . or may receive] f a salary]. !These payment methods may include financial incentive 
agreements to pay some providers more ("bonuses") or less ("withholds") based on many factors: Covered Person satisfaction, quality of care. 
and control of costs and use of services among them. I If a Covered Person desires additional information about how (Carrier's] primary care 
physicians or any other Provider in [Carrier's] Network arc compensated. please call [Carrier] at [telephone number] or write [address]. 

The laws of the state of New Jersey, at N.J.S.A. 45:9-22.4 ct seq .. mandate that a physician, chiropractor or podiatrist who is permitted to make 
Referrals to other health care Providers in which he or she has a significant financial interest inform his or her patients of any significant 
financial interest he or she may have in a health care Provider or Facility when making a Referral to that health care Provider or Facility. If A 
Covered Person wants more information ahout this. contact the Covered Person's physician, chiropractor or podiatrist. If a Covered Person 
believes he or she is not receiving the information to which he or she is entitled, contact the Division of Consumer Affairs in the New Jersey 
Department of Law and Public Safety at (973) 504-6200 OR (800) 242-5846.] 

!Note: Used only if coverage is offered a~ a PPO. I 

POINT OF SERVICE PROVISIONS 

Definitions 
a) Primary Care Practitioner (PCP) means the Practitioner the Covered Person selects to supervise and coordinate his or her health care in 

the [XYZ] Provider Organization. [Carrier! will supply the Covered Person with a list of PCPs who are members of the [XYZ] Provider 
Organization. 

b) Profider Orga11izatio11 (PO) means a network of health care Providers located in a Covered Person ·s Service Area. 
c) Network Be11ejits mean the benefits shown in the Schedule which arc provided if the Primary Care Practitioner provides care, treatment. 

services, and supplies to the Covered Person or if the Primary Care Practitioner refers the Covered Person to another Provider for such 
care. treatment. services. and supplies. 

d) N011-Network Be11ejit.~ mean the benefits shown in the Schedule which arc provided if the Primary Care Practitioner docs not authorize the 
care, treatment. services. and supplies. 

e) Service Area means the geographical area which is served hy the Practitioners in the (XYZ] Provider Organization. 

Provider Organization (PO) 
The Provider Organization for this Policy is the [XYZ] Provider Organization. This Policy requires that the Covered Person use the services of 
a PCP. or be referred for services by a PCP, in order to receive Network Benefits. The Covered Person will periodically be given up-to date lists 
of [XYZI PO Providers. The up-to date lists will be furnished automatically. without charge. 

The Primary Care Practitioner (PCP) 
The PCP will supervise an<l coordinate the Covered Person's health care in the IXYZ] PO. The PCP must authorize all services and supplies. In 
addition. he or she will refer the Covered Person to the appropriate Practitioner and Facility when Medically Necessary and Appropriate. The 
Covered Person must obtain an authorized Referral from his or her PCP before he or she visits another Practitioner or Facility. Except in case of 
Urgent Care or an Emergency. if the Covered Person does not comply with these requirements, he or she may only be eligible forNon-Network 
Benefits. 

[Carrier! provides Network Benefits for covered services and supplies furnished to a Covered Person when authorized hy his or her PCP. 
[Carrier! paysNon-Network Benefits when covered services and supplies are not authorized hy the PCP. I lowever. if the PCP refers a Covered 
Person to a Nun-Network Provider for a service or supply. the service or supply shall be covered as a Network service ur supply and !Carrier! is 
fully responsible for payment tn the Provider and the Covered Person is only responsible for any applicable Network level Copaymcnt. 
Coinsurance or Deductible for the service or supply. 

If services or supplies arc ohtainerl from [XYZJ Providers even thnugh they arc not authorized by the PCP. the Covered Person will he eligible 
for Non-Network Benefils where th<: IXYZI provider"s chargcs an<l the Covered Pcrson·s liability arc limitcu to the negotiated fee for the 
service or supply. I 
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A Covered Person m;iy change his or her PCP to another PCP [once per month). He or she may select another PCP from the list of 
• Practitioners, and notify (XYZI PO by [phone or in writing]. For a discretionary change. the new PCP.selection will take effect no more 1J1an 14 

days following the dale of the rc4ucst. For a change ncce,sitatcd by termination of the prior PCP from the Network. the new PCP selccti1;n will 
take effect immediately. 

When a Covered Person uses the services of a PCP. he or she must present his or her ID card and pay the Copaymcnt. When a Covered 
Person's PCP refers him or her lo another [XYZJ PO Provider. the Covered Person must pay the Copayment to such Provider. [Most [XYZ] PO 
Practitioners will prepare any necessary claim forms and submit them to [Carrier].] 

A female Covered Person may use the services of a (XYZJ PO gynecologist for non-surgical gynecologicul cure and routine pregnancy care 
without Referral from her PCP. She must obtain authori,ation from her PCP for other services. 

Non-Network Services 
If a Covered Person uses the services of a Provider without having been referred hy his or her PCP. he or she will not be eligible for Netwmk 
Benefits. Except as stated below. for services which have not been referred by the Covered Person's PCP. whether provided hy an [XYZ] PO 
Provider or otherwise. the Covered Person may only be eligible forNon-Network Benefits. Exception: If a {Covered Person] is admitted to a 
Network Facility hy a Non-Network Provider, the Network Facility will nevertheless be paid Network benefits. 

Emergency Services 
If a Covered Person requires services for Urgent Care or an Emergency which occurs inside the PO Service Area. he or she must notify his or 
her PCP within 48 hours or as soon as reasonably possible thereafter. 

Emergency room visits to PO Facilities are subject to a Copayment. and such visits must be retrospectively reviewed (by the PCPJ. [Carrier] 
will waive the emergency room Copay men! if the Covered Person is hospitalized within 24 hours of the visit. 

In the case of Urgent Care or an Emergency, a Covered Person may go to a (XYZ Health Care Network] provider or a non-[XYZ Health Care 
Network] provider. If a Covered Person receives Urgent Care or care and treatment for an Emergency from a non-[XYZ Health Care Network] 
provider, and the Covered Person calls [Carrier] within -1-8 hours. or as soon as reasonably possible, [Carrier] will provide benefits for the 
Urgent Care or Emergency care and treatment to the same extent as would have been provided if care and treatment were provided by a [XYZ 
Health Care Network] provider. However, follow-up care or treatment by a non-[XYZ Health Care Network! provider will be treated as 
Network Benefits only to the extent it is Medically Necessary and Appropriate care or treatment rendered before the Covered Person can return 
to the [XYZ Health Care Network! service area. 

Utilization Review 
This Policy has utilization features. See the Utilization Review 1-'eatures section of this Policy. 

Benefits 
The Schedule shows Network Benefits,Non-Network Benefits. and Copayments applicable lo the Point of Service arrangement. What [Carrier! 
pays is subject to all the terms of this Policy. 

Service Area 
!Carrier must include a description of the Service Area. as required by N.J.A.C. 8:38-l 7.3(a) 11 J 

[[Different] providers in (Carrier's] Network have agreed to be paid (in different ways by [Carrier]. A Provider may he paid] [each time he or 
she treats a Covered Person ("fee for service"! [. or may be paid I [ a set fee for each month for each Covered Person v.hethcr or not the Covered 
Person actually receives services ("capitation")J [ . or may receive] [ a salury]. [These payment methods may include financial incentive 
agreements to pay some providers more ("bonuses") or less ("withholds") based on many factors: Covered Person satisfaction, 4uality of care. 
and control of costs and use of services among them. 1 If a Covered Person desires additional information about how [Carrier's] primary care 
physicians or any other Provider in !Carrier's] Network arc compensated. please call [Carrier] at [telephone number] or write [address]. 

The laws of the state of New Jersey, at N.J.S.A. 45:9-22.4 ct seq .. mandate that a physician. chiropractor or podiatrist who is permitted to make 
Referrals to other health care Providers in which he or she has a significant financial interest inform his or her patients of any significant 
financial interest he or she may have in a health care Provider or Facility when making a Referral to that health care Provider or Facility. If a 
Covered Person wants more information about this. contact the Covered Person's physician, chiropractor or podiatrist. If a Covered Person 
believes he or she is not receiving the information to which he or she is entitled. contact the Division of Consumer Affairs in the New Jersey 
Department or Law and Public Safety at (973) 50--1.-6200 OR (800) 242-5846.1 

[Note; Used only if coverage is offered as Indemnity POS. I 

[APPEALS PROCEDURE 

The Appeal Procedure text must satisfy the requirements of N.J i\.C. 8:38-8.5 ct seq. or N . .IA.C. 8:38A-3.4 ct seq .. as appropriate. The text 
must include spcciric information regarding the Stage I. Stage 2 and External ,\ppcals process. 

In addition, Carriers arc reminded lhat 29 Cl-'R Part 2560 addresses claims procedures. It is expected that the text included in thi~ 1\ppeals 
Procedure section will inc.:ludc inl'ormation the Camcr deems necessary lo comply with the requirements of 29 Cl'R Part 2560. 
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[CONTINUATION OF CARE 

[Carrier! shall provide written notice to each Covered Person at least 30 business Jays prior to the termination or withdrawal from !Carrier's I 
Provider network of a Covered Person's PCP and any other Provider from which the Covered Person is currently receiving a course of 
treatment. as reported to [Carrier!. The 30-day prior notice may he waived in cases of immediate termination of a health care professional hascJ 
on a breach of contract by the health care professional. a determination of fraud, or where [Carrier's I medical director is of the opinion that the 
health care professional is an imminent danger to the patient or the public health. safety or welfare. 

[Carrier] shall assure continued coverage of covered services at the contract rate by a terminated health care professional for up to four months 
in cases where it is Medically Necessary and Appropriate for the Covered Person to continue treatment with the terminated health care 
professional. In case of pregnancy of a Covered Person. coverage of services for the terminated health care professional shall continue lo the 
postpartum evaluation of the Covered Person. up to six weeks after the delivery. With respect to pregnancy. Medical Necessity and 
Appropriateness shall he deemed to have been demonstrated. 

For a Covered Person who is receiving post-operative follow-up care. !Carrier! shall continue Lo cover the services rendered by the health care 
professional for the duration of the treatment or for up to six months. whichever occurs first. 

For a Covered Person who is receiving oncological treatment or psychiatric treatment. !Carrier] shall continue to cover services rendered by the 
health care professional for the duration of the treatment or for up to 12 months. whichever occurs first. 

For a Covered Person receiving the above services in an acute care Facility, [carrier] will continue to provide coverage for services rendered by 
the health care professional regart.llcss of whether the acute care Facility is under contract or agreement with [Carrier]. 

Services shall be provided lo the same extent as provided while the health care professional was employed by or under contact with [Carrier]. 
Reimbursement for services shall be pursuant Lo the same schedule used Lo reimburse the health care professional while the health care 
professional was employed by or under contract with !Carrier]. 

If a Covered Person is admitted to a health care Facility on the date this Policy is terminated, [Carrier] shall continue to provide benefits for the 
Covered Person until the date the Covered Person is discharged from the facility or exhaustion of the Covered Person's benefits under this 
Policy, whichever occurs first. 

[Carrier] shall not continue services in those instances in which the health care professional has been terminateJ based upon the opinion of 
[Carrier's] medical director that the health care professional is an imminent danger to a patient or to the public health, safety and welfare. a 
determination of fraud or a breach of contract by a health care professional. The determination of the Medical Necessity anil Appropriateness of 
a Covered Person's continued treatment with a health care professional shall be subject to the appeal procedures set forth in this Policy. 
fCarrierJ shall not be liable for any inappropriate treatment provided to a Covered Person by a health care professional who is no longer 
employed by or under contract with [Carrier]. 

If [Carrier] refers a Covered Person to a Non-Network provider. the service or supply shall be covered as a network service or supply. [Carrier] 
is fully responsible for payment to the health care professional and the Covered Person's liability shall be limited to any applicable Network 
Copayment, Coinsurance or Deductible for the service or supply. l 

HEALTH BENEFITS INSURANCE 

This health benefits insurance will pay many of the medical expenses incurreil by a Covered Person. 

Note: [Carrier] payments will be reduced if a Covered Person does not comply with the Utilization Review and Pre-Approval 
requirements contained in this Policy. 

BENEFIT PROVISION 

The Cash Deductible 
!Each Calendar Year. each Covered Person must have Covered Charges that exceed the Cash Deductible before [Carrier] pays any benefits 10 
that person. The Cash Deductible is shown in the Schedule. The Cash Deductible cannot he met with Non-Covered Charges Only Covered 
Charges incurred hy the Covered Person while insured by this Policy can be used to meet this Cash Deductible. 

Once the Cash Deductible is met. !Carrier! pays benefits for other Covered Charges ahovc the Cash Deductible incurrcJ by that Covered 
Person. less any applicable Coinsurance or Copayments. l'or the rest of that C1lendar Year. But all charges must be incurred while that Covered 
Person is insured by this Policy. And what JCarricrJ pays is based on all the terms of this Policy.} 

{This Policy has two Jiffcrent Cash Deductibles. One is for treatment. services or supplies given by a Network Provider. The other is for 
treatment. services or supplies given by a Non-Network Provider. Each Cash Dcduclibk is shown in the Schedule. 

Each Calendar Year. each Covered Person must have Covered Char!,!cs for treatment. services or supplies from a Network Provider that exceed 
the Cash Dcduct1hlc hci'or<: JCarricrl pays benefits for those types or Cos·crcJ Charges to that Covered Person. Only CovcrcJ Charges incurred 
by the Covered Person for treatment. services or supplies from a \let\\'ork Provider. while insurcJ by this Policy. can he used to meet this Cash 
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Deductihle. Once the Cash Deductihle is met. jCamcrj pays henclits for other such Covered Charges ahove the Cash Deductihle incurred hy 
that Covered PersDn, less any applicahle Coinsurance or C0Ny111ents, for the rest of that Calcndw Year. 

Each Calendar Yc.ir. each Covered Person must have Covered Charges for treatment. services or supplies from a Non-Network Provider that 
exceed the Cash Deductible before !Carrier] pays benefits for those types of Covered Charges to that Covered Person. Only Covered Charges 
incurred hy the Covered Person for treatment. services or supplies from a Non-Network Provider. while insured by this Policy. can he used to 
meet this Cash Deductible. Once the Cash Deductible is met. [Carrier! pays benefits for other such Covered Charges above the Ca,h Deductible 
incurred by that Covered Person. less any applicable Coinsurance or Copaymenls. for the rest of that Calendar Year. 

Neither Cash Deductible can be met with Non-Covered Charges. Only Covered Charges incurred by the Covered Person while insured by this 
Policy can be used to meet either Cash Deductible. What [Carrier I pays is based on all the terms of this Policy.] 

[Family Deductible Limit 
This Policy has a family deductible limit of two Cash Deductibles for each Calendar Year. Once two Covered Persons in a family meet their 
individual Cash Deductibles in a Calendar Year. !Carrier] pays benefits for other Covered Charges incurred by any member of the covered 
family. less any applicable Coinsurance or Co payments. for the rest of that Calendar Year. What !Carrier] pays is based on all the terms of this 
Policy.] 

[)<'amity Deductible Limit 
This Policy has two different family deductible limits. One is for treatment. services or supplies given by a Network Provider. The other is for 
treatment services or supplies given by a Non-Network Provider. 

There is a family deductible limit of two Cash Deductibles for Covered Charges for treatment. services or supplies given by a Network Provider 
for each Calendar Year. Once [two] Covered Persons in a family meet I their individual] !two times the] Cash Deductible for treatment, services 
or supplies given by a Network Provider, [Carrier! pays benefits for other such Covered Charges incurred by any member of that covered 
family. less any applicable Coinsurance, or Copaymcnts. for the rest of that Calendar Year. 

There is a family deductible limit of two Cash Deductibles for Covered Charges for treatment. services or supplies given by a Non-Network 
Provider for each Calendar Year. Once [two] Covered Persons in a family meet !their individual] [two times the] Cash Deductible for treatment. 
services or supplies given by a Non-Network Provider. [Canier] pays benefits for other such Covered Charges incurred by any member of that 
covered family, less any applicable Coinsurance, or Copayments, for the rest of that Calendar Year. 

What !Carrier! pays is based on all the terms of this Policy. 

[Per Covered Family 
The Per Covered Family Calendar Year Cash Deductible is shown in the Schedule. Once three or more Covered Persons in a family have 
incurred a combined total or Covered Charges toward their Per Covered Person Cash Deductible equal to the per Covered Family Cash 
Deductible, each Covered Person in that family will be considered to have met his or her Per Covered Person Cash Deductible for the rest or 
that Calendar Year. The Covered Charges that each Covered Person in a family may use toward the Per Covered Family Cash Deductible may 
not exceed the amount of the Per Covered Person Cash Deductible. I 

[Maximum Out of' Pocket 
Maximum out or pocket means the annual maximum dollar amount that a Covered Person must pay as Copayment. Deductible and Coinsurance 
for all covered services and supplies in a Calendar Year. All amounts paid as Copaymcnt. Deductible and Coinsurance shall count toward the 
Maximum Out or Pocket. Once the Maximum Out of Pocket has been reached, the Covered Person has no further obligation to pay any 
amounts as Copayment. Deductible and Coinsurance for covered services and supplies for the remainder or the Calendar Year. l 

[Once two Covered Persons in a family meet their individual Maximum Out of Pocket. no other Covered Person in that family will be required 
to pay any amounts as Copaymcnts. Deductible or Coinsurance for covered services and SL1pplies for the remainder of the Calendar Year.] 

!Once any combination (>f Covered Persons in a family meet an amount equal to [three] times the individual Maximum Out of Pocket. no 
Covered Person in that family will be required to pay any amounts as Copayments. Deductible or Coinsurance for covered services and supplies 
for the remainder or the Calendar Year.]] 

!Note to Carriers: Use this Maximum Out of Pocket text for a pure indemnity planj 

[Network Maximum Out of Pocket 
Network Maximum Ou1 nr Pocket means the annual maximum dollar amount that a Covered Person must pay as Copayment. Deductible and 
Coinsurance for all Network covered services and supplies in a Calendar Year. All amounts paid as Copaymenl. Deductible and Coinsurance 
shall count toward the Network Maximum 0111 of Pocket. Once the Network Maximum Out or Pocket has been reached. the Covered Person 
has no further obligation lo pay any amoums as Copaymcnt. Deductihlc and Coinsurance for Network covered services and supplies for the 
remainder of the Calcmlar Year. 

!Once two Covered Persons in a family meet their individual Ma,imum Out ol' Pocket. 110 other Covered Person in that family will be required 
to pay any amounts as Copay,m:nts. Dcduc11blc or Coinsurance for covered scrvic<:s and supplies for lhc remainder of the Calendar Year. I I 
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[Non-Network Maximum Out ol' Pocket 
Non-Network Maximum Out or Pocket means the annual.maximum Jollar amount that a Covered Person must pay as Copay111ent. Deductible 
and Coinsurance for all Non-Network covcrcJ services and supplies in a Calendar Year. All amounts paid as Copaymcnt. Deductible am.I 
Coinsurance shall count toward the Non-Network Maximum Out of Pocket. Once the Non-Network Maximum Out of Pocket has been reacheJ. 
the Covered Person has no further obligation to pay any amounts as Copaymcnt. Deductible and Coinsurance for Non-Network covered 
services anJ supplies for the remainder of the Calendar Y car. 

[Once two Covered Persons in a family meet their individual Maximum OL1t of Pocket. no other Covered Person in that family will he require<l 
to pay any amounts as Copayments. Deductible or Coinsurance for covered services and supplies for the remainder of the Calendar Year.] 

[Once any combination of Covered Persons in a family meet an amount equal to [three] times the individual Maximum Out of Pocket. no 
Covered Person in that family will be required to pay any amounts as Copayments, Deductible or Coinsurance for covered services an<l supplies 
for the remainder of the Calendar Year.]] 

[Note to Carriers: Use these paragraphs if the Maximum Out of Pocket is separate for Network and Non-Network] 

[Network Maximum Out of Pocket 
Network Maximum Out of Pocket means the annual maximum dollar amount that a Covered Person must pay as Copayment. Deductible and 
Coinsurance for all Network and Non-Network covered services and supplies in a Calendar Year. All amounts paid as Copayment. Deductible 
and Coinsurance shall count toward the Network Maximum Out of Pocket. Once the Network Maximum Out of Pocket has been reached. the 
Covered Person has no further obligation to pay any amounts as Copayment. Deductible and Coinsurance for Network or Non-Network 
covered services and supplies for the remainder of the Calendar Y car. 

[Once two Coverc<l Persons in a family meet their indivi<lual Maximum Out of Pocket, no other Covered Person in that family will be required 
to pay any amounts as Copay men ts. Deductible or Coinsurance for covered services and supplies for the remainder of the Calendar Y ear.JJ 

[Note to Carriers: Use this text if the Maximum Out of Pocket is common to both Network and Non-Network services and supplies.] 

Payment Limits 
[Carrier! limits what [Carrier] will pay for certain types of charges. [Carrier! also limits what [Carrier] will pay for all Illnesses or Injuries for 
each Covered Person's Per Lifetime. See the Schedule for these limits. 

Benefits From Other Plans 
The benefits [Carrier) will pay may be affected by a Covered Person's being covered by 2 or more plans or policies. Read the provision 
Coordination of Benefits to sec how this works. 

The benefits [Carrier! will pay may also be affected by Medicare. Read the Medicare as Secondary Payor section for an explanation of how 
this works. 

If This Plan Replaces Another Plan 
The Policyholder who purchased this Policy may have purchased it lo replace a plan the Policyholder had with some other carrier. 

The Covered Person may have incurred charges for covered expenses under the Policyholder's old plan before it ended. If so. these charges will 
he used to meet this Policy's Cash Dc<luctihle if: 
a) the charges were incurred during the Calendar Year in which this Policy starts: 
b) this Policy would have paid benefits for the charges if this Policy had been in effect: 
c) the Covered Person was covered by the old plan when it ended and enrolled in this Policy on its Effective Date: and 
d) this Policy takes effect imme<liately upon termination of the prior plan. 

Please note: Although Deductible credit is given. there is no credit for Coinsurance. 

The Covered Person may have satisfied part of the eligibility Waiting Period under the Policyholder's old plan before it ended. If so. the time 
satisfied will be useJ to satisfy this Policy's eligibility waiting period if: 
a) the Employee was employed by the Policyholder on the date the Policyholder's old plan ended: and 
h) this Policy takes effect immediately upon termination of the prior plan. 

Extended Health Benefits 
rr this Policy ends. am.I a Covered Person is Totally Disabled on such date. and under a Practitioner's care. !Carrier! will extend health benefits 
for that person under this Policy as explained below. This is done at no cost to the Covered Person. 

[Carrier! will only cxtcn<l benefits for Covered Charges due lO the disabling condition. The charges must he incurred before the extension ends. 
And what [Carrier I will pay i, based on all the terms of this Policy. 

!Carrier} Joes not pay for charges due to other conditions. [And [Carrier! docs not pay for charges incurred hy other wvcred family mcmhcrs. I 

The extension ends 011 the earliest or: 

21-141 Supp. 9-20-04 



11:21 App. EXH. F DEPT. OF INSURANCE 

a) the dale the Total Disahility ends: 
b) one year from the date the person's insurance under this Policy ends: or 
c) the date the person has reached the payment limit for his or her disabling condition. 

The Employee must submit evidence to !Carrier! that he or she! or his or her Dependent] is Totally Disabled. if [Carrier] requests it. 

[PLAN BJ 
<.:OVERED <.:HARGES 

This section lists the types of charges [Carrier! will consider as Covered Charges. But what [Carrier] will pay is subject to all the terms of this 
Policy. Read the entire Policy to find out what !Carrier] limits or excludes. 

Hospital Charges 
[Carrier] covers charges for Hospital room and board and Routine Nursing Care when it is provided to a Covered Person by a Hospital on an 
Inpatient basis. But [Carrier] limits what [Carrier] pays each day to the room and board limit shown in the Schedule. And [Carrier] covers other 
Medically Necessary and Appropriate Hospital services and supplies provided to a Covered Person during the Inpatient confinement. 

Except as stated below. !Carrier] covers charges for Inpatient care for: 
a) a minimum of 72 hours following a modified radical mastectomy: and 
b) a minimum of 48 hours following a simple mastectomy. 
Exception: The minimum 72 or 48 hours. as appropriate. of Inpatient care will not be covered if the Covered Person. in consultation with the 
Practitioner. determines that a shorter length of stay is medically necessary and appropriate. 

As an exception to the Medically Necessary and Appropriate requirement of this Policy. [Carrier] also provides coverage for the mother and 
newly born child for: 
a) a minimum of 48 hours of Inpatient care in a Hospital following a vaginal delivery; and 
b) a minimum of96 hours of Inpatient Hospital care following a cesarean section. 

!Carrier! provides such coverage subject to the following: 
a) the attending Practitioner must determine that Inpatient care is medically necessary: or 
b) the mother must request the Inpatient care. 
[As an alternative to the minimum level of Inpatient care described above, the mother may elect to participate in a home care program provided 
by [Carrier]. l 

If a Covered Person incurs charges as an Inpatient in a Special Care Unit. [Carrier] covers the charges up to the daily room and board limit for a 
Special Care Unit shown in the Schedule. 

[Carrier] will also cover Outpatient Hospital services. including services provided by a Hospital Outpatient clinic. Anti [Carrier) covers 
emergency room treatment. subject to this Policy's Emergency Room Copayment Requirement section. 

Any charges in excess of the Hospital semi-private daily mom and board limit arc a Non-Covered Charge. This Policy's utilization review 
features have penalties for non-comrliance that may reduce what [Carrier] pays for Hospital charges. 

[Carrier] limits what [Carrier] pays for the treatment of Non-Biologically-based Mental Illnesses and Substance Abuse. See the Charges 
Covered with Special Limitations section of this Policy. 

Hospital Copayment Requirement 
Each Lime a Covered Persnn is confined in a Hospital. he or she must pay a $200 Copayment for each day of confinement. up to a maximum of 
$1.000 per Period of Confinement. subject to a maximum $2,000 Copaymcnt per Calendar Year. 

[PLANS C, D, E] 
COVERED CHARGES 
This section lists the types or charges !Carrier] will consider as Covered Charges. But what [Carrier! will pay is subject to all the terms of this 
Policy. Read the entire Policy to finu out what [Carrier! limits or excludes. 

Hospital Charges 
!Carrier) covers charges !'or Hospital room and ho.ml and Routine Nursing Care when it is provided to a Covered Person hy a Hospital on an 
Inpatient basis. But [Carrier) limits what [Carner! pays each day to the room and board limit shown in the Schedule. And !Carrier] covers other 
Medically Necessary :rnd Appropriate Hospital services and supplies provided to a Covered Person during: the Inpatient confinement. 

Except as stated below. !Carrier I covers charges for lnpallcnt care for: 
a) a minimum Df 72 hours following a modified rndical mastectomy: and 
hJ a minimum or +8 hours i'ollowing a simple mastectomy. 
Exception: The minimum 72 or +8 hours. as arprnpriate. of Inpatient care will not oc covered if' the Covered Person. in consultation with the 
Prnctitioncr. Jetcnnines that a shorter length of stay is rncdically necessary and appropriate. 
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As an exception to the Medically t-;eccssary and Appropriate requirement or this Policy. !Carrier I also prnvides coverage for the mothcr and 
newly born child.for: 
a) a minimum of 48 hours of Inpatient care in a Hospital following a vaginal delivery; and 
b) a minimum of 96 hours of Inpatient Hospital care following a cesarean section. 
[Carrier I provides such coverage subject to the following: 
a) the anending Practitioner must determine that Inpatient care is medically necessary: or 
h) the mother must request the in-patient care. 
!As an alternative to the minimum level of Inpatient care described above. the mother may elect to participate in a home care program provided 
by LCarrierl, 1 

If a Covered Person incurs charges as an Inpatient in a Special Care Unit. [Carrier] covers the charges up to the daily room and board limit for a 
Special care Unit shown in the Schedule. 

[Carrier] will also cover Outpatient Hospital services, including services provided by a Hospital Outpatient clinic. And [Carrier] covers 
emergency room treatment. subject to this Policy's Emergency Room Copayment Requirement section. 

Any charges in excess of the Hospital semi-private daily room and board limit arc a Non-Covered Charge. This Policy's utilization review 
features have penalties for non-compliance that may reduce what I Carrier I pays for Hospital charges. 

[Carrier] limits what [Carrier! pays for the treatment of Non-Biologically-based Mental Illnesses and Substance Abuse. Sec the Charges 
Covered with Special Limitations section of this Policy. 

[PLANS B, C, D, E] 
Emergency Room Copayment Requirement 
Each time a Covered Person uses the services of a Hospital emergency room. he or she must pay a [$50.00] Copayment. in addition to the Cash 
Deductible. any other Copayments. and Coinsurance. if he or she is not admitted within 24 hours. 

Emergency and Urgent Care Services 
Coverage for Emergency and Urgent Care includes coverage of trauma services at any designated level I or II trauma center as Medically 
Necessary and Appropriate. which shall be continued at least until, in the judgement of the attending physician. the Covered Person is 
medically stable, no longer requires critical care. and can be safely transferred to another Facility. [Carrier] also provides coverage for a medical 
screening examination provided upon a Covered Person's arrival in a Hospital. as required to be performed by the Hospital in accordance with 
Federal law, but only as necessary to determine whether an emergency medical condition exists. !Please note that the "911" emergency 
response system may be used whenever a Covered Person has a potentially life-threatening condition. Information on the use of the "911" 
system is included on the identification card. I 

Pre-Admission Testing Charges 
[Carrier] covers pre-admission x-ray and laboratory tests needed for a planned Hospital admission or Surgery. !Carrier) only covers these tests 
if. the tests are done on an Outpatient basis within seven days of the planned admission or Surgery. 

However, [Carrier! will not cover tests that arc repeated after admission or before Surgery. unless the admission or Surgery is deferred solely 
due to a change in the Covered Person· s health. 

Extended Care or Rehabilitation Charges 
Subject to [Carrier's] Pre-Approval !Carrier! covers charges up to the daily room and board limit for room and board and Routine Nursing Care 
shown in the Schedule, provided to a Covered Person on an Inpatient basis in an Extended Care Center or Rehabilitation Center. Charges above 
the daily room and board limit are a Non-Covered Charge. 

And !Carrier! covers all other Medically Necessary and Appropriate services and supplies provided to a Covered Person during the 
confinement. But lhe confinement must: 
a) start within 14 days of a Hospital stay; and 
b) be due to the same or a related condition that necessitated the Hospital stay. 

Coverage for Extended Care and Rehabilitation. combined. is limited to the first 120 days of confinement in each Calendar Year. Charges for 
any additional days arc a Non-Covered Charge. 

But [Carrier! limits what !Carrier! will pay for the lrcatmcnt of Non-Biologically-based Mental Illnesses and Substance Abuse. Sec the Charges 
Covered With Special Umitations section of this Policy. 

[Carrier] will reduce benefits hy 50%, with respect to charges for treatment, services and supplies for Extended Care or Rehabilitation 
which are not Pre-Approved by [Carrier] provided that benefits would otherwise be payable under this Policy. 
["DC" NOTE: ANY EXTENDED CARE OR REIIAUILITATION SERVICES OR SUPPLIES A COVERED PERSON RECEIVES 
UNDER THE ASSOCIATED HMO PLA;'li WILL REDUCE THE EXTENDED CARE OR REIIAUILITATION UENEFIT 
A VAILAilLE UNDER TIHS INDEMNITY PLAN.] 

Home Health Care Charges 
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Suhje<:t to [Carrier's] Pre-Approval. when home health care can lake the place of Inpatient care. [Carrier! covers such care rurnishcd to a 
Covered PersQp under a written home health care plan. [Carrier[ covers all Medically Necessary and Appropriate servi_ccs or supplies. ,uch as: 
a) Routine Nursing care furnished hy or under the supervision of a registered Nurse: 
b) physical therapy: 
c) occupational therapy: 
d) medical social work: 
e) nutrition services: 
I') speech therapy: 
g) home health aide services: 
h) medical appliances and equipment. drugs and medications, laboratory services and special meals lo the extent such items and services 

would have been covered under this Policy if the Covered Person had been in a Hospital: and 
i} any Diagnostic or therapeutic service. including surgical services performed in a Hospital Outpatient department. a Practllioner's office or 

any other licensed health care Facility. provided such service would have been covered under the Policy if performed as Inpatient Hospital 
services. 

Payment is subject to all of the terms of this Policy and to the following conditions: 

a. The Covered Person's Practitioner must certify that home health care is needed in place of Inpatient care in a recognized Facility. Home 
health care is covered only in situations where continuing hospitalization or confinement in a Skilled Nursing Facility or Rehabilitation 
Center would otherwise have been required if Home Health Care were not provided. 

h. The services and supplies must be: 
l. ordered by the Covered Person· s Practitioner; 
2. included in the home health care plan: and 
3. furnished by, or coordinated by. a Home Health Agency according to the written home health care plan. The services and supplies 
must be furnished by recognized health care professionals on a part-time or intermittent basis, except when full-time or 24 hour service is 
needed on a short-term (no more than three-day) has is. 

c. The home health care plan must he set up in writing by the Covered Person's Practitioner within 14 days after home health care starts. And 
ii must be reviewed by the Covered Person's Practitioner at least once every 60 days. 

d. [Carrier J docs not pay for: 
I. services furnished to family members. other than the patient: or 
2. services and supplies not included in the home health care plan. 

Any visit by a member of a home health care team on any day shall be considered as one home health care visit. 

[Carrier] will reduce benefits by 50% with respect to charges for treatment, services and supplies for Home Health Care which are not 
Pre-Approved by [Carrier) provided that benefits would otherwise be payable under this Policy. 

Practitioner's Charges for Non-Surgical Care and Treatment 
[Carrier] covers Practitioner's charges for the Medically Necessary and Appropriate non-surgical care and treatment of an Illness or Injury. But 
[Carrier] limits what [Carrier] will pay for the treatment of Non-Biologically-based Mental Illnesses and Substance Ahuse. Sec the Charges 
Covered With Special Limitations section of this Policy. 

Practitioner's Charges for Surgery 
[Carrier] covers Practitioner's charges for Medically Necessary and Appropriate Surgery. 

[Carrier[ docs not pay for Cosmetic Surgery unless it is required as a result of an Illness or Injury or to correct a functional defect resulting from 
a congenital abnormality or developmental anomaly. 

!Carrier] covers rcconstructivc breast Surgery. Surgery to restore and achieve symmetry between the two breasts and the cost or prostheses 
following a mastectomy on one breast or both breasts. [Carrier] also covers treatment of the physical complications of mastectomy. including 
lymphcdemas. 

Second Opinion Charges 
[Carrier] covers Practitioner's charges for a second opinion and charges for related x-rays and tests when a Covered Person is advised to have 
Surgery or enter a Hospital. If the second opinion differs from the first. [Carrier] covers charges for a third opinion. [Carrier] covers such 
charges if the Practitioners who give the opinions: 
a) arc board certified and 4ualilicd, by reason of their specialty. to give an opinion on the proposed Surgery or Hospital admission: 
h} ure not business associates or the Practitioner who recommended the Surgery: and 
c) in the case of a second surgical opinion. they do not perform the Surgery if it is nccdc<l. 

Dialysis Center Charges 
[Carrier[ covers charges made by a dialysis center for co,ercd dialysis services. 

Amhulatory Surgical Center Charges 
lf'arncrJ u1vcrs charges made hy an Arnhulatory Surgical Center in conncl'.lion with covered Surgery. 
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Hospice Care Charges 
Subject to LCarricrj Pre-Approval. [Carrier I covers charges made hy a Hospice for palliative and supportive care furnished to a terminally Ill or 
terminally Injured Covered Person under a Hospice care program. 

··Palliative and supportive care" means care :mu support aimed mainly at lessening or contmlling pain or symptoms: it makes no attempt to cure 
the Covered Pcrson·s terminal Illness or terminal Injury. 
"Terminally Ill" or .. terminally lnjureJ" means that the Covered Person's Practitioner has certificJ 111 writing that the Covered Person's life 
expectancy is six months or less. 

Hospice care must be furnished according to a written "hospice care program". A "hospice care program" is a cooruinated program with :.m 
interdisciplinary team for meeting the special needs of the terminally Ill or terminally Injured Covered Person. It must be set up and reviewed 
periodically by the Covered Person"s Practitioner. 

Under a Hospice care program. suhject to all the terms of this Policy. [Carrier) covers any services and supplies including Prescription Drugs. to 
the extent they are otherwise covered by this Policy. Services and supplies may be furnished on an Inpatient or Outpatient hasis. 

The services and supplies must be: 
a) needed for palliative and supportive care: 
h) ordered hy the Covered Person's Practitioner; 
c) included in the Hospice care program; and 
d) furnished by, or coordinated by a Hospice. 

I Carrier I does not pay for: 
a) services and supplies provided hy volunteers or others who do not regularly charge for their services; 
h) funeral services and arrangements; 
c) legal or financial counseling or services: or 
d) treatment not included in the Hospice care plan. 

[Carrier] will reduce benefits by 50% with respect to charges for treatment, services and supplies for Hospice Care which are not Pre-
Approved by [Carrier] provided that benefits would otherwise he payable under this Policy. 

Alcohol Abuse 
!Carrier) pays hencfits for the Covered Charges a Covered Person incurs for the treatment of Alcohol Abuse the same way [Carrier) would for 
any other Illness. if such treatment is prescribed by a Practitioner. But [Carrier) docs not pay for Custodial Care, education. or training. 

Treatment may be furnished by: 
a) a Hospital 
b) a detoxification Facility licensed under New Jersey P.L. 1975, Chapter 305; or 
c) a licensed. certified or state approved residential treatment Facility under a program which meets the minimum standards of care or the 

Joint Commission. 

Treatment for Hiologically-based Mental Illness 
[Carrier] pays benefits for the Covered Charges a Covered Person incurs for the treatment of Biologically-based Mental Illness the same way 
!Carrier) would for any other Illness, if such treatment is prescribed by a Practitioner. [Carrier! does not pay for Custodial Care. education, or 
training. 

Pregnancy 
This Policy pays for pregnancies the same way [Carrier] would cover an Illness. The charges [Carrier] covers for a newhorn child arc explained 
[on the next page.) 

Hirthing Center Charges 
!Carrier I covers Birthing Center charges made by a Practitioner for pre-natal care. delivery. and postpartum care in connection with a Covered 
Person's pregnancy. !Carrier] covers charges up to the daily room and board limit for room and hoard shown in the Schedule when Inpatient 
care is provided to a Covered Person hy a Birthing Center. But charges above the daily room and board limit arc a Non-Covered Charge. 

!Carrier I covers all other Medically Necessary and Appropriate services and supplies during the confinement. 

[Benefits for a Covered Newborn Child 
I Carrier I covers charges for the child's routine nursery care while he or she is in the Hospital or a Birthing Center. Charges arc covered up to a 
ma.xi mum of 7 days following the date of birth. This includes: 
a) nursery charges: 
h) charges for routine Practitioncr·s examinations and tests: and 
cl charges for routine procedures. like circumcision. 
Subject to all of the terms of this Ptilicy. [Carrier! covers the rnrc and treatment of a covered ncwhorn child if he or she is Ill. Injured. 
premature. or horn \\ith a congenital birth defect. I 
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["!)C" NOT!.<:: t\NY NEWLH.>R'< CIIILD SERVICES OR SUPPLIES A COVERED PERSON RECEIVES UNDER THE 
ASSOCJATEI> HMO PLAN WILL REDUCE THE NEWBORN CIIILD BENEFIT AVAILABLE J]NDER TllfS INDEMNITY 
PLAN.) 

Anesthetics and Other Services and Supplies 
!Carrier] covers anesthetics and their administration: hcmo<lialysis, casts: splints: and surgical dressings. !Carrier! covers the initial fitting and 
purchase of braces. trusses. orthopedic footwear and crutches [Carrier.I covers Medically Necessary and Appropriate replacements or repairs for 
hraces. trusses, mthopcdic footwear and crutches. 

Blood 
Unless otherwise provided in the Charges for the Treatment of Hemophilia section below. !Carrier I covers hlood. blood products. hloo<l 
transfusions and the cost of testing and processing blood. But [Carrier! docs not pay for blood which has hcen donated or replaced on behalf of 
the Covered Person. 

Charges for the Treatment of Hemophilia 
[Carrier! covers Medically Necessary and Appropriate home treatment services for bleeding episodes associated with hemophilia including the 
purchase of blood products and blood infusion equipment. 

[[Carrier] will cover the services of a clinical laboratory at a Hospital with a state-designated outpatient regional care center regardless of 
whether the Hospital's clinical laboratory is a Network Proviucr if the Covered Person's Practitioner determines that the Hospital's clinical 
laboratory is necessary because: a) the results of laboratory tests arc medically necessary immediately or sooner than the normal return time for 
the [Carrier's] network clinical laboratory; orb) accurate test results need to be determined by closely supervised procedures in vcnipuncture 
and laboratory techniques in controlled environments that cannot he achieved hy [Carrier's] network clinical lahoratory. 

!Carrier! will pay the Hospital's clinical laboratory for the laboratory services at the same rate [Carrier] would pay a Netwt)rk clinical laboratory 
for comparable services.] 

Ambulance Charges 
!Carrier) covers Medically Necessary and Appropriate charges for transporting a Covered Person to: 
a) a local Hospital if needed care and treatment can be provided by a local Hospital; 
b) the nearest Hospital where needed care and treatment can be given, if a local Hospital cannot provide such care and treatment. But it must 

he connected with an Inpatient confinement; or 
c) transporting a Covered Person to another lnpallcnt health care Facility. 

It can he by professional Ambulance service. train or plane. But [Carrier! docs not pay for chartered air flights. And [Carrier) will not pay for 
other travel or communication expenses or patients, Practitioners. Nurses or family memhers. 

Durable Medical Ec1uipment 
Subject to [Carrier's] Pre-Approval. !Carrier] covers charges for the rental of Durable Medical Equipment needed for therapeutic use. At 
[Carrier"s) option. and with [Carrier's! Pre-Approval. !Carrier] may cover the purchase of such items when it is less costly and more practical 
than rental. But [Carrier] does not pay for: 
a) replacements or repairs: or 
b) the rental or purchase of items such as air conditioners. exercise equipment. saunas and air humidifiers which <lo not fully meet the 

definition of Durable Medical Equipment. 

[Carrier] will reduce benefits by 50% with respect to charges for Durable Medical Equipment which are not Pre-Approved by 
[Carrier] provided that benefits would otherwise he payable under this Policy. 

Treatment of Wilm's Tumor 
!Carrier) pays benefits for Covered Charges incurred for the treatment of Wilm"s tumor in u Covered Person. [Carrier) treats such charges the 
same way !Carrier] treats Covered Charges for any other Illness. Treatment can include. hut is not limited to. autologous bone marrow 
transplants when standard chemotherapy treatment is unsuccessful. !Carrier) pays benefits for this treatment even if it is deemed Experimental 
or Jnvestigational. What !Carrier] pays is based on all of the terms of this Policy. 

Nutritional Counseling 
Subject to (Carrier! Pre-Approval. [Carrier! covers charges for nutritional counseling for the management of disease entities which have a 
specific diagnmtic criteria that can be verified. The nutritional counseling must he prescribed by a Practitioner. and provided by a Practitioner. 

[Carrierj will reduce benefits by 50% with respect to charges for Nutritional Counseling which are not Pre-Approved by [Carrier! 
Jlrol·ided that henctits would otherwise he payable under this Policy. 

Food and l1ood Products for Inherited Metabolic Diseases 
[Carrier) covers charges incurred for the therapeutic treatment of inherited metabolic diseases. mcluding the purchase of medical fomls (cntcral 
formula) and low protein modified food products as determined to he medically necessary hy the ('()vcrcd Person·s Practiti()ncr. 

For the purpl>SC t>f this hcnc!it: 
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'"inherited mctaholic disease" means a disease caused hy an inherited ahnormality of hody chemistry for which testing is mandated hy law: 
"low.protein modified food prodtKt"' means a food product that is specially formulated to have less than onc:_gram of protein per serving and is 
intended to he used under the direction of a Practitioner for the dietary treatment of an inherited mctaholic disease. but docs not include a 
natural food that is naturally low in protein: and 
'"medical food" means a food that is intended for the dietary treatment of a disease or condition for which nutritional requirements are 
established by medical evaluation and is formulated to be consumed or administered enterally under the direction of a Practitioner. 

Specialized Infant Formulas 
!Carrier! covers specialized non-standard infant formulas to the same extent and subject to the same terms and conditions as coverage is 
provided under this [Policy] for Prescription Drugs. !Carrier] covers specialized non-standard infant formulas provided: 
a) The Child's Practitioner has diagnosed the Child as having multiple food protein intolerance and has determined the formula to be 

medically necessary: and 
b) The Child has not been responsive to trials of standard non-cow milk-based formulas. including soybean and goat milk. 
(Carner J may review continued Medical Necessity and Appropriateness of the specialized in fan I formula. 

X-Rays and Laboratory Tests 
!Carrier\ covers x-rays and laboratory tests which are Medically Necessary and Appropriate to treat an Illness or Injury. But. except as covered 
under this Policy's Preventive Care section. [Canierl does not pay for x-rays and tests done as part of routine physical checkups. 

Prescription Drugs 
[Subject to [Carrier\ Pre-Approval. for certain Prescription Drugs] [Carrier! covers drugs to treat an Illness or Injury and contraceptive drugs 
which require a Practitioner's prescription. But [Carrier] only covers drugs which are: 
a. approved for treatment of the Covered Person's Illness or Injury by the Food and Drug Administration; 
b. approved by the Food and Drug Administration for the treatment of a particular diai,:nosis or condition other than the Covered Person's 

and recognized as appropriate medical treatment for the Covered Person's diagnosis or condition in one or more of the following 
established reference compendia: 
I. The American Hospital Formulary Service Drug Information; 
2. The United States Pharmacopeia Drug Information: or 

c. recommended by a clmical study or recommended by a review article in a major peer-reviewed professional journal. 
Coverage for the above drugs also includes medically necessary services associated with the administration of the drugs. 

In no event will [Carrier] pay for: 
a. drugs labeled: "Caution - Limited by Federal Law to lnvesligational Use··: or 
b any drug which the Food and Drug Administration has determined to be contraindicated for the specific treatment for which the drug has 

been prescribed. except as slated above. 
And [Carrier] excludes drugs that can be bought without a prescription. even ifa Practitioner orders them. 

![Carrier] has identified certain Prescription Drugs for which Pre-Approval is required. [Carrier] will provide the list of Prescription Drugs for 
which Pre-Approval is required to each Employee prior to enforcing the Pre-Approval requirement. [Carrier] will give at least 30 days advance 
written notice to the Employee before adding a Prescription Drug to the list. 

llf a Covered Person brings a prescription for a Prescription Drug for which !Carrier] requires Pre-Approval to a Pharmacy and Pre-Approval 
has not yet been secured. [the Covered Person must contact [Canierl to request Pre-Approval. I [the Pharmacy will contact the Practitioner to 
request that the Practitioner contact [Carrier) to secure Pre-Approval. I The Pharmacy will dispense a 96-hour supply of the Prescription Drug. 
[Carrier I will review the Pre-Approval request within the time period allowed by law. If I Carrier I gives Pre-Approval. !Carrier] will notify the 
Pharmacy and the balance of the Prescription Drug will be dispensed with benefits for the Prescription Drug being paid subject to the terms of 
this Policy. If [Carrier] docs not give Pre-Approval. the Covered Person may ask that the Pharmacy dispense the balance of the Prescription 
Drug, with the Covered Person paying for the Prescription Drug. The Covered Person may submit a claim for the Prescription Drug. subject to 
the terms of this Policy. The Covered Person may appeal the decision by following the Appeals Procedure process set forth in this Policy. ] 
(Note to Carriers: For use if the plan is a PPO or a POSl 

[If a Covered Person brings a prescription for a Prescription Drug for which !Carrier) requires Pre-Approval to a Pharmacy and Pre-Approval 
has not yet been secured. the Covered Person must contact [Carrier! lo request Pre-Approval. The Covered Person may choose to delay 
purchasing the Prescription Drug until after [Carrier! makes a decision regarding Pre-Approval or may choose to purchase the Prescription Drug 
prior to the decision heing made. In either case. the Covered Person must pay 1·or the Presrnption Drng when it is dispensed. The Covered 
Person may submit a claim for the Prescription Drug. subject to the terms of this Policy. If JCarncrj docs not give Pre-Approval. the Covered 
Person may appeal the decision hy following the Appeals Procedure process set forth in this Policy. I (Note to Carriers: For use if the plan is an 
indemnity plan) 

Supplies to Administer Prescription Drugs 
I Carrier I covers Medically Necessary and Appropriate supplies which require a prescription. arc prcsc:rihcd by a Practitioner. and arc essential 
to the a<lministration 01· the Prescription Drui!, 

COVERED CIIAR<a:s WITH SPECIAL LII\HTATIO'.'IS 

[CanC'cr Clinical Trial 

21-147 Supp. 9-20-04 



11:21 App. EXH. F DEPT. OF INSURANCE 

[Carrier] covers practitioner fees. laboratory exrenses and expenses associated with Hosrita!il'.ation. administering of treatment and evaluation 
o(the Covered Person Juring the course of treatment or a condition _associated with a complication of the unJcrlying Jiscasc or treat~nt. 
which are consistent with usual and customary patterns and standards of care incurred whenever a Covered Person receives medical care 
assoc1ateJ with an Apprmcd Cancer Clinical Trial. [CarrierJ will cover charge, for such items and services only if they woulJ be covered for 
care and treatment in a situation other than an Approved Cancer Clinical Trial. 

[Carrier] does not cover the cost of invcstigational drugs or devices themselves. the cost of any non-health services that might be required for a 
Covered Person to receive the treatment or intervention. or the <:osts of managing the research. or any costs which would not be covered unJer 
this Policy for treatments that arc not Experimental or lnvestigational. I 

Dental Care and Treatment 
[Carrier I covers: 
a) the diagnosis and treatment of oral tumors and cysts: and 
b) the surgical removal of bony impacted teeth. 

[Carrier] also covers treatment of an Injury to natural teeth or the jaw, but only if: 
a) the Injury occurs while the Covered Person is insured under any health benefit rlan; 
h) the Injury was not caused. directly or indirectly by biting or chewing; and 
c) all treatment is finished within 6 months of the date of the Injury. 
Treatment includes replacing natural teeth lost due to such Injury. But in no event docs [Carrier] cover orthodontic treatment. 

For a Covered Person who is severely disabled or who is a Child under age 6. [Carrier! covers: 
a) general anesthesia and Hospitalization for dental services; and 
b) dental services rendered by a dentist regardless of where the dental services are rrovided for a medical condition covered by this Policy 
which requires Hospitalization or general anesthesia. 

Treatment for Temporomandibular Joint Disorder (TMJ) 
[Carrier] covers charges for the Medically Necessary and Appropriate surgical and non-surgical treatment of TMJ in a Covered Person. 
However, !Carrier] does not cover any charges for orthodontia, crowns or bridgework. 

Prosthetic Devices 
[Carrier] limits what [Carrier! pays for prostheti<: devices. Subject to [Carrier] Pre-Approval. [Carrier] covers only the initial fitting and 
purchase of artificial limbs and eyes. and other prosthetic devices. And they must take the place of a natural rart of a Covered Person· s body, or 
be needed due to a functional birth defect in a covered Dependent child. [CarricrJ does not pay for replacements, unless they are Medically 
Necessary and Appropriate. !CarrierJ does not pay for repairs. or wigs. [Carrier] does not cover dental prosthetics or devices other than as a 
replacement for natural teeth lost Jue to Injury, as stated in the Dental Care and Treatment provision of this Policy. 

[Carrier] will reduce benefits by 50% with respect to charges for Prosthetic Devices which are not Pre-Approved by [Carrier] provided 
that benefits would otherwise be payable under this Policy, 

Mammogram Charges 
[Carrierj covers charges made for mammograms provided to a female Covered Person according to the schedule given below. Benefits will be 
paid, subject to all the terms of this Policy. and the following limitations: 

[Carrier I will cover charges for: 
a) one baseline mammogram for a female Covered Person, age 35 - 39 
b) one mammogram. every year. for a female Covered Person age 40 and older. 

Please note that mammograms arc included under the Preventive Care rrovision. A female Covered Person may elect to apply any unused 
Preventive Care allowance for a mammogram. If a Covered Person has exhausted the available annual Preventive Care benefit, the 
mammogram may he covered subject to the terms of this Mammogram Charges provision. 

Colorectal Cancer Screening Charges 
[Carrier] covers charges made for colorectal cancer screening provided to a Covered Person age 50 or over and to younger !Covered Persons] 
who arc considered to be high risk for rnlorectal cancer. Benefits will be paid. subject to all the terms of this Policy. and the following 
limitations: 

Subject to the American Cancer Society guidelines. and medical necessity as determined by the [Covered Person's I Practitioner in consultation 
with the [Covered Person I regarding methods to use. [C,1rricrl wi II cover charges for: 
a) a screening fecal occult blood test: 
bJ flexible sigmoidoscopy. 
c) colonoscopy: 
d) barium enema: 
c) any combination of the scrviec·s liste<l in items a - d above: or 
l'l the most rcliahk medically rccogni,cd ,crccning test availahlc. 
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!Carrier] will cover the above methods at the frequency recommended by the most recent published guidelines of the American Cllncer Society 
and as determined to be medically necessary by the [Covered Person's] practitioner in consultation witb the !Covered Person.I 

High risk for colorcctal cancer means a I Covered Person I has: 
a) A family history of: familial adenomatous polyposis, heridJtary nun-polyposis colon cancer: or breast. ovarian. cndomctri.il or colon 

cancer or polyps: 
h) Chronic inflammatory bowel disease: or 
c) A background. ethnicity or lifestyle that the practitioner believes puts the person at elevated risk for colorectal cancer. 

Please note that since colorectal cancer screening is included under the Preventive Care provision. a [Covered Person I may elect to apply any 
unused Preventive Care allowance for colorcctal cancer screening. If a Covered Person has exhausted the available annual Preventive Care 
benefit. or elccls not to use any available Preventive Care benefit to cover lhe colorcctal cancer screening. the colorecral cancer screening may 
be covered subject to the terms of this Colorectal Cancer Screening Charges provision. 

The following "Pre-Existing Conditions Limitation" and "Continuity of Coverage" prov1s10ns only apply to Policies issued to 
Policyholders of at least two but not more than five eligible Employees. These provisions also apply to "Late Enrollees" under the 
Policies issued to any Small Employer. However, this provision does not apply to Late Enrollees if IO or more Late Enrollees request 
enrollment during any [30) day enrollment period provided for in this Policy. See this Policy's EMPLOYEE COVERAGE [and 
DEPENDENT COVERAGE) section[s) to determine if a Covered Person is a Late Enrollee. [The "Pre-Existing Conditions Limitation 
provision does not apply to a Dependent who is an adopted child or who is a child placed for adoption or lo a newborn child if the 
Employee enrolls the Dependent and agrees to make the required payments within [31] days after the Dependent's Eligibility Date.] 

Pre-Existing Conditions Limitation 
A Pre-Ex.isling Condition is an Illness or Injury which manifests itself in the six months before a Covered Person's Enrollment Date. and for 
which medical advice. diagnosis. care. or treatment was recommended or received during the six. months immediately preceding the Enrollmclll 
Date. 

[Carrier] does not pay benefits for charges for Pre-Existing Conditions for 180 days measured from the Enrollment Date. This 180 day period 
may be reduced by the length of time the Covered Person was covered under any Creditable Coverage if, without application of any Waiting 
Period, the Creditable Coverage was continuous to a date not more than 90 days prior to becoming a Covered Person. Refer to the Continuity of 
Coverage section below. 

This limitation docs not affect benefits for other unrelated conditions, for] pregnancy[, or birth defects in a covered Dependent child]. Genetic 
information will not be treated as a Pre-Existing Condition in the absence of a diagnosis of the condition related to that information. And 
[Carrier] waives this limitation for a Covered Person's Pre-Existing Condition if the condition was payable under Creditable Coverage which 
insured the Covered Person right before the Covered Person's coverage under this Policy started. The nex.t section shows other exceptions. 

Continuity of Coverage 
[NOTE: COVERAGE UNDER THIS POLICY IS SUBJECT TO THE ALTERNATIVE METHOD FOR COUNTING CIU-:DITABLE 
COVERAGE] 
If a new Covered Person was covered under Creditable Coverage prior to enrollment under this Policy and the Creditable Coverage was 
continuous to a date not more than 90 days prior to the Enrollment Date under this Policy. [Carrier] will provide credit as follows. !Standard 
methodll[Carrierj gives credit for the time the Covered Person was covered under the Creditable Coverage without regard to the specific 
benefits included in the Creditable Coverage.] !Alternative method] !(Carrier! gives credit for the time the Covered Person was covered under 
the Creditable Coverage based on coverage for the following [category) [categories !of benefits: [mental health:] [substance abuse treatment:] 
!prescription drugs:] (dental care:] [or] !vision care]. [[Carrier] will count a period of Creditable Coverage with respect to a category of benefits 
if any level of benefits is covered within that category. For all other benefits. ][Carrier] gives credit for the time the Covered Person was 
covered under the Creditable Coverage without regard to the specific benefits included in the Creditable Coverage J [Carrier! counts the days 
the Covered Person was covered under Creditable Coverage, ex.cept that days that occur before any lapse in coverage or more than 90 days arc 
not counted. [Carrier] applies these days to reduce the duration of the Pre-Existing Condition limitation under this Policy. The person must sign 
and complete his or her enrollment form within 30 days of the date the Employee's !active! Full-Time service begins. Any condition arising 
between the date his or her coverage under the Creditable Coverage ends and the Enrollment Date is a Pre-Ex.isting condition. !Carrier! docs no! 
cover any charges actually incurred before the person's coverage under this Policy starts. Ir the Policyholder has included an eligibility waiting 
period in this Policy. an Employee must still meet it, before becoming insured. 

Private Duty Nursing Care 
[Carrier! only covers charges by a Nurse for Medically Necessary and Appropriate private duty nursing care ii' such care is authori1.ed as part of 
a home health care plan, coordinated hy a Home Health Agency. and covered under the Home Health Care Charges section. Any other 
charges for private duty nursing care arc a Non-Covered Charge. 

ThcraJ>Y Services 
Therapy Services mean services or supplies. ordered by a Practitioner and used to treat. or promote recovery from. an Injury or Illness: 

Subject to the stated limits. [Carrier! covers the Therapy Services listed below when such services arc provided to a Covered Person as an 
Outpatient [Carrier! covers other types ,,f Therapy Services providcu they arc performed by a licensed Provider. arc Ylcdically Necessary and 
Appropriate and arc not Experimental or hwcs11gational. 
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a. Chelation f/1era11.1 • the administration of drugs or chemi<.:als Lo remove toxic concentrations of metals from the hudy. 
b. Chemotherapy - the treatment of malignant disease by chernjcal or hiological anti neoplastic agents. _ 
c. Dialysis Treatm£'111 - the treatment of an acute renal failure or a chronic irrcversihle renal insufficiency by removing waste products from 

the hody. This includes hemodialysis and peritoneal dialysis. 
d. Radiation 7herapy - the treatment of disease by x-ray. radium. cobalt. or high energy particle sources. Radiation therapy includes rental or 

cost of radioactive materials. Diagnostic Services requiring the use of radioactive materials arc not radiation therapy. 
e. Respiration Therapr - the mtroduction of dry or moist gases into the lungs. 

[Subject to [Carrier] Pre-Approval.I [Carrier] covers the Therapy Services listed below, subject to stated limitations: 

f. Cognitive Rehabilitation 7herapy - the retraining of the brain to perform intellectual skills which it was able to perform prior to disease, 
trauma, Surgery. or previous therapeutic process; or the training of the brain to perform intellectual skills it should have been able to 
perform if there were not a congenital anomaly. 

g.. Speech Therapy -except as stated below, treatment for the correction of a speech impairment resulting from Illness. Surgery, Injury. 
congenital anomaly, or previous therapeutic processes. Exception: For a [Covered Person] who has been diagnosed with a biologically-
based mental illness, speech therapy means treatment of a speech impairment. 

Coverage for Cognitive Rehabilitation Therapy and Speech Therapy, combined. is limited to 30 visits per Calendar Year. 

h. Occupatio11al Therapy - except as stated below. treatment to restore a physically disabled person's ability to perform the ordinary tasks of 
daily living. Exception: For a !Covered Person] who has been diagnosed with a biologically-based mental illness. occupational therapy 
means treatment to develop a !Covered Person's] ability to perform the ordinary tasks of daily living .. 

i. Physical 111erupy - except as stated below, the treatment by physical means to relieve pain, restore maximum function, and prevent 
disability following. disease. Injury or loss of limb. Exception: For a [Covered Person] who has been diagnosed with a biologically-based 
mental illness, physical therapy means treatment to develop a !Covered Person's) physical function. 

Coverage for Occupational Therapy and Physical Therapy. combined, is limited to 30 visits per Calendar Year. 

[Carrier] will reduce benefits by 50% with respect to charges for Cognitive Rehabilitation Therapy, Speech Therapy, Occupational 
Therapy or Physical Therapy which are not Pre-Approved by [Carrier] provided that benefits would otherwise be payable under this 
Policy. 

j. lt1J11sio11 Therapy - sub_ject to [Carrier] Pre-Approval, the administration of antibiotic, nutrients, or other therapeutic agents by 
direct infusion. [Carrier] will reduce benefits by 50% with respect to charges for Infusion Therapy which are not Pre-Approved by 
[Carrier] provided that benefits would otherwise be payable under this Policy. 

Note: The limitations on Therapy Services contained in this Therapy Services provision do not apply to any therapy services that arc received 
under the Home Health Care provision, or to services provided while a [Covered Person] is confined in a Facility. 

["DC" NOTE: ANY THERAPY SERVICES AND SUPPLIES A COVERED PERSON RECEIVES UNDER THE ASSOC IA TED HMO 
PLAN WILL REDUCE THE THERAPY BENEf'ITS AVAILABLE UNDER TIIIS INDEMNITY PLAN.] 

Fertility Services 
Subject to [Carrier\ Pre-Approval [Carrier! covers charges for procedures and Prescription Drugs to enhance fertility, except where spccilically 
excluded in this Policy. !Carrier] covers charges for: artificial insemination; and standard dosages, lengths of treatment and cycles of therapy of 
Prescription Drugs. The Prescription Drugs noted in this section arc subject to the terms and conditions of the Prescription Drugs section of this 
Policy. 

[Carrier] will reduce benefits by 50% with respect to charges for Fertility Services which are not Pre-Approved by [Carrier] provided 
that benefits would otherwise be payable under this Policy. 

Preventive Care 
!Carrier] covers charges for routine physical examinations including related laboratory tests and x-rays. [Carrier] also covers charges for 
immunizations and vaccines. well baby care. pap smears. mammography, screening tests. bone density testing, colorectal cancer screening, and 
Nicotine Dependence Treatment. But [Carrier] limits what [Carrier I pays each Calendar Year to: 
a) $750 per Covered Person for a Dependent child from birth until the end or the Calendar Year in which the Dependent child attains age I: 
b) $500 per Covered Person for all other Covered Persons. 

These charges are not subject to the Cash Deductible or Coinsurance. 
("DC" NOTE: ANY PREVENTIVE CARE SERVICES OR SUPPLIES A COVERED PERSON RECEIVES UNDER THE 
ASSOCIATED HMO PLAN WILL REDUCE THE PREVENTIVE CARE IJENEFIT AVAIi.AHLE UNDER nm INDEMNITY 
PLAN.] 

Immunizations and Lead Screening 
[Carrier! will cover charges for: 
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a> screening by blood measurement for lead poisoning for children. mduding confirmatory blood lead testing and medical evaluation as 
specified by the New Jersey Department of Health an<) Senior Services and any neccss.iry medical follow-up and treatment for lead 
poisoned children: and 

b) all childhood immunizations as rccommcmlcd by the Advisory Comnuttce on lmmuni,-:ation Practices of the United States Public Health 
Services and New Jersey Department of Health and Senior Services. 

Newborn Hearing Screening 
!Carrier] covers charges up to a maximum of 28 days following the date of birth for screening for newborn hearing loss by appropriate 
electrophysiologic screening measures. In addition. !Carrier] covers charges between age 29 <lays and 36 months for the periodic monitoring of 
infants for delayed onset hearing loss. 

Vision Screening 
[Carrier] covers vision screening for Dependent children. through age 17. to determine the need for vision correction. The vision screening is 
generally performed by the pediatrician during the course of a routine physical examination. The vision screening may suggest that the Covered 
Person should undergo a vision examination. Such vision examination is not covered under this Policy. 

Therapeutic Manipulation 
[Carrier! limits what [Carrier] covers for therapeutic manipulation to 30 visits per Calendar Year. And !Carrier] covers no more than two 
modalities per visit. Charges for such treatment above these limits arc a Non-Covered Charge. 
["DC" NOTE: ANY THERAPEUTIC MANIPULATION SERVICES AND SUPPLIES A COVERED PERSON RECEIVES UNDER 
THE ASSOCIATED HMO PLAN WILL REDUCE THE THERAPEUTIC MANIPULATION BENEFITS AVAILABLE UNDER 
THIS INDEMNITY PLAN.] 

Non-Biologically-based Mental Illnesses and Substance Abuse 
!Carrier) limits what !Carrier] pays for the treatment of Non-Biologically-based Mental Illnesses and Substance Abuse as those terms arc 
defined in this Policy. 

A Covered Person may receive treatment as an Inpatient in a Hospital or a Substance Abuse Center. He or she may also receive treatment as an 
Outpatient from a Hospital, Substance Abuse Center. or any properly licensed or certified Practitioner. psychologist or social worker. 

The Covered Person must pay the Coinsurance shown on the Schedule for Covered Charges for such treatment. [Carrier] limits coverage for all 
treatment of Non-Biologically-based Mental Illnesses and Substance Abuse per Calendar Year to: 
a) thirty (30) days of Inpatient confinement; and 
b) twenty (20} Outpatient visits. 
Subject to [Carrier] Pre-Approval, one or more of any unused Inpatient <lays may be exchanged for additional Outpatient visits. where each 
Inpatient day may be exchanged for two Outpatient visits. [Carrier] will reduce benefits by 50% with respect to charges for Outpatient 
visits beyond the initial 20 visits which are not Pre-Approved by [Carrier] provided that benefits would otherwise be payable under 
this Policy. 

[Carrier! docs not pay for Custodial Care. education, or training. 
["DC'' NOTE: ANY NON-BIOLOGICALLY-BASED MENTAL ILLNESSES AND SUBSTANCE ABUSE SERVICES ANO 
SUPPLIES A COVERED PERSON RECEIVES UNDER THE ASSOCIATED HMO PLAN WILL REDUCE THE NON-
IUOLOGICALL Y-BASED MENTAL ILLNESSES AND SUBSTANCE ABUSE BENEFITS AVAILABLE UNDER THIS 
INDEMNITY PLAN.] 

Transplant Benefits 
[Carrier] covers Medically Necessary and Appropriate services and supplies for the following types of transplants: 
a) Cornea 
h) Kidney 
c) Lung 
d) Liver 
e) Heart 
f) Pancreas 
g) Intestine 
h) Allogcneic Bone Marrow 
i) [Autologous Bone Marrow and Associated Dose Intensive Chemotherapy only for treatment of: 
•Leukemia 
•Lymphoma 
•Neurohlastoma 
•Aplastic Anemia 
•Genetic Disorders 
•SCID 
•WISCOT i\ldrich 
Suhjcct to !Carrier! Pre-Approval. hrcast cancer. if the Covered Person is participating in a National Cancer lnstitulc sponsored clinical 1rial. 
[Carrier] will reduce benefits by 50% with respect to charges for such treatment of breast cancer which are not Pre-Approved by 
[<.::1rrier] pro\'ided that benefits would otherwise he payable under this Policy. 
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j) [Aulologous Bone Marrow transplant an<l Associated Dose-Intensive Chcmolhernpy. hut only if performed by institutions approved by the 
National Cancer Jnstitutc. or pursuant to protocols COQsistent with the gui<lclines of the ;\mcrican Society of Clinical Oncolpgists: 

k) Peripheral Blood Stem Cell transplants. hut only if performc<l hy institutions approved hy the National Cancer Institute. or pursu:mt to 
protocols consistent with the guidelines of the American Society of Clinical Oncologists. I 

If the donor <locs not have health coverage that would cover the costs associated with his or her role as donor, this Policy will cover the donor·s 
medical costs associated with the donation. [Carrier I docs not cover costs for travel. accommodations or comfort items. 

IMPORTANT NOTICE 

I This Policy has utilization review features. Under these features, [ABC - Systems, a health care review organization I reviews Hospital 
admissions an<l Surgery performed outside of a Practitioner's office [for Carrier!. These features must he complied with if a Covered Person: 
a) is admitted as an Inpatient to a Hospital, or 
h) is advised to enter a Hospital or have Surgery performed outside of a Practitioner's office. If a Covered Person docs not comply with these 

utilization review features. he or she will not be eligible for full benefits un<lcr this Policy. Sec the Utilization Review Features section 
for details.] 

[This Policy has Specialty Case Management. Under this provision, !DEf, a Case Coordinator] reviews a Covered Person's medical needs in 
clinical situations with the potential for catastrophic claims to determine whether case management may be available and appropriate. Sec the 
Specialty Case Management section for details. I 

[This Policy has centers of excellence features. Under these features, a Covered Person may obtain necessary care and treatment from Providers 
with whom [Carrier! has entered into agreements. See the Centers of Excellence Features section for details.] 

[What [Carrier] pays is subject to all of the terms of this Policy. Read this Policy carefully and keep it available when rnnsulting a Practitioner. 

If an Employee has any questions after reading this Policy he or she should [call The Group Claim Office at the number shown on his or her 
identification card. I 

This Policy is not responsible for medical or other results arising directly or indirectly from the Covered Person's participation in these 
Utilization Review, Specialty Case Management or Centers of Excellence Features.] 

[UTILIZATION REVIEW FEATURES 

Important Notice: If a Covered Person does not comply with this Policy's utilization review features, he or she will not be eligible for 
l'ull benefits under this Policy. 

Compliance with this Policy's utili1ation review features does not guarantee what [Carrier! will pay for Covered Charges. What [Carrier) pays 
is based on: 

a) the Covered Charges actually incurred; 
b) the Covered Person being eligible for coverage under this Policy at the time the Covered Charges arc incurred; and 
c) the Cash Deductible, Copayment an<l Coinsurance provisions, and all of the other terms of this Policy. 

Definitions 
"Hospital admission" means admission of a Covered Person to a Hospital as an Inpatient for Medically Necessary and Appropriate care and 
treatment ofan Illness or Injury. 

By "covered professional charges for Surgery" [Carrier] means Covered Charges that arc made by a Practitioner for performing Surgery. Any 
surgical charge which is not a Covered Charge under the terms of this Policy is not payable urn.Jcr this Policy. 

"Regular working <lay" means [Monday through Friday from 9 am. to 9 pm. Eastern Time,] not including legal holidays. 

Grievance Procedure 
[Carriers must include the disclosure requirements set forth in N.J.A.C. 8:38A-3.2 

[REQUIRED HOSPITAL STAY REVIEW 

Important Notice: If a Covered Person does not comply with these Hospital stay review features, he or she will not be eligihle for full 
benefits under this Policy. 

1'.otice of Hospital Admission Required 
[Carrier! 1c4uircs notice 01· all llospital admissions. The times and manner 111 which the notice must be given is <lcscnhe<l helow. When a 
Covered Person <locs not comply with the requirements of this section [Carrier I rc<luccs what it pays for covered Hospital charges as a penalty. 

Pn·-llospital Review 
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All non-Emergency Hospital adrni:,sions must he reviewed hy [ABC] before they m:cur. The CovereJ Person or the Covered Person\ 
Practitioner must notify !ABC) anJ request a pre-hospital review. [ABC! must receive the notice anJ request as soon as _possihle before the 
admission is scheduled to ocrnr. !'or a maternity admission. a Covered Person or his or her Practitioner must notify !ABC) and reyuest a pre-
hospital review at least [60 daysj hefore the expected date of delivery. or as soon as reasonably possihlc. 

When [ABC] receives the notice and request. [lhcy] evalua\e: 
a} the Medical Necessity and Appropriateness of the Hospital admission 
h) the anticipatcJ length of stay and 
cl the appropriateness of health care alternatives. like home health care or o\her out-patient care. 

)ABC) notifies the Covered Person's Practitioner [hy phone. of the outcome of their review. And [they) confirm the outcome of [their] review 
in writing.] 

Ir [ABC] authori1.cs a Hospital admission, the authorization is valid for: 
a) the spccilied Hospital: 
b) the named attending Practitioner; and 
c) the authorized length of stay. 

The authorization becomes invalid and the Covered Person's admission must be reviewed by [ABC! again if: 
a) he or she enters a Facility other than the specified Facility 
h) he or she changes attending Practitioners; or 
c) more than [60 days] elapse between the time he or she obtains authorization and the time he or she enters the Hospital. except in the case 

of a maternity admission. 

Emergency Admission 
[ABC) must he notified of all Emergency admissions by phone. This must be done by the Covered Person or the Covered Person's Practitioner 
no later than the end of the next regular working day or as soon as possible after the admission occurs. 
When [ABC) is notified [by phone,] they require the following information: 
a) the Covered Person·s name. social security number and date of birth; 
h) the Covered Person group plan number; 
c) the reason for the admission 
d) the name and location of the Hospital 
e) when the admission occurred; and 
f) the name of the Covered Person·s Practitioner. 

Continued Stay Review 
The Covered Person or his or her Practitioner, must request a continued stay review for any Emergency admission. This must be done at the 
time [ABC] is notified of such admission. 

The Covered Person, or his or her Practitioner. must also initiate a continued stay review whenever it is Medically Necessary and Appropriate 
to change the authorized length of a Hospital stay. This must be done before the enJ of the previously authorized length of stay. 

[ABC] also ha.~ the right to initiate a continued stay review of any Hospital admission. And [ABC) may contact the Covered Person's 
Practitioner or Hospital hy phone or in writing. 

In the case of an Emergency admission. the continued stay review evaluates: 
a) the Medical Necessity and Appropriateness of the Hospital admission: 
b) the anticipated length or stay: and 
c) the appropriateness of health care alternatives. 

In all other cases, the continued stay review evaluates: 
a) the Medical Necessity and Appropriateness of extending the authorized length of stay; and 
h) the appropriateness of health care alternatives. 

[ABC) notifies the Covered Person's Practitioner [hy phone. or the outcome of the review. And [ABC! confirms the outcome of the review in 
writing.] The notice always includes any newly authori/.cd length of stay. 

l'enaltics for Non-t:ompliancc 
In the case of a non-Emergency Hospital admission. as a penalty for non-compliance [[Carrier\ reduces what it pays t<.ir covered Hospital 
charges. hy 50'7,: I if: 
a) the Covered Person Jocs not rc4ucst a pre-hospital review: or 
h) the Covered Person J,,cs not request a pre-hospital review as soon as rcasonahly possihle before the I lospital admission is scheduled to 

occur: or 
c) [ABC's) authorization hernmes invalid and the Covered Person Jocs 1101 ohtain a new one: or 
d/ !ABC) docs not auth'1ri1e the llosp1tal admission. 
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In the case of an Emergency admission. as a penalty for non-compliance. II Carrier) reduces what it pays for covered Hospital charges by SO'ir-J. 
if: 
a) 
h) 
C) 

IABCf is not notified of the admission al the limes and in the manner described above: 
the Covered Person docs not request a continued stay review; or 
the Covered Person does not receive authorization for such continued stay. 

The penalty applies to covered Hospital charges incurred after the applicable time limit allowed for giving notice ends. 

For any Hospital admission. if a Covered Person stays in the Hospital longer than [ABC] authori.i:cs. [Carrier] reduces what it pays for covered 
Hospital charges incurred after the authorized length of stay ends (by 50%) as a penalty for non-compliance. 

Penalties cannot be used to meet this Policy's Maximum Out of Pocket or Cash Deductible. 

[REQUIRED PRE-SURGICAL REVU,:W 

Important Notice: If a Covered Person does not comply with these pre-surgical review features, he or she will not be eligible for full 
benefits under this Policy. 

!Carrier] requires a Covered Person to gel a pre-surgical review for any non-Emergency procedure performed outside of a Practitioner's office. 
When a Covered Person docs not comply with the requirements of this section fCarrier] reduces what it pays for covered professional charges 
for Surgery. as a penalty. 

The Covered Person or his or her Practitioner. must request a pre-surgical review from [ABC]. !ABC] musl receive the request at least 24 hours 
before the Surgery is scheduled to occur. If the Surgery is being done in a Hospital. on an Inpatient basis. the pre-surgical review request should 
be made at lhe same time as the request for a pre-hospital review. 

When [ABC] receives the request. they evaluate the Medical Necessity and Appropriateness of the Surgery and they either: 
a) approve the proposed Surgery. or 
b) require a second surgical opinion regarding the need for the Surgery. 

IABC] notifies the Covered Person's Practitioner, [by phone, of the outcome of the review. [ABC J also confirms the outcome of the review in 
wriling.J 

Second Surgical Opinion 
If [ABC's] review does not confirm the Medical Necessity and Appropriateness of the Surgery. the Covered Person may obtain a second 
surgical opinion. If the second opinion docs not confirm the medical necessity of the Surgery. the Covered Person may obtain a third opinion. 
although he or she is not required to do so. 

[ABC) will give the Covered Person a list of Practitioners in his or her area who will give a second opinion. The Covered Person may get the 
second opinion from [a Practitioner on the list, or from I a Practitioner of his or her own choosing, if the Practitioner: 
a) is board certified and qualified, by reason of his or her specialty, to give an opinion on the proposed Surgery; 
b) is not a business associate of the Covered Person's Practitioner; and 
c) docs not perform the Surgery if it is needed. 

[ABC! gives second opinion forms to the Covered Person. The Prnctitioner he t>r she chooses fills them out, and then returns them to [ABCI. 

(Carrier] covers charges for additional surgical opinions. including charges for related x-ray and tests. But what (Carrier[ pays is based on all 
the terms of this Policy. except. these charges arc not subject Lo the Cash Deductible or Coinsurance. 

Pre-Hospital Review 
If the proposed Surgery is LO he done on an lnpaticnl basis. the Required Pre-Hospital Review section must be complied with. Sec the Required 
Pre-Hospital Review seclion fr,r details. 

Penalties for Non-Compliance 
As a penalty for non-compliance. [I Carrier I reduces what it pays for covered professional charges for Surgery by 50'« I if: 
a) the Covered Person docs not request a pre-surgical review: or 
b) !ABC] is not given at least 24 hours to review and evaluate the proposed Surgery: or 
c) (ABC! requires additional surgical opinions and the Covered Person docs not get those opinions before the Surgery is done; 
d) (ABC! docs not confirm the need for Surgery. 

Penahics cannot he used to meet this Policy's Maxiinum Out of Pocket or Cash Deductible. 

[SP1<;c1AJ,TY CASE MANAGEMENT 

Important Notice: :'l:o Covered Person is rec1uired, in any way, to accept a Specialty Case Mana~ement Plan recommended by ll>IUq. 
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Definitions 
--specially C,1se Management"' means those services and supplies which meet hoth of the li,llowing tests: 
a) They arc determined. in a,ham:e. by !Carner\ lo he Medically Necessary and Appropriate and cost effective in rnecting the long term or 

intensive care needs of a Covered Person in connection with a Catastrophic Illness or Injury. 
h) While there are other covered services and supplies available under this Policy for the Covered Person·s condition. the services and 

supplies the [Carrier\ offers to make available under the terms of this provision would not otherwise he payable under this Policy. 

Please note: [Carrier] has sole Discretion to determine whether to consider Specialty Case Management for a Covered Person. 

"Catastrophic Illness or Injury"' means one of the following: 
a) head injury requiring an Inpatient stay 
h) spinal cord lnjury 
c) severe burns over 20'7!- or more of the body 
d) multiple injuries due lo an accident 
e) premature birth 
f) CV A or stroke 
g) congenital defect which severely impairs a bodily function 
h) brain damage due to either an accident or cardiac arrest or resulting from a surgical procedure 
i) terminal Illness. with a prognosis of death within 6 months 
j) Acquired Immune Deficiency Syndrome (AIDS) 
k) chemical dependency 
I) mental. nervous and psychoncurotic disorders 
m) any other Illness or Injury determined by !DEF\ or [Carrierj to be catastrophic. 

Specialty Case Management Plan 
[DEF\ will identify cases of Catastrophic Illness or Injury. The appropriateness of the level of patient care given lo a Covered Person as well as 
the setting in which it is received will be evaluated. In order to maintain or enhance the quality of patient care for the Covered Person. [DEF\ 
will develop a Specialty Case Management Plan. 

A Specialty Case Management Plan is a specific written document. developed by !DEFJ through discussion and agreement with: 
a) the Covered Person. or his or her legal guardian, if necessary: 
b) the Covered Person's attending Practitioner; and 
c) [Carrier]. 

The Specialty Case Management Plan includes: 
a) treatment plan objecll ves: 
b) course of treatment 10 accomplish the stated objectives; 
c) the responsibility of each of the following parties in implementing the plan: !DEF\; atlending Practitioner: Covered Person: Covered 

Person's family. if any: and 
d) estimated cost and savings. 

If [Carrier], [DEF\. the attending Practitioner. and the Covered Person agree [in writing.] on a Specialty Case Management Plan, the services 
and supplies re4uireJ in connection with such Specialty Case Management Plan will be considered as Covered Charges under the terms of this 
Policy. 

The agreed upon Specialty Case Management treatment must be orucred by the Covered Person· s Practitioner. 

Benefits payable unuer the Specialty Case Management Plan will be considered in the accumulution of any Culendar Year and Per Lifetime 
maximums. 

Exclusion 
Specialty Case Management docs not include services and supplies that !Carrier\ determines to be Experimental or lnvestigational.] 

[CENTERS OF EXCELLENCE I<'EATURES 

Important Notice: No Covered Person is required, in any way, to receive medical care and treatment at a Center of Excellence. 

Definitions 
--center of Excellence·· means a Provider that has entered 111to an agreement with [Carrier] to proviuc health benefit services for specific 
procedures. The Centers of Excellence arc I iuentificd in the Listing of Centers of Excellence.] 

.. Pre-Treatment Screening Evaluation·· means the review of rast and present mcuical records anu current x-ray and laboratory results by tk 
Center of Excellence to determine whether the Covered Person is an uppropriatc candidate for the Procedure . 

.. Proceuure"' means one or more surgical procedures or medical therapy pcrformeJ in a Center nf Excellence. 
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Covered Charges 
In order (or charges to be Covered Charges. the Center l>r Excellence must: 
al perform a Pre-Treatment Screening Evaluation: and 
b) determine that the Procedure is Medically Necessary and Appropriate for the treatment of the Covered Person. 

DEPT. OF INSURANCE 

Benelits for services and supplies at a Center of Excellence will be [subject to the terms and conditions of this Policy. However. the Utilization 
Review Features will not apply. I] 

EXCLUSIONS 

Payment will not be made for any charges incurred for or in connection with: 

Care or treatment by means of ac11p1111ct11re except when used as a substitute for other forms of anesthesia. 

Services for amb11la11ce for transportation from a Hospital or other health care Facility, unless the Covered Person is being transferred to 
another Inpatient health care Facility. 

Blood or blood plasma which is replaced by or for a Covered Person. 

Care and or treatment by a Christian Science Practitioner. 

Comp/etio11 of claim forms. 

Services or supplies related to Cosmetic Surgery except as otherwise stated in this Policy; complications of Cosmetic Surgery; drugs prescribed 
for cosmetic purposes. 

Services related to custodial or domiciliary care. 

De11tal care or treatment. including appliances and dental implants, except as otherwise stated in this Policy. 

Care or treatment by means of dose illte11sive chemotherapy, except as otherwise stated in this Policy. 

Services or supplies. the primary purpose of which is educatio11al providing the Covered Person with any of the following: training in the 
activities of daily living; instruction in scholastic skills such as reading and writing; preparation for an occupation; or treatment for learning 
disabilities. 

Experimental or lllvestigational treatments. procedures. hospitalizations. drugs. biological products or medical devices. except as otherwise 
stated in this Policy. 

Extractio11 of teeth, except for bony impacted teeth. 

Services or supplies for or in connection with: 
a) except as otherwise stated in this Policy, exams to determine the need for (or changes of) eyeglasses or lenses of any type; 
b) eyeglasses or lenses of any type except initial replacements for loss of the natural lens; or 
c) eye surgery such as radial keratotomy or lasik surgery. when the primary purpose is to correct myopia (nearsightedness). hypcropia 

(farsightedness) or astigmatism (blurring). 

Services or supplies provided by one of the following members of the Employee's family: spouse. child, parent. in- law. brother. sister or 
grandparent. 

Services or supplies furnished in connection with any procedures to enhance fertility which involve harvesting. storage an<l/or manipulation of 
eggs and sperm. This includes. but is not limited to the following: a) procedures: invitro fertilization: embryo transfer; embryo freezing; and 
Gamete Intra-fallopian Transfer (GIFT) and Zygote Intra-fallopian Transfer (ZIFT); donor sperm. surrogate motherhood and bJ Prescription 
Drugs not eligible under the Prescription Drugs section of the Policy. 

Except as stated in the New horn Hearing Screening rrovision. Services or supplies related to hearin,: aids and heari11,: exams to determme the 
need for hearing ai<ls or the need lo adJust them. 

Services or supplies related to herbal medicine. 

l"DC" Services or supplies provided under the associated HMO Pla11.J 

Services or supplies rclate<l lo hyp11otim1. 

Services or supplies necessary hccause the Covered Person engaged. or tried to enga!(c. in an illegal occ11patio11 or commillcd or tried 10 
commit an indictabk nfknsc 111 the juris<liction 111 which it 1s committed. or a 1·c1ony. 
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Except as stated below. Jll11ess or l11j11ry. including a condition which is the result of disease or oodily infirmity. which occurred on the joo and 
which.is covered or could have ocen covcrcu for hencfits provided under -.yorkers" compensation. employer's liahility. occupational disease or. 
simibr law. 
f;xceptio11: This exclusion docs not apply to the rollowing persons ror whom coverage unuer workers' compensation is optional unless such 
persons arc actually covered for workers' compensation: a self-employed per,on or a partner of a limited liability partnership, members of a 
limited liaoility company or partners of a partnership who actively perform services on hchalf of the self-employed ousincss. the limited 
liability partnership. limited liaoilily company or the partnership. 

Local anesthesia charges billed separately if such charges arc included 111 the fee for the Surgery. 

Members/rip costs for health clubs. weight loss clinics and similar programs. 

Services and supplies related lo marriage, career orfill(mcial counseling, sex therapy or family therapy, 1111tritio11al counseling and related 
services. except as otherwise stated in this Policy. 

Nicotine Depe11de11ce 1'reat111e11t, except as otherwise stated in the Preventive Care section of this Policy. 

Any charge identified as a Non-Covered Charge or which are specifically limited or excluded elsewhere in this Policy. or which arc not 
Medically Necessary and Appropriate, except as otherwise stated in this Policy. 

No11-prescriptio11 drugs or supplies, except 
a) insulin needles and syringes and glucose test strips and lancets: 
b) colostomy bags. belts and irrigators; and 
c) as stated in this Policy for food and food products for inherited metabolic diseases. 

Services provided oy a pastoral cou11selor in the course of his or her normal duties as a religious person. 

Personal co11venie11ce or comfort items including. but not limited to, such items as TV's, telephones, first aid kits. exercise equipment, air 
conditioners, humidi ficrs, saunas, hot tubs. 

Services or supplies that are not furnished by an eligible Provider. 

Services related 10 Private Duty N11rsi11g care. except as provided under the Home Health Care section of this Policy. 

The amount of any charge which is greater than a Reaso11able a11d Customary Charge. 

Services or supplies related lo rest or convalescent cures. 

Room and board charges for a Covered Person in any Facility for any period of time during which he or she was not physically present 
overnight in the Facility. 

Except as staled in the Preventive Care section, Ro11ti11e examinations or preventive care, including related x-rays and laboratory tests. except 
where a specific Illness or Injury is revealed or where a definite symptomatic condition is present; premarital or similar examinations or tests 
not required to diagnose or treat Illness or Injury. 

Services or supplies related to Routine Foot Care except: 
a) an open culling operation to treat weak, strained, flat. unstaole or unbalanced feet, mctatarsalgia or bunions: 
b) the removal of nail roots: and 
c) treatment or removal of corns. calluses or toenails in conjunction with the treatment of metabolic or peripheral vascular disease. 

Seff-admi11istered services such as: biofeedoack. patient-controlled analgesia on an Outpatient basis. related diagnostic testing. self-care and 
self-help training. 

Services provided hy a social worker. except as otherwise stated in this Policy. 

Services or supplies: 
a) eligible for payment under either federal or state programs (except Medicaiu and Medicare). This provision applies whether or not the 

Covered Person .isscrts his or her rights to obtain this coverage or payment for these services: 
h) for which a charge is not usually made. such as a Practitioner treating a professional or business associate. or services al a public health 

fair: 
c) for which a Covered Person would not have hcen charged if he or she did not have health care coverage: 
d) provided hy or ll1 a govern111cnt Hospital except as stated hclow. or unless the services arc for treatment: 
•of a non-service Emer~cncy: or 
•hy a Veteran< Administration llospital ofa non-service related Illness or Injury: 
Exception: This exclusion docs not apply to military retirees. their Dependents and the Dependents or active duty military personnel who arc 
covered under hoth this Policy and under military health coverage and who receive care in facilities of the Uniformed Services. 
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c) provided outsi<lc the United States unless the Covered Person is outside the l'nite<l States for one of the following reasons: 
•tr<1.vcl. provided the travel is for a reason other than securing health care diagnosis and/or treatment. and.travel is for a periou of 6 months pr 
less: 
•husiness assignment. provided the Covered Person 1s temporarily outside the United States for a period of 6 months or less: or 
Subject to JCarrierJ Pre-Approval. eligibility for full-time student status. provided the Covered Person is either enrolled and attending an 
Accredited School in a fmcign country; or is participating in an academic program in a foreign country. for which the institution of higher 
learning at which the student matriculates in the United States, grnnts academic credit. Charges in connection with full-time students in a 
foreign country for which eligibility as a full-time student has not been Pre-Approved by [Carrier! arc Non-Covered Charges. 

Stand-by serPices required by a Provider. 

Sterilizalirm reversc1l - services and supplies rendered for reversal of sterilization. 

Surgery, sex hormones. and related medical, psychological and psychiatric services to change a Covered Person's sex; services and supplies 
arising from complications of sex transformation. 

Teleplume consultations. 

1'ra11sp/a11t.1·, except as otherwise listed in this Policy. 

1'ra11sportatio11. travel. 

Vision therapy. 

Vitamins and dietary s11pplement.1·. 

Services or supplies received as a result of a war, declared or undeclared: police actions: services in the armed forces or units auxiliary thereto. 

Weight red11ctio11 or co11lrol, unless there is a diagnosis of morbid obesity; special foods. food supplements, liquid diets. diet plans or any 
related products and except as provided in the Nutritional Counseling and Food and Food Products for Inherited Metabolic Diseases provisions. 

Wig.Y, toupees, hair 1ra11spla11ts, hair weavi11g or a11y drug if such drug is used in connection with baldness. 

CONTINUATION RIGHTS 

COORDINATION AMONG CONTINUATION RIGHTS SECTIONS 

As used in this section. COBRA means the Consolidated Omnibus Budget Reconciliation Act of 1985 as enacted, and later amended. 

A Covered Person may be eligible to continue his or her group health benefits under this Policy's COBRA CONTINUATION RIGHTS 
(CCR) section and under other continuation sections of this Policy at the same time. 

Continuation Under CCR and NEW JERSEY GROUP CONTINUATION RiGIITS (NJGCR): If a Covered Person is eligible to continue his 
or her group health hencfits under both this Policy's CCR and NJGCR sections, he or she may elect to continue under CCR, but cannot 
continue under NJGCR. 

Continuation Under CCR and any other continuation section of this Policy: 

If a Covered Person elects to continue his or her group health henerits under both this Policy· s CCR and NJGCR, the continuations: 
a) start al the same time: 
b) run concurrently; and 
c) end independently on their own terms. 

While covered under more than one continuation section. the Covered Person: 
a) will not he entitled to duplicate benefits: and 
h) will not be subject to the premium requirements of more than one section at the same lime. 

AN IMPORTANT NOTICE AHOUT CONTJNUATION RHarrs 

The following COBRA CO'.'JTINUATION RIGHTS section may· not apply to the Employer's Policy. The Employee must contact his or 
her Employer to find out ii': 
a) the Employer is subject to the COHRA CONTINUATION RIGHTS section in ,vhich case; 
h) the section applies to the Employee. 

COHRA CONTINUATION RIGHTS ((;enerally applies lo employer grou1>s with 20 or more employees) 
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Important Notice 
U.nder this section ... Qualified Continucc·· means any person who. on.the day before any event which wo.uld qualify him or her for conlinu;ition 
under this section. is rnvered for group h.:alth henelits under this Policy us: 
a) an active. covered Employee: 
b) the spouse or an active. rnvcred Employee: or 
c) the Dependent child of an active. covered Employee. Except as stated below. any person who becomes covered under this Policy during a 

continuation provided hy this section is not a Qualified Continuee. 
Exception: A child who is horn to the covered Employee, or who is placed for adoption with the covered Employee during the continuation 
provided hy this section is a Qualified Conlinuee. 

Ir An Employee's Group Health Benefits Ends 
If an Employee·s group health henclits end due to his or her termination of employment or reduction of work hours. he or she may elect to 
continue such benefits for up to 18 months, unless he or she was terminated due to gross misconduct. 
A Qualified Continuce may elect to continue coverage under COBRA even if the Qualified Continuee: 
a) is covered under another group plan on or he fore the date of the COBRA election: or 
b) is entitled to Medicare on or before the date of the COBRA election. 

The continuation: 
a) may cover the Employee and any other Qualified Continuee; and 
b) is subject to the When Continuation Ends section. 

Extra Continuation for Disabled Qualified Continuees 
If a Qualified Continuee is determined to be disabled under Title II or Title XVI of the United States Social Security Act on the date his or her 
group health benefits would otherwise end due to the Employee's termination of employment or reduction of work hours or during the first 60 
days of continuation coverage. he or she and any Qualified Continuee who is not disabled may elect to extend his or her 18 month continuation 
period above for up to an extra 11 months. 

To elect the extra 11 months of continuation. the Qualified Continuee must give the Employer written proof of Social Security"s determination 
of his or her disability before the earlier of: 
a} the end of the 18 month continuation period; and 
b) 60 days after the date the Qualified Continuee is determined to he disabled. 

If, during this extra 11 month continuation period, the Qualified Continuee is determined to be no longer disabled under the Social Security 
Act. he or she must notify the Employer within 30 days of such determination, and continuation will end. as explained in the When 
Continuation Ends section. 

An additional 50% of the total premium charge also may be required from the Qualified Continuee hy the Employer during this extra 11 month 
continuation period. 

If An Employee Dies While Insured 
If an Employee dies while insured, any Qualified Continuee whose group health benefits would otherwise end may elect to continue such 
benefits. The continuation can last for up to 36 months, subject to the When Continuation Ends section. 

If An Employee's Marriage [or Domestic Partnership) Ends 
Ir an Employee's marriage ends due to legal divorce or legal separation [or termination of a domestic partnership!, any Qualified Continuee 
whose group health benefits would otherwise end may elect to continue such benefits. The continuation can last for up to 36 months. subject to 
the When Continuation Ends section. 

U A Dependent Loses Eligibility 
If a Dependent child's group health benefits end due to his or her loss of dependent eligibility as defined in this Policy, other than the 
Employee's coverage ending. he or she may elect to continue such benefits. However. such Dependent child must he a Qualified Continuee. 
The continuation can last for up to 36 months. subject to When Continuation Ends. 

Concurrent Continuations 
Ir a Dependent elects to continue his or her group health benefits due to the Employce·s tcnmnat10n of employment or reduction of work hours. 
the Dependent may elect to extend his or her 18 month continuation period to up to 36 months. if during the 18 month continuation period. 
either: 
a) the Dependent becomes eligible for 36 months or group health benefits due to any of the re.1sons stated above; or 
h) the Employee becomes entitled to Medicare. 

The 36 month continuation period starts on the date the 18 month continuation period started. and the two continuation periods will be deemed 
to have run concurrently. 

Special :Vledicarc Ruic 
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Exc.:cpl as staled below. the "sp<!cial rule" applies lo Dcpcndcnls of an Employee when the Employee hewmcs entitled to Medicare prior to 
termination of employment or reduction in work hours. The contiouation period for a Dependent upQn the Employee·s subsequent terrt1ination 
of employment or reduction in work hours will he the longer of the following: 
a) 18 months from the date of the Employce·s termination of employment or reduction in work hours: or 
h) 36 months from the date oflhc Employee's earlier entitlement to Medicare. 

Exce1>tion: If the Employee becomes entitled to Medicare more than 18 months prior lo termination of employment or reduction in work hours. 
this .. special rule" will not apply. 

The Qualified Continuee's Responsibilities 
A person eligible for continuation under this section must notify the Employer. in writing. of: 
a) the legal div<>rcc or legal separation {or termination of the domestic partnership I of the Employee from his or her spouse; or 
b) the loss of dependent eligibility. as <lcfincd in this Policy, ofan insured Dependent child. 

Such notice must be given to the Employer within 60 days of either of these events. 

The Employer's Responsibilities 
The Employer must notify the Qualified Continuee, in writing. of: 
a) his or her right lo continue this Policy·s group health benefits; 
h) the monthly premium he or she must pay to continue such benefits: and 
c) the times and manner in which such momhly payments must be made. 

Such written notice must be given to the Qualified Continuee within 44 days of: 
a) the date a Qualified Continuee·s group health benefits would otherwise end due to the Employee's death or the Employee's termination of 

employment or reduction of work hours; or 
h) the date a Qualified Conlinuce notifies the Employer. in writing, of the Employee's legal divorce or legal separation {or termination of the 

domestic partnership I from his or her spouse. or the loss of dependent eligibility of an insured Dependent child. 

The Employer's Liability 
The Employer will be liable for the Qualified Conlinuec's continued group health benefits lo the same extent as. and in place of. [Carrier]. if: 
a) the Employer fails to remit a Qualified Continuce·s timely premium payment to [Carrier] on time. thereby causing the Qualified 

Continuee's continued group health benefits to end; or 
b) the Employer fails to notify the Qualified Continuee of his or her continuation rights. as described ahovc. 

Election of Continuation 
To continue his or her group health benefits, the Qualified Continuee must give the Employer written notice that he or she elects to continue. 
An election by a minor Dependent Child can he made by the Dependent Child's parent or legal guardian. This must be done within 60 days of 
the date a Qualified Continuee receives notice of his or her continuation rights from the Employer as described above. And the Qualified 
Continuce must pay the first month's premium in a timely manner. 

The subsequent premiums musl be paid lo the Employer. by the Qualified Conlinuee, in advance, at the times and in the manner specified by 
the Employer. No further notice of when premiums arc due will be given. 

The monthly premium will he the total rate which would have been charged for the group health benefits had the Qua Ii ficd Continuee stayed 
insured under this Policy on a regular basis. It includes any amount that would have been paid by the Employer. Except as explained in the 
Extra Continuation for Disabled Qualilied Continuees section, an additional charge of two percent or the total premium charge may also be 
required by the Employer. 

If the Qualified Continuee foils to give the Employer notice of his or her intent to continue. or fails lo pay any required premiums in a timely 
manner. he or she waives his or her continuation rights. 

Grace in Payment of Premiums 
/\ Qualified Continucc·s premium payment is timely ii·, with respect to the lirst payment after the Qualified Continuec elects to continue. such 
payment is made no later than 45 days after such election. In all other cases. such premium payment is timely if it is made within 31 days of the 
specified date. 

If tlrncly payment is made to the plan in an amount that is not significantly less than the amount the Employer requires lo he paid for the period 
of coverage. then the amount paid is Jcemcd to satisfy the Employer's requirement for the amount that must be paid. unless the plan notifies the 
Qualiiicd Continucc or the amount of the deficiency and grants an additional 30 days for p.iyment of the deficiency to be made. An amount is 
not sign1f1Cantly less than the amount the Employer requires to be paid for .i period of coverage if and only if the shortfall is no greater th.in the 
lesser of the following two amounts: 
a) Fifty doll.irs (or ,uc:h other amount as the Commissioner m.iy provide in a rcwnuc ruling. notice. or other guidance puhlished 111 the 

Internal Revenue Code Bulkti11): or 
hl Ten percent of the amount the plan require', to he paid. 

Payment :s consiucrcd as made 011 the uatc 011 which it 1s sent to the Employer. 
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When Continuation Ends 
A Qualified Continuee's continued group health hcncfits end oo the first of the following: 
a) with respect lo continuation upon the Employee's termination of employment or reduction of work hours. the end of the 18 month pcriod 

which starts on the date the group health benefits would otherwise end; 
b) with respect to a Qualified Continuec who has elected an additional 11 months of continuation due Lo his or her own disability or the 

disability of a family member. the earlier of: 
•the end of the 29 month period which starts on the date the group health benefits would otherwise end; or 
•the fast day of the month which coincides with or ne"'t follows the date which is 30 days after the date on which a final determination is made 

that a disabled QLiali!ied Contim1ee is no longer disabled under Title JI or Title XVI or the United States Social Security Act; 
c) with respect to continuation upon the Employee's death, the Employee's legal divorce or legal separation [or termination of the dome,tic 

partnership] or the end of an insured Dependent's eligibility. the end of the 36 month period which starts on the date the group health 
benefits would otherwise end: 

d) with respect to a Dependent whose continuation is extended due lo the Employee's entitlement to Medicare, the end of the 36 month 
period which starts on the dale the group health benefits would otherwise end: 

e) lhe date this Policy ends: 
O the end of the period for which the last premium payment is made: 
g) the date he or she becomes covered under any other group health plan which contains 110 limitation or exclusion with respect to any Pre-

Existing Condition of the Qualified Continuee or contains a pre-existing conditions limitation or exclusion that is eliminated through the 
Qualified Continuee's total period of Creditable Coverage.; 

h) 1he date he or she hecomes entitled to Medicare: 
i) termination of a Qualified Continuec for cause (e.g. submission of a fraudulent claim) on the same basis that the Employer terminates 

coverage of an active employee for cause. 

NEW JERSEY GROUP CONTINUATION RIGHTS 

If An Employee's Group Benefits End 
If an Employee's health coverage ends due to termination of employment for a reason other than for cause. or reduction of work hours to below 
25 hours per week, he or she may elect to continue such benefits for up to 12 months. subject to the When Continuation Ends section. At the 
Employee's option, he or she may elect to continue health coverage for any of his or her then insured Dependents whose coverage would 
otherwise end at this time. If an Employee acquires one or more Dependents after the continued health coverage begins. he or she may elect to 
add such Newly Acquired Dependents to the continued coverage for the remaining period of continued health coverage. In order to continue 
health coverage for his or her Dependents. the Employee must elect to continue health coverage for himself or herself. 

What the Employer Must Do 
At the time of termination of employment or reduction of work hours. the Employer must notify the Employee, in writing. of: 
a) his or her right to continue this Policy's group health benefits; 
b) the monthly premium he or she must pay to continue such benefits; and 
c) the times and manner in which such monthly payments must be made. 

What The Employee Must Do 
To continue his or her health coverage, the Employee must send a written request to the Employer within 30 days of the date of termination of 
employment or reduction of work hours. The Employee must also pay the first month's premium. The first premium payment must be made 
within 30 days of the date the Employee elects continuation. 

The subsequent premiums must be paid to the Employer. by the Employee. in advance, at the times and in the manner [Carrier] specifies. 

The monthly premium will be the total rate which would have been charged for the small group benefits had the Employee stayed insured under 
this Policy on a regular basis. It includes any amount that the Employer would have paid. And an additional charge of two percent of the total 
premium may be charged for the continued coverage. 

If an Employee fails to give the Employer notice that he or she elects to continue. or fails to make any premium payment in a timely manner. he 
or she waives his or her continuation rights. All premium payments, except the first, will be considered timely if they are made within 31 days 
of the specified due dates. 

The Continued Coverage 
The Employee's continued coverage will he identical to the coverage he or she had when covered under this Policy on a regular basis. Any 
modifications made under this Policy will apply to similarly situated continuces. [Carrier] docs not ask for proof of insurability in order for an 
Employee to continue. 

When Continuation Ends 
A Covered Person's continued health coverage ends on the first of the following: 
a) the date which is 12 months from the date the small group henefits would otherwise end: 
h) the date the Ct1vered Person hecomcs di!!ihle for \'\edicare: 
cl the end of the period for which the last r7·cmium payment is made: 
<l) the date the Covered Person becomes CD\·cre<l under another group health benefits plan which contains no limitation or exclu,ion with 

respect to any Pre-Existing Condition of the Covered Person: 
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e) with respect to a Cmere<l Person who becomes wl'ere<l under another group health benl'lils plan which contains a limitation or exclusion 
with respect to a Pre-Existing Con<lition of the Covcrcd..Person. the date such limitation oc_exdusion ends; _ 

f) the date the Employer no longer provides any health hencfit plans for any of the Employer's Employt:cs or their cligihlt: Dcp~mlcms: or 
g) with respect to a Dependent. the date he or she is no longer an eligible Dependent as defined in this Policy. 

A TOTALLY DISAHLE0 EMPLOYEE'S RIGHT TO CONTINUE GROUP HEALTH HENEHTS 

If An Employee is Totally Disabled 
An Employee who is Totally Disabletl anti whose group health benefits end because his or her active employment or membership in an eligible 
class ends due to that disahility, can elect to continue his or her group health benefits. But he or she must have heen insured by this Policy for at 
least three months immediately prior to the date his or her group health benefits ends. The continuation can cover the Employee, and at his or 
her option. his or her then insured Dependents. 

How And When To Continue Coverage 
To continue group health benefits. the Employee must give the Employer written notice that he or she elects to continue such benefits. And he 
or she must pay the first month's premium. This must be done within 31 days of the dale his or her coverage under this Policy would otherwise 
end. 

Subsequent premiums must be paid to the Employer monthly. in advance. at the times and in the manner specified by the Employer. The 
monthly premium the Employee must pay will be the total rate charged for an active Full-Time Employee. insured under this Policy on a 
regular basis. on the date each payment is due. It includes any amount which would have been paid by the Employer. 

!Carrier] will consider the Employec·s failure to give notice or to pay any required premium as a waiver of the Employee's continuation rights. 

If the Employer fails. after the timely receipt of the Employee's payment, to pay [Carrier] on behalf of such Employee, thereby causing the 
Employee's coverage to end; then such Employer will be liable for the Employee's benefits. to the same extent as. and in place of, [Carrier]. 

When This Continuation Ends 
These continued group health benefits end on the first of the following: 
a) the end of the period for which the last payment is made. if the Employee slops paying. 
h) the date the Covered Person becomes employed and eligible or covered for similar benefits by another group plan, whether it be an insured 

or uninsured plan; 
c) the date this Policy ends or is amended to end for the class of Employees to which the Employee belonged: or 
d) with respect to a Dependent, the date he or she stops being an eligible Dependent as defined in this Policy. 

AN EMPLOYEE'S RIGHT TO CONTINUE GROUP HEALTH BENEFITS DURING A FAMILY LEAVE OJ<' ABSENCE 

Important Notice 
This section may not apply to an Employer's Policy. The Employee must contact his or her Employer to find out if: 
a) the Employer must allow for a leave of absence under Federal law in which case; 
b) the section applies to the Employee. 

If An Employee's Group Health Coverage Ends 
Group health coverage may end for an Employee because he or she ceases Full-Time work due lo an approved leave of absence. Such leave of 
absence must have been granted to allow the Employee to care for a sick family member or after the birth or adoption of a child. If so, his or her 
group health benefits insurance will be continued. Dependents' insurance may also be cominued. The Employee will be required to pay the 
same share of premium as before the leave of absence. 

When Continuation Ends 
Insurance may continue until the earliest of: 
a) the date the Employee returns to Full-Time work: 
bl the end of a total leave period of 12 weeks in any 12 month period: 
c) the <late on which the Employce·s coverage would have ended had the Employee not been on leave: or 
d> the end of the period for which the premium has been paid. 

[A DEPENDENT'S RIGHT TO CONTINUE GROUP IIEALTII HENEHTS 

If an Employee dies. any of his or her Dependents who were insured under this Policy may elect to continue coverage. Subject to the payment 
of the required premium. coverage may be continued until the earlier of: 
a) 180 days following the date of the Employee's death: or 
h) the date the Dependent is no longer eligible under the terms of this Policy.J 

[CONVERSION RHarrs FOi{ DIVORCEI> SPOUSES 

IF AN EMPLOYEE'S MARRIAGE [OR BOMESTIC PART:'lil<:RSIIIP] ENDS 
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If an Employee's marriage ends by legal divorce or annulment [or termination of the domestic partnership!. the group health benefits for his or 
her former spouse ends. The former spouse may convert to an individual major medical poli_cy during the conversion period. The former spouse 
may insure under his or her individual policy any of his or her Dependent children who were insured under this Policy on the date the group 
health benefits ends. Sec exceptions below. 

Exceptions 
No former spouse may use this conversion right: 
a) if he or she is eligible for Medicare; or 
b) if it would cause him or her to be overinsurcd. 

This may happen if the spouse is covered or eligible for coverage providing similar benefits provided by any other plan, insured or not insured. 
!Carrier] will determine if overinsurance exists using its standards for overinsurance. 

HOW AND WHEN TO CONVERT 

The conversion period means the 31 days after Lhc date group health benefits ends. The former spouse must apply for the individual policy in 
writing and pay the first premium for such policy during the conversion period. Evidence of insurability will not be required. 

TUE CONVERTEI> POLICY 

The individual policy will provide the medical benefits that [Carrier) is required to offer in the state where the Employer is located. 

The individual policy will take effect on the day after group health benefits under this Policy ends. 

After group health benefits under this Policy ends, the former spouse and any children covered under the individual policy may still be paid 
benefits under this Policy. If so. benefits to he paid under the individual policy will he reduced by the amount paid under this Policy.] 

EFFECT OF INTERACTION WITH A HEALTH MAINTENANCE ORGANIZATION PLAN 
HEALTH MAINTENANCE ORGANIZATION C'HMO") means a prepaid alternative health care delivery system. 

A Policyholder may offer its Employees HMO membership in lieu of the group health benefits insurance provided by this Policy ["DC" .where 
this Indemnity Plan is issued in conjunction with an HMO Plan. This Effect of Interaction with a Health Maintenance Organization Plan 
provision docs not apply to Employees and their Dependents who are HMO members due to coverage under this Indemnity Plan and the 
associated HMO Plan.) If the Employer does ["DC" offer HMO membership under an HMO plan other than the associated HMO Plan]. the 
following provisions apply. 

l.F AN INSURED EMPLOYEE ELECTS HMO MEMRERSillP 
Date Group Health Benefits Insurance Ends 
Insurance for an Employee and his or her Dependents will end on the date the Employee becomes an HMO member. 

Uenetits Al'ter Group Health Benefits Insurance Ends 
When an Employee becomes an HMO member. the Extended Health Benefits section of this Policy will not apply to him or her and his or her 
Dependents. 

Exception: 
IF, on the date membership takes effect. the HMO docs not provide benefits due to: 
a) an HMO waiting period 
bJ an HMO Pre-Existing Conditions limit. or 
c) a confinement in a Hospital not affiliated with the HMO 

AND the HMO provides benefits for Total Disability when membership ends 

THl~N group health benefits will he paid until the first of the following occurs: 
a) 30 days expire from the date membership takes effect 
h) the HMO's waiting period ends 
c) the HMO's Pre-Existing Conditions limit expires. or 
<l) hospitalization ends. 

IF AN HMO MEMHER ELECTS GROUP HEALTH UENEFITS INSURANCE PROVIDED BY THIS POLICY 
Date Transfer To Such Insurance Takes Effect 
Each Employee who is an HMO member may transfer to such insurance by wri1ten request. If he or she elects to do so. any Dependents who arc 
I IMO members must also he included in such request The date such pcrsons arc to he insured depends on when and why the transfer request is 
made. 

re11ucst made during an open enrollment period 
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!Carrier! and the Policyholder will agree when this period will he. If an Employee requests insurance during this pcrio<l. he or she an<l his or her 
Dependents will be insured on the date sm:h period ends. 

Request made hel·ause: 
a) an HMO ends its operations 
b) the Employee [moves outside] [no longer lives, works or resides in ]the HMO service area 

Ir an Employee requests insurnm:c because membership ends for these reasons. the date he or she and his or her Dependents arc to be insured 
Jepends on the date the request is made. 

If it is made: 
a) on or before the date membership ends. they will be insured on the date su~h membership ends 
bl within 31 days after the date membership ends, they will be insured on the date the request is made 
c) more than 31 days after the date membership ends. the Employee and his or her Dependents will be Late Enrollees. 

Request made because an HMO becomes insolvent 
If an Employee requests insurarn.:e because membership ends for this reason. the date he- or she and his or her Dependents arc to be insured 
depends on the date the request is made. 

If it is made: 
a) within 31 days after the date membership ends. they will be insured on the date the request is made 
b) more than 31 days after the date membership ends, the Employee and his or her Dependents will be Late Enrollees. 

Request made at any other time 
An Employee may request insurance at any time other than that described above. In this case. he or she and his or her Dependents will be Lale 
Enrollees. 

Other Provisions Affected By A Transfer 
If a person makes a transfer, the following provisions, if required by this Policy for such insurance, will not apply on the transfer date: 
a) [an Actively at Work requirement] 
b) a waiting period to the extent it has already been satisfied, or 
c) Pre-Existing Conditions Limitation provisions to the extent it has already been satisfied. 

Charges not covered 
Charges incurred before a person becomes insured will be considered Non-Covered Charges. 

Right to change premium rates 
[Carrier! has the right to change premium rates when, in its opinion. its liability under this Policy is changed by interaction with an HMO plan. 

COORDINATION OF BENEFITS AND SERVICES 

Purpose Of This Provision 
A [Covered Person] may be covered for health benefits or services by more than one Plan. For instance, he or she may he covered by this 
[Policy] as an Employee and by another plan as a Dependent of his or her spouse. If he or she is covered by more than one Plan. this provision 
allows (Carrier] to coordinate what !Carrier] pays or provides with what another Plun pays or provides. This provision sets forth the rules for 
determining which is the Primary Plan and which is the Secondary Plan. Coordination of benefits is intended to avoid duplication of benefits 
while at the same time preserving certain rights lo coverage under all Plans under which the [Covered Person I is covered. 

DEflNITIONS 
The words shown below have special meanings when used in this provision. Please read these delinitions carefully. [Throughout this provision. 
these defined terms appear with their initial letter capitali:£ed.j 

Allowable Expense: The charge fnr any health care service. supply or other item of expense for which the !Covered Person] is liable when the 
health care service. supply or other item or expense is covered at least in part under any of the Plans involved, except where a statute requires 
another definition. or as otherwise stated below. 

When this f Policy I 1s coordinating benefits with a Plan that provides benefits only for dental care. vision care. prescription drugs or hearing 
aids. i\llowahle Expense is limited lo like items or expense. 

[Carrier! will not consider the difrcrcncc hctwecn the cost or a private hospital room and that of a semi-private hospital room as an Allowahlc 
Expense unless the stay in a private roon1 is Medically Necessary and Appropriate. 

When this I Policy I is coordinating benefits with a Plan that restricts coordination of hcnci"it, to a specific coverage. [Carrier I will only consider 
corresponding services. s11pplics or items of expense lo wh1eh coordination of hcnt'fits applies as an Allowahle Expense. 
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Claim Determination Period: t\ Calendar Year. or portion of a Calendar Year. <luring which a !Covered Person I is covered by this I Policy I 
and at least one Qther Plan and incurs one or more Allowable Expense(s} un<lcr such pJans. 

Plan: Coverage with which coordination of benefits is allowed. Plan includes: 
a) Group in\urance an<l group subscriber contracts. indu<ling insurance continued pursuant to a Federal or State continuation law: 
b) Self-funded arrangements of group or group-type coverage. including insurance continued pursuant to a Federal or State continuation law: 
c) Group or group-type coverage through a health maintenance mganization (HMO) or other prepayment, group practice and individual 

practice plans. including insurance continued pursuant to a Federal or State continuation law; 
d) Group hospital indemnity benefit amounts that exceed $150 per day: 
e) Medicare or other governmental benefits. except when. pursuant to law. the benefits must he treate<l as in excess of those of any private 

insurance plan or non-governmental plan. 

Plan does not include: 
a) Individual or family insurance contracts or subscriber contracts: 
b) ln<lividual or family coverage through a health maintenance organization or under any other prepayment. group practice and in<lividual 

practice plans: 
c) Group or group-type coverage where the cost of coverage is paid solely by the [Covere<l Person! except that coveruge being continue<l 

pursuant to a Fe<leral or State continuatlon law shall be considered a Plan; 
d) Group hospital indemnity benefit amounts of $150 per day or less; 
e) School accident -type coverage; 
O A State plan under Medicaid. 

Primary Plan: A Plan whose benefits for a [Covered Person's] health care coverage must be determined without taking into consideration the 
existence of any other Plan. There may be more than one Primary Plan. A Plan will he the Primary Plan if either either "a"' or "b" below exist: 
a) The Plan has no order or benefit determination rules, or it has rules that differ from those contained in this Coordination of Benefits and 

Services provision; or 
b) All Plans which cover the [Covered Person] use order of benefit determination rules consistent with those contained in the Coordination of 

Benefits and Services provision and under those rules. the plan determines its benefits first. 

Reasonable and Customary: An amount that is not more than the usual or customary charge for the service or supply as determined by 
[Carrier], based on a standard which is most often charged for a given service by a Provider within the same geographic area. 

Secondary Plan: A Plan which is not a Primary Plan. If a [Covered Person! is covered by more than one Secondary Plan, the order of benefit 
determination rules of this Coordination of Benefits and Services provision shall be used to determine the order in which the benefits payable 
under the multiple Secondary Plans are paid in relation to each other. The benefits of each Secondary Plan may take into consideration the 
benefits of the Primary Plan or Plans and the benefits of any other Plan which. under this Coordination of Benefits and Services provision. has 
its benefits determined before those or that Secondary Plan. 

PRIMARY AND SECONDARY PLAN 
[Carrier\ considers each plan separately when coordinating payments. 

The Primary Plan pays or provides services or surplies first, without taking into consideration the existence of a Secondary Plan. If a Plan has 
no coordination of benefits provision. or if the order of benefit determination rules differ from those set forth in these provisions. it is the 
Primary Plan. 

A Secondary Plan takes into consideration the benefits provided by a Primary Plan when. according lo the rules set forth below. the plan is the 
Secondary Plan. If there is more than one Secondary Plan, the order of benefit determination rules determine the order among the Secondary 
Plans. During each Claim Determination Period the Secondary Plan(s) will pay up to the remaining unpaid allowable expenses. but no 
Secondary Plan will pay more than it would have paid if it had been the Primary Plan. The method the Secondary Plan uses to determine the 
amount to pay is set forth below in the "Procedures to he Followed by the Secondary Plan to Calculate Benefits" section of this provision. 

The Secondary Plan shall not reduce Allowable Expenses tor medically necessary and appropriate services or supplies on the basis that 
rreccrtification, prearproval. notification or second surgical orinion procedures were nol followed. 

RULES FOR THE ORDER OF UENEI•TI' DETERMINATION 

The benefits or the Plan that covers the I Covered Person I as an employee. member. subscriber or retiree shall be dctcrmincu before those of the 
Plan that covers the jCovcreu PcrsunJ as a Dependent. The coverage as an employee. member. subscriber or retiree is the Primary Plan. 

The benefits of the Plan that covers the !Covered Person] as an employee who is neither laid off nnr retired. or as a dependent of such person. 
shall be determined before those for the Plan that covers the [Covered Person) as a laid off or retire<l employee. or as such a person's 
Dcrendcnt. If the other Plan Joe, not rnntain this rule. and as a result the Plar1s do nnt a)!rce on the order or hendit Jctcrmination. this portion 
of this provision shall he i)!nored. 

The henct·its or the Plan that cm·crs the [Covered Person I as an employee. mcmhcr. suhscrihcr or retiree. or DcpcnJcnt ,,r such pcrs(>11. shall he 
determined hcfon: those or the Plan thal cnwrs the !Covered Person I unucr a ri)!ht or continuation pursuant to Federal or Slate law. If the other 

21-165 Supp. 9-20-04 



11:21 App. EXH. F DEPT. OF INSURANCE 

Plan docs not contain this rule. and as a result the Plans do not agree on the order or hencfit determination. this portion of this provision shall he 
ignorec.l 

If a child is covered as a Dependent under Plans through hoth parents. and the parents arc neither separated nor divorced. the following rules 
apply: 
a) The benefits of the Plan or the parent whose hirthday falls earlier in the Calendar Year shall he determined before those of the parent 

whose hirth<lay falls later in the Calendar Y car. 
h) If both parents have the same birthday, the benefits of the Plan which covered the parent for a longer period of time shall be determined 

before those of plan which covered the other parent for a shorter period of time. 
c) Birthday, as used above, refers only to month and <lay in a calendar year. not the year in which the parent was born. 
d) If the other plan contains a provision that determines the order of benefits based on the gender of the parent, the birthday rnle in this 

provision shall be ignored. 

If a child is covered as a Dependent under Plans through hoth parents, an<l the parents arc separated or divorced, the following rules apply: 
a) The hcnefits of the Plan of the parent with custody of the chil<l shall be determined first. 
b) The benefits or the Plan of the spou~e of the parent with custody shall be determined second. 
c) The benefits of the Plan of the parent without custody shall he determined last. 
d) If the terms of a court decree state that one of the parents is responsible for the health care expenses for the child. and if the entity 

providing rnvcrage under that Plan has actual knowledge of the terms of the court decree, then the benefits of that plan shall he determined 
first. The benefits of the plan of the other parent shall be considered as secondary. Until the entity providing coverage under the plan has 
knowledge of the terms of the court decree regarding health care expenses, this portion of this provision shall he ignored. 

If the above order of hcnelits does not establish which plan is the Primary Plan, the benefits of the Plan that covers the employee, member or 
subscriber for a longer period of time shall be determined before the benefits of the Plan(s) that covered the person for a shorter period of time. 

Procedures to be J,'ollowed by the Secondary Plan to Calculate Benefits 

In order to determine which procedure to follow it is necessary to consider: 
a) the basis on which the Primary Plan and the Secondary Plan pay benefits: and 
b) whether the provider who provides or arranges the services and supplies is in the network of either the Primary Plan or the Secondary Plan. 

Benefits may be based on the Reasonable and Customary Charge (R&C). or some similar term. This means that the provider bills a charge an<l 
the [Covered Person I may be held liable for the full amount of the billed charge. In this section. a Plan that bases benefits on a reasonable and 
customary charge is called an "R&C Plan." 

Benefits may be based on a contractual fee schedule. sometimes called a negotiated fee schedule. or some similar term. This means that 
although a provider. c;.1llcd a network provider. bills a charge. the [Covered Person I may be held liable only for an amount up to the negotiated 
fee. In this section. a Plan that hascs benefits on a negotiated fee schedule is called a "Fee Schedule Plan." If the [Covered Person] uses the 
services of a non-network provider. the plan will he treated as an R&C Plan even though the plan under which he or she is covered allows for a 
fee schedule. 

Payment to the provider may he based on a "rnpitation". This means that then HMO or other plans pays the provider a fixed amount per 
[Covered Person]. The [Covered Person! is liable only for the applicable deductible, coinsurance or copaymcnt. If the [Covered Person] uses 
the services of a non-network provider. the HMO or other plans will only pay benefits in the event of emergency care or urgent cure. In this 
section. a Plan that pays providers based upon capitation is called a "Capitation Plan." 

In the rules below. ·'provider" refers to the provider who provides or arranges the services or supplies and "HMO" refers to a health 
maintenance organiLation plan. 

Primary Plan is R&C Plan and Secondary Plan is R&C Plan 
The Secondary Plan shall pay the lesser of: 
a) the difference between the amount of the billc<l charges and the amount paid hy the Primary Plan; or 
b) the amount the Secondary Plan would have paid if 1t had been the Primary Plan. 
When the hcnelits or the Secondary Plan arc reduced as a result of this calculation. each benefit shall be reduced m proportion. and the amount 
paid shall he charged against any arplicahle benefit limit of the plan. 

Primary Plan is Fee Schedule Plan and Secondary Plan is fee Schedule Plan 
If the provider is a network provider in both the Primary Plan an<l the Secondary Plan. the Allowable Expense shall he the fee schedule of the 
Primary Plan. The Secondary Plan shall ray the lesser of: 
a) The amount of any deductible. w1nsurance or copaymcnt required by the Primary Plan: or 
b) the amount the Scwmlary Plan would have paid if it had been the Primary Plan. 
The total amount the provider receives from the Primary plan. the Secondary plan and the [Covered Person I shall not exceed the fee schedule of 
the Primary PLm. In IH> event shall the !Covered Person I be rcspons1hlc l<ir any payment in excess of till: copaymcnt. coinsurance or deductible 
of the Secondary Plan. 

Primarv PIJn is R&.CJ'\al]_and ScconJan Plan is Fcc_.Schc·dt!l_t:_Plau 
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If the provider is a nctwnrk provider in the Secondary Plun. the Secondary Plan shall pay the lesser of: 
a) _the diffcrenc~ hctwcen the amount or the bi\lc<l charges for the Allowahlc Expenses and the amount patd hy the Primary Plan: or 
h) the amount the Secondary Plan would have paid if it had hccn the Primary Plan. 
The [Covered Person[ shall only be liable for the copayment. deductible or coinsurance under the Secondary Plan if the [Covered Person] has 
no liability for copayment. dcductihle or coinsurance under the Primary Plan and the total payments by hoth the primary and Secondary Plans 
arc less than the provider's hilled charges. In no event shall the [Covered Person] be responsible for any payment in excess of ihe copayment. 
coinsurance or deductible of the Secondary Plan. 

Primary Plan is Fee Schedule Plan and Secondarv Plan is R&C Plan 
If the provider is a network provider in Lhe Primary Plan. the Allowable Expense considered by the Secondary Plan shall he the fee schedule of 
the Primary Plan. The Secondary Plan shall pay the lesser of: 
a) The amount of any dcductihlc, coinsurance or copaymcnt required by the Primary Plan: or 
b) the amount the Secondary Plan would have paid if it had been the Primary Plan. 

Primary Plan is Fee Schedule Plan and Secondarv Plan is R&C Plan or Fee Schedule Plan 
If the Primary Plan is an HMO plan that docs not allow for the use of non-network providers except in the event of urgent care or emergency 
care and the service nr supply the [Covered Person! receives from a non-network provider is not considered as urgent care or emergency care. 
the Secondary Plan shall pay benefits as if it were the Primary Plan. 

Primary Plan is Capitation Plan and Secondary Plan is Fee Schedule Plan or R&C Plan 
If the {Covered Person I receives services or supplies from a provider who is in the network of both the Primary Plan and the Secondary Plan, 
the Secondary Plan shall pay the lesser of: 
a) The amount of any deductible. coinsurance or copayment required by the Primary Plan; or 
b) Lhc amount the Secondary Plan would have paid if it had been the Primary Plan. 

Primary Plan is Capitation Plan or Fee Schedule Plan or R&C Plan and Sccondar:y Plan is Capitation Plan 
If the [Covered Personj receives services or supplies from a provider who is in the network of the Secondary Plan, the Secondary Plan shall be 
liable to pay the capitation to the provider and shall not be liable to pay the deductible. coinsurance or copayment imposed by the Primary Plan. 
The [Covered Person I shall not he liable to pay any deductible, coinsurance or copayments of either the Primary Plan or the Secondary Plan. 

Primary Plan is an HMO and Secondary Plan is an HMO 
If the Primary Plan is an HMO plan that does not allow for the use of non-network providers except in the event of urgent care or emergency 
care and the service or supply the !Covered Person] receives from a non-network provider is not considered as urgent care or emergency care. 
but the provider is in the network of the Secondary Plan. the Secondary Plan shall pay benefits as if it were the Primary Plan. Except thal the 
Primary Plan shall pay out-of-Network services. if any. authorized by the Primary Plan. 

BENEFITS FOR AUTOMOBILE RELATED INJURIES 

This section will be used to determine a person's benefits under this Policy when expenses are incurred as a result of an automohile related 
Injury. 

Definitions 
"Automobile Related Injury .. means bodily Injury sustained by a Covered Person as a result of an accident: 
a) while occupying. entering. leaving or using an automobile: or 
h) as a pedestrian; 

caused hy an automobile or by an object propelled by or from an automobile. 

"Allowable Expense means a medically necessary. rcasonahle and customary item of expense covered at least in part as an eligible expense by: 
a) this Policy: 
b) PIP: or 
c) OSAIC. 

"Eligihlc Expense·• means that portion of expense incurred for treatment of an Injury which is covered under this Policy without application or 
Cash Deductibles and Copayments. if any or Coinsmance. 

"Out-of-State Autumohde Insurance Coverage .. or ··OSAIC .. means any wverage for medical expenses under an automobile insurance policy 
other than PIP. OSAIC includes automohilc insurance policies issued in another state or jurisdiction. 

"PIP" means personal injury protection coverage providct.l as rart of an automobile insurance policy issued in New Jersey. PIP refers 
specifically to provisions for medical expense coverage. 

Octermination of primary or secondary coverage. 
This Policy provides sccont.lary rnvcragc to PIP t111lcss health coverage has hcen elected as primary coverage hy or t'or the Covered Person 
under this Policy. This election is ma(k by the named insurcd unJcr a PIP policy. Such election affects that person·, family mcmhcrs who arc 
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not themselves named insureds under another aulomohile policy. This Policy may he primary for one Covered Person, hut not for another if the 
11erson has separate uutomohilc policies and has made different selcclions regarding primacy of heal1h coyerage. • 
This Policy is sccon<lary to OSAIC. unless the OSAIC rnntains provisions which make it secondary or excess to the policyholder's plan. In that 
case this Policy will be primary. 

If there is a dispute as to which policy is primary. this Policy will pay benefits as ifit were primary. 

Benefits this Policy will pay if it is primary to PIP or OSAIC. 
If this Policy is primary to PIP or OSAIC it will pay henetits for eligible expenses in accor<lance with its terms. 

The rules of the COORDINATION OF BENEFITS AND SERVICES section of this Policy will apply ii': 
a) 1he Covere<l Person is insured un<ler more than one insurance plan; an<l 
b) such insurance plans arc primary to automohile insurance coverage. 

Benefits this Policy will pay if it is secondary to PIP or OSAIC. 
If this Policy is secondary to PIP or OSAIC the actual henefits payable will be the lesser of: 
a) the allowable expenses left uncovered after PIP or OSAIC has provided coverage after applying Cash Deductihlcs and Copayments, or 
b) the benefits that would have been paid if this Policy had hecn primary. 

Medicare 
If this Policy supplements coverage under Medicare it can he primary to automobile insurance only to the extent that Me<licare is primary to 
automobile insurance. 

MEDICARE AS SECONDARY PAYOR 

IMPORTANT NOTICE 

The following sections regarding Medicare may not apply to the Employer's Policy. The Employee must contact his or her Employer to 
find out if the Employer is subject to Medicare as Secondary Payor rules. 

If the Employer is subject to such rules, this Medicare as Secondary Payor section applies to the Employee. 

If the Employer is NOT subject to such rules, this Medicare as Secondary Payor section does not apply to the Employee, in which case, 
Medicare will be the primary health plan and this Policy will be the secondary health plan for Covered Persons who are eligible for 
Medicare. 

The following provisions explain how this Policy's group health hencfits interact with the benefits available under Medicare as Secondary 
Payor rules. A Covere<l Person may be eligihle for Medicare by reason of age, disahility, or End Stage Renal Disease. Different rules apply to 
each type of Medicare eligibility. as explained helow. 

With respect Lo the following provisions: 
a) "Medicare" when used above, means Part A and B of the health care program for the aged and disable<l provided hy Title XVIII of the 

Unite<l States Social Security Act. as amended from Lime to time. 
h) A Covered Person is considere<l to be cligihle for Medicare by reason of age from the first day of the month during which he or she 

reaches age 65. However. if the Covered Person is born on the first <lay of a month, he or she is consi<lcre<l to he eligible for Medicare 
from the first day of the month which is immcuiatcly prior to his or her 65th hirth<lay. 

c) A ·'primary" health plan pays hcnefits for a Covcre<l Person's Covered Charge lirsl, ignoring what the Covered Person's '"secondary" plan 
pays. A "secondary" health plan then pays the remairnng unpaid allowable expenses. Sec the Coordination of Benefits section for a 
definition of •·allowable expense". 

<l) ["We" means Carrier! 

MEDICARE ELIGIBILITY BY REASON 01<' AGE (Generally applies to employer groups with 20 or more employees) 

Applicability 
This section applies to an Employee or his or her insure<l spouse who is eligihlc for Medicare hy reason of age. 

Un<ler this section. such an Employee or insured spouse is referred to as a "Mc<licare eligible". 

This section docs not apply to: 
al a Covered Person. other than an Employee or insured spouse 
h Jll Employee or insured spouse who is un<lcr age 65. or 
c) a Covered Person who is eligible for Mc<licarc solely l>ll the hasis of End Stage Renal Disease. 

When An Employee or Insured S1>onse Beromes Eligihle For Medicare 
\Vhcn an Employee or insurc<l spouse hccornes clig1hlc for Medicare hy reaslm of age. he or she must ch1>ose one of the two options helow 
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Option (A) - The Medicare eligihle may choose this Policy as his or her primary health plan. If he or she Jocs. Medicare will be his or her 
secondary health plan. Sec the When This Policy is Primary section below. for details. 
Option (B) - The Medicare eligible may choose Medicare as his or her primary health plan. If he or she docs. group health benefits under this 
Policy will end. Sec the When Medicare is Primary section below. for details. 

If the Medicare eligible fails to choose either option when he or she hecomes eligible for Medicare by reason of age. !Carrier] will pay benefits 
as if he or she had chosen Option (A). 

When this Policy is primary 
When a Medicare eligible chooses this Policy as his or her primary health plan. if he or she incurs a Covered Charge for which benefits arc 
payable under both this Policy and Medicare. this Policy is considered primary. This Policy pays first, ignoring Medicare. Medicare is 
considered the secondary plan. 

When Medicare is primary 
If a Medicare eligible chooses Medicare as his or her primary health plan. he or she will no longer be covered for such benefits by this Policy. 
Coverage under this Policy will end on the date the Medicare eligible elects Medicare as his or her primary health plan. 

A Medicare eligible who elects Medicare as his or her primary health plan. may later change such election, and choose this Policy a~ his or her 
primary health plan. 

MEDICARE ELIGIBILITY BY REASON O:F DISABILITY (Generally applies to employer groups with 100 or more employees) 

Applicability 
This section applies to a Covered Person who is: 
a) under age 65; and 
b) eligible for Medicare by reason of disahility. 

Under this section. such Covered Person is referred to as a "disabled Medicare eligible". 

This section docs not apply to: 
a) a Covered Person who is eligible for Medicare by reason of age; or 
b) a Covered Person who is eligible for Medicare solely on the basis of End Stage Renal Disease. 

When A Covered Person Becomes Eligible J,'or Medicare 
When a Covered Person becomes eligible for Medicare by reason of disability. this Policy is the primary plan. Medicare is the secondary plan. 

If a Covered Person is eligible for Medicare hy reason of disability. he or she must be covered by hoth Parts A and B. Benefits will be payable 
as specified in the COORDINATION OF BENEHTS AND SERVICES section of this Policy. 

MEDICARE ELIGIBILITY UY REASON CW END STAGE RENAL DISEASE (Applies to all employer groups) 

Applicability 
This section applies to a Covered Person who is eligible for Medicare on the basis or End Stage Renal Disease (ESRD). 

Under this section such Covered Person is referred lo as a ''ESRD Medicare ehg1ble". 

This section does not apply to a Covered Person who is eligible for Medicare by reason of disability. 

When A Covered Person Becomes Eligible For Medicare Due to ESRD 
When a Covered Person becomes eligible for Medicare solely on the basis of ESRD. for a period of up to 30 consecutive months. if he or she 
incurs a charge for the treatment of ESRD for which benefits arc payahlc under both this Policy and Medicare. this Policy is considered 
primary. This Policy pays first, ignoring Medicare. Medicare is considered the secondary plan. 

This 30 month period begins on the earlier of: 
a) the first day of the month during which a regular course of renal dialysis starts: and 
h) with respect to a ESRD Medicare eligible who receives a kidney transplant. the first day of the month during which such Covered Person 

becomes eligible for Medicare. 

After the 30 month period described above ends. if an ESRD Medicare cliµihle incurs a char)!e for which benefits are payahle under both this 
Policy and Medicare. Medicare is the primary Plan. This Policy is the secondary Plan. If a Covered Person is eligible for Medicare on the basis 
of ESRD. he or she mus! he covered by both Parts A and 8. Benefits will he payable as specified in the COORDINATJON OF HENEFITS 
section of this Polic.:y. 

Amended by R.1994 d.47, effective December 22, 1993. 
See: 25 N.J.R. 5017(a), 26 N.J.R. 400(a). 
Amended by R.1994 d.498, effective September 2, 1994. 

See: 26 N.J.R. 2843(a), 26 N.J.R. 3867(a), 26 N.J.R. 4066(a). 
Petition for Rulemaking. 
See: 26 N.J.R. 5120(c). 
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Amended by R.1995 d.580, effective November 6, 1995 (operative 
January 1, 1996). 

See: 27 N.J.R. 3051(a), 27 N.J.R. 4371(a). 
Amended by R.1997 d.280, effective July 7, 1997 (operative September 

1, 1997). 
See: 29 N.J.R. 1090(a), 29 N.J.R. 2931(a). 
Amended by R.1997 d.501, effective January 1, 1998. 
See: 29 N.J.R. 4620(a), 29 N.J.R. 5069(a). 
Amended by R.1998 d.299, effective September 1, 1998. 
See: 30 N.J.R. 1883(a), 30 N.J.R. 2223(a). 

DEPT. OF INSURANCE 

Amended by R.1998 d.512, effective September 25, 1998. 
See: 30 N.J.R. 2815(a), 30 N.J.R. 3840(a). 
Amended by R.1999 d.376, effective October 6, 1999 (operative No-

vember 1, 1999). 
See: 31 N.J.R. 2442(a), 31 N.J.R. 3340(a). 
Amended by R.2000 d.304, effective June 23, 2000. 
See: 32 N.J.R. 2210(a), 32 N.J.R. 2592(a). 
Amended by R.2004 d.107, effective March 15, 2004 (operative October 

1, 2004). 
See: 35 N.J.R. 5011(a), 36 N.J.R. 1594(a). 
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EXHlBITG 

[Carrier) HMO PLAN 

SMALL GROUP HEALTII MAINTE1'ANCE ORGANIZATION (HMO) CONTRACT 

CONTRACTHOLDER: 

GROVI' CONTRACT NUMBER 
IG-12345) 

EFFECTIVE DATE OF CONTRACT: 

IABC Company I 

GOVERNING .JURISDICTION 
NEW JERSEY 

!January I. 2004] 

CONTRACT ANNIVERSARIES: !January I st of each year. heginning in 20051 

PREMIUM DUE DATES: !Effective Date, and the first day of the month heginning with February, 2004. J 

AFFILIATED COMPANIES: [DEF Company I 
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[Carrier), in consideration of the application for this Contract and the payment of premiums as stated herein, agrees to arrange [or provide] 
services and supplies in accordance with and subject to the terms of this Contract. This Contract is delivered in the jurisdiction specified ahove 
and is governed by the laws thereof. 

The provisions set forth on the following pages constitute this Contract. 

The Effective Date is specified above. 

This Contract takes effect on the Effective Date, if it is duly attested below. It continues as long as the required premiums arc paid; unless it 
ends as described in its General Provisions. 

[ Secretary President J 
["DC" THIS SMALL GROUP HEALTH MAINTENANCE ORGANIZATION CONTRACT (HMO PLAN), ISSUED BY [CARRIER] 
IS ISSUED IN CON.JUNCTION WITH THE SMALL GROUP HEALTH BENEFITS POLICY (INDEMNITY PLAN) ISSUED BY 
[CARRIER]. TOGETHER, THIS HMO PLAN AND THE INDEMNITY PLAN ISSUED BY [CARRIER] PROVIDE POINT OF 
SERVICE COVERAGE.) 

[Include legal name, trade name, phone. fax and e-mail numbers by which consumers may contact the carrier. including at least one toll-free 
number for Members] 

T AULE OF CONTENTS 
Section 
SCHEDULE 01• PREMIUM RATES AND CLASSIFICATION 
["DC" OVERVIEW OF POINT OF SERVICE PLAN] 
SCHEDULE OJ• SERVICES AND SUPPLIES 
DEFINITIONS 
ELIGinILITY 
[MEMBER] PROVISIONS 
[COVERAGE PROVISION] 
COVERED SERVICES AND SUPPLIES 
NON-COVERED SERVICES AND SUPPLIES 
COORnINATION OF BENEFITS Af'i1) SERVICES 
GENERAL PROVISIONS 
CONTINUATION RIGHTS 
MEDICARE AS SECONDARY PAYOR 

SCHEDULE OF PREMIUM RATES AND CLASSIFICATION 

!The monthly premium rate~. in U.S. Llollars. !"or the covmtge prnvidcLI under this Contract are: 
CovereLI Employee Only.. $ I 

[Covered Employee an LI Spouse..................... $ 

Covered Employee and Chil<..l(rcn) ........... $ 

Covered Employee an<l Family... ':, 
(including Covered Employee. spouse and one or rnon: cligihlc Jcpcndentsll 

21-171 
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We have the right to prospei:tively change any Premium rate{s) set forth ahove at the times and in the manner cstahlishc<l hy the provision of 
this Contract_entillc<l '"General Provisions.·· 

!"DC'' Note: The premium rates set forth ahovc are for coverage under this HMO Plan only. Refer to the Indemnity Plan issued in conJtmction 
with !his HMO Plan. for information on lhc premium rates applicable to the Indemnity Plan coverage. I 

This Contract's classificalions. and the coverages and amounls which apply to each class are shown below: 

CLASS(ES) 
(All eligible employees I 

["DC" OVERVIEW OF POINT OF SERVICE PLAN (Copayment, Deductibles. and Coinsurance) 
[NETWORK) (Provided under this HMO Plan) 

Copaymem 
Emergency Room Copaymenl 

Coinsurance 

$[ 15]. unless otherwise stated 
$50. credited toward Inpatient admission if admitted within 
24 hours 
0% [except as stated on the Schedule of Services anc 
Suoolics for Prescriotion Drugs] 

[NON-NETWORK] (Provided under the Indemnity Plan) 
Cash Deductible (calendar year, all cause) 1$2,5001 per person 

[$5,000 per family] [Note: Must be individually satisfied hy 
2 separate [Members l I 
[$7.500] 

Emergency Room Copayment (waived if admitted [$50) 
within 24 hours) 

Coinsurance [30'7'-. 20%1 

Maximum Out of Pocket $5,000 

MAXIMUM LlFETIME BENEFITS Unlimited, except as otherwise stated/ 

SCHEDULE OF SERVICES AND SUPPLIES [Using Copaymcnt] 

THE SERVICES OR SUPPLIES COVERED UNDER TIIIS CONTRACT ARE SUBJECT TO ALL COPA YMENTS [AND 
COINSURANCE) AND ARE DETERMINED PER CALENDAR YEAR PER [MEMBER], UNLESS OTHERWISE STATED. 
MAXIMUMS ONLY APPI.Y TO THE SPECIFIC SERVICES PROVIDED. 

[SERVICES 

HOSPITAL SERVICES: 

INPATIENT 

OUTPATIENT 

COPA YMENTS[/COINSURANCEJ: 

[$75, $!00. $150. S200. $300, $400, $500] Copayment/day for a maximum of 5 
days/admission. Maximum Copaymcnt ($750, $1000. $1.500, $2.500, $3,000, 
$4,000. $5.000]/Calendar Y car. Unlimited <lays. 

[$5. $ I 0. $15, $20. $30, $40, $501 Copayment/visit 

PRACTrl'IONER SERVICES RECEIVED AT A HOSPITAL: 
INPATIENT VISIT $0 Copaymcnt 
OUTPATIENT VISIT ($5. $10. $15. $20. $30. $-'0. $501 Copaymcnt/visit: no Copayment if any other 

(\,payment applies. 

E\IERGENCY ROOM [at the option of the carrier,$50. $75 or $100] Copaymcnt/visit/Memher (rn:dited 
toward Inpatient Admission if Admission occurs within 24 hours) 

Note: The Emergency Room Copaymcnt is payable in addition to the arplicahlc Copayment and Coinsurance. if any 

SUR<;ERY:. 
INPATIENT 
OUTPATIENT 

HOME HEALTH CARE 

Supp. 9-20-04 

$0 Copayment 
1$5. SI0. $15. $20. $30, $40. S50l CopaymenVvisit 

Unlimited days. if Pre-Approved: $0 Corayment. 
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HOSPICE SERVICES 

MATERNITY (PRE-NATAL CARE) 

Unlimited days. if Pre-Approved: $0 Copaymcnt. 

[at the option of the 1:arricr. $25 or same amount as primary t:arc physidan 
wpaymentJ Copayment for initial visit only: $0 Copaymcnt thereafter. 

NON-HIOLOGICALLY HASED MENTAL ILLNESS AND SUBSTANCE ABUSE: 
OUTPATIENT $15 Copayment/visit maximum 20 visits/Calendar Year. 
INPATIENT $150 Copayment/day for a maximum of 5 days per admission. 

Maximum Copaymcnt: $1.500/Calendar Year. 

Maximum of 30 days inpatient care/Calendar Year. Subject to Pre-Approval. unused Inpatient days may be exchanged for additional Outpatient 
visits, where eat:h Inpatient day may be exchanged for two Outpatient visits. 

THERAPEUTIC MANIPULATION [$5. $10. $15. $20. $30, $40. $50] Copaymcnt/visit; maximum 30 visits/Calendar 
Year 

PRE-ADMISSION TESTING 

PRESCRIPTION DRUG 

PRIMARY CARE PHYSICIAN 
[OR CARE MANAGER] SERVICES 
(OUTSIDE HOSPITAL) 

PRIMARY CARE SERVICES 

RimABILIT A TION SERVICES 

SECOND SURGICAL OPINION 

SPECIALIST SERVICES 

[$5, $10. $15. $20. $30. $40, $50] Copaymentlvisit. 

SO'¼ Coinsurance [May be substituted by Carrier with $15 Copayment.j 

[$5, $10. $15, $20. $30, $40. $50] Copayment/visit. 

[$5, $ I 0. $15, $20. $30. $40. $50] Copaymentlvisit. 

Subject to the Inpatient Hospital Services Copayment above. The Copayment docs 
not apply if Admission is immediately preceded by a Hospital Inpatient Stay. 

[$5. $10. $15, $20. $30. $40. $50] Copayment/visit. 

[$5. $10. $15. $20. $30. $40. $50] Copaymcnt/visit. 

SKILLED NURSING J,'ACILITY/EXTENDED CARE CENTER 

THERAPY SERVICES 
Speech and Cognitive Therapy (Combined). 
maximum 30 visits per Calendar Year 

Physical and Occupational Therapy (Combined) 
maximum 30 visits per Calendar Year 

DIAGNOSTIC SERVICES 
INPATIENT 
(OUTPATIENT) 

Unlimited days. if Pre-Approved: $0 Copaymcnt. 

1$5. $10. $1 S. $20. $30, $40. $50] Copayment/visit. 

$0 Copaymcnt 
1$5. $10. $15, $20. $30. $40. $501 Copaymcnt/visit 

SCHEDULE OF SERVICES AND SUPPLIES !Example Using Deductible, Coinsurance] 

The services or supplies covered under this Contract are subject to the Copayments Deductible and Coinsurance set forth below and 
are determined per Calendar Year per [Member], unless otherwise stated. Maximums only apply to the specific services provided. 

COPAYMENT 
For Primary Care Physician Visits 
Maternity (pre-natal care) 

For all other services and supplies 

DEDUCTIBLE PER CALENDAR YEAR 
•For Primary Care Physi1:ian Visits 
including Preventive Care and immuni7ations 
ant.I lead screening for children 
•Maternity (pre-natal care) 
•for all other Covered Services and Supplies 

•Per Covcrc<.l Person 
•!Per Covered Family 

[$5. $10. $15. $20. $30. $0, $50] per visit 
lat the option of the 1:arricr. $25 or same amount as primary care physician 
copaymentJ Copaymcnt/initial visit. 
Copaymcnt Not Applicahle: Refer to the Deductible and Coinsurance sections 

NONE 
NONE. 

1$250 to $2.5001 
[Dollar amount which is two times the individual Deductible.] :,.;ote: Must he 
individually satisfied hy 2 separate Members 
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COINSURANCE 
Prescription Drugs 
For all services and supplies to which a 
Copaymcnt docs not apply 
For all services and supplies to which a 
Copaymcnt applies 

50'ii 

fl0C?c-.'i0r,L in 5'if increments] 

None 

DEPT. OF INSURANCE 

EMERGENCY ROOM COPAYMENT [at the option of the carrier. $50, $75. $1001 Copaymcnt/visit/Mcmber (credited 
toward Inpatient admission if admission occurs within 24 hours as the result of the 
emergency). 

Note: The Emergency Room Copaymcnt is payable in addition to the applicable Copaymcnt, Deductible and Coinsurance. 

MAXIMUM OUT OF POCKET 
'.\1aximum Out of Pocket means the annual maximum <lollar amount that a Member Person must pay as Copayment, Deductible and 
Coinsurance for all covered services and supplies in a Calendar Year. All amounts paid as Copayment. Deductible and Coinsurance shall count 
toward the Maximum Out of Pocket. Once the Maximum Out of Pocket has been reached, the Member has no further obligation to pay any 
amounts as Copayrnent. Deductible and Coinsurance for covered services and supplies for the remainder of the Calendar Year. 

The Maximum Out of Pocket for this Contract is as follows: 
•Per Mcmhcr per Calendar Year [An amount not to exceed $5,000) 
•f Per Member per Calendar Year [Dollar amount equal to two times the per Member Maximum. I 

[Nute: Must he individually satisfied by 2 separate Members[) 
Note: The Maximum Out of Pocket cannot be met with Non-Covered Charges. 

LIMITATIONS ON SERVICES AND SUPPLIES 

Home llealth Care 

Hospice Services 

Unlimi1ed days. subject to Pre-Approval. 

Unlimited days, subject to Pre-Approval. 

Non-Biologically-Based Mental Illness and Substance Abuse 
•Outpatient Visits 20 visits per Calendar Year. 
•Inpalient Confinement 30 days per calendar year 

Subject to Pre-Approval. unused Inpatient days may be exchanged for additional Outpatient visits, where each Inpatient day may be exchanged 
for two Outpatient visits. 

Speech and Cognitive Therapy (Combined) 

Physical and Occupational Therapy (Combined) 

Therapeutic Manipulation 

Skilled Nursing Facility/ 
Extended Care Center 

30 visits per Calendar Year 

30 visits per Calendar Year 

30 visits per Calendar Year 

Unlimited days. subject lo Pre-Approval 

NOTE: NO SERVICES OR SUPPLIES WILL BE PROVIDED IF A [MEMBER] FAILS TO OBTAIN A REFERRAL FOR CARE 
THROUGH HIS OR HER PRIMARY CARE PHYSICIAN [OR HEALTH CENTER] [OR THE CARE MANAGER]. READ THE 
[MEMBER] PROVISIONS CAREFULLY BEFORE OBTAINING MEDICAL CARE, SERVICES OR SUPPLIES. 

REFER TO THE SECTION OF THIS CONTRACT CALLED "NON-COVERED SERVICES AND SUPPLIES" FOR A LIST O.F 
THE SERVICES ANI> SUPPLIES I00R WlllCII A [MEMBER] IS NOT ELIGIBLE FOR COVERAGE UNDER 1'111S CONTRACT. 

["DC" TlllS HMO PLAN AND THE ASSOCIATED INDEMNITY PLAN MAY HOTH PROVIDE BENEFITS, SERVICES OR 
SUPPLIES FOR THE SAME SERVICE OR SUPPLY. TO THE EXTENT THAT UENEFITS ARE PROVIDED UNDER THE 
INDEMNITY PLAN, THE SERVICE OR SUPPLY WILL NOT BE COVERED BY THIS IIMO PLAN. SIMILARLY, TO THE 
EXTENT THAT SERVICK~ OR SUPPLIES ARE PROVIDED UNDER TlllS HMO PLAN, lmNEFITS WILL NOT BE PROVIDED 
UNDER THE INDEMNITY PLAN. 

FOR ANY SPECIFIC [NETWORK] SERVICES AND SUPPLIES PROVIDED UNDER THIS CONTRACT WIIICII ARE SUBJECT 
TO Lli\llTATION, ANY SUCH SERVICES OR SUPPLIES THE [MEi\.lBFRJ RECEIVES UNDER TIIIS HMO PLAN WILL 
REDUCE THE CORRESPONDING BENEFIT PROVIDED UNDER THE INDEMNITY PLAN FOR THAT SERVICE OR SUPPLY. 
SIMILARLY, FOR ANY SPECIFIC UENEFJ'fS PROVIDED liNDER THE INDEMNITY PLAN WIIICII ARE SUBJECT TO 
LIMITATION, ANY SUCH BENEFITS TIIE [MEMBER] RECEIVES AS INDEMNITY PLAN COVERED CllARGgS WILL 
REl>UCE THE CORRESPONDING HMO PLAN SERVICES AND SUPPLIES AVAILABLE FOR THAT SERVICE OR SUPPLY. 
THE SERVICES AND SUPPLIES SECTION OF TlIIS HMO PLAN AND TUE COVERED CHARGES SECTION OF THE 
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INDEMNITY PLA:'i CLEARLY IDENTIFY WIIICII SERVICES AND SUPPLIES AND COVERED CHARGES ARE AFFECTED 
H\'..TIIIS REDUCTION IWLE.J 

DEflNITIONS 

The words shown below have specific meanings when used in this Contract. Please read these definitions carefully. Throughout \he Contract. 
these defined \erms appear with their initial lcl\ers capitalized. They will help I Members I understand what services and supplies arc provided. 

ACCREDITED SCHOOL. A school accredited by a nationally recognized accrediting association. such as one of the following regional 
accrediting agencies: Middle States Association of Colleges and Schools. New England Association of Schools and Colleges. North Central 
Association of Colleges and Schools, Northwest Association of Schools and Colleges. Southern Association of Colleges and Schools. or 
Western Association of Schools and Colleges. An accredited school also includes a proprietary institution approved hy an agency responsible 
for issuing certificates or licenses to graduates of such an institution. 

[ACTIVELY AT WORK or ACTIVE WORK. Performing. doing. participating or similarly functioning in a manner usual for the task for 
full pay, at the Contractholder's place ofhusincss. or at any other place that the Contractholder's business requires the Employee to go.] 

AFFILIATED COMPANY. A company defined in subsections (b), (c), (ml or (o) of section 414 of the Internal Revenue Code of 1986. All 
entities that meet the criteria set forth in the Internal Revenue Code shall be treated as one employer. 

ALCOHOL ABUSE. Abuse of or addiction to alcohol. Alcohol Abuse docs not include abuse of or addiction to drugs. Please see the 
definition of Substance Abuse. 

AMBULANCE. A certified transportation vehicle for transporting Ill or Injured people that contains all life-saving equipment and staff as 
required by applicable state and local law. 

AMBULATORY SURGICAL CENTER. A Facility mainly engaged in performing Outpatient Surgery. It must: 
a) he staffed by Practitioners and Nurses, under the supervision of a Practitioner: 
b) have operating and recovery rooms: 
c) be staffed and equipped to give emergency care; and 
d) have written back-up arrangements with a local Hospital for emergency care. 

It must carry out its stated purpose under all relevant state and local laws and be either: 
a) accredited for its stated purpose by either the Joint Commission or the Accreditation Association for ambulatory care; or 
b) approved for its stated purpose by Medicare. 

A Facility is not an Ambulatory Surgical Center. for the purpose of this Contract. if it is part of a Hospital. 

ANNIVERSARY DATE. The date which is one year from the Effective Date of this Contract and each succeeding yearly date thereafter. 

[APPROVED CANCER CLINICAL TRIAL. A scientific study of a new therapy or intervention for the treatment, palliation. or prevention 
of cancer in human beings that meets the following requirements: 
a) The treatment or intervention is provided pursuant to an approved cancer clinical trial that has been authorized or approved by one of the 

following: I) The National Institutes of Health (Phase 1. II and Ill); (2) the United States Food and Drug Administration. in the form of an 
invcstigational new drug (IND) exemption (Phase I. II and III): 3) The United Stales Department of Defense; or 4) The United States 
Department of Veteran A ff airs. 

b) The proposed therapy has been reviewed and approved oy the applicable qualified Institutional Review Board. 
c) The available clinical or pre-clinical data to indicate that the treatment or intervention provided pursuant to the Approved Cancer Clinical 

Trial will be at least as effective as standard therapy, if such therapy exists, and is expected to constitute an improvement in effectiveness 
for treatment. prevention and palliation of cancer. 

d) The Facility and personnel providing the treatment arc capable of doing so by virtue of their experience and training 
Cl The trial consists of a scientific plan of treatment that includes specified goals. a rationale and backg:rm111d for the plan. criteria for patient 

selection. specific directions l'or administering therapy and monitoring patients. a definition of quantitative measures for determining 
treatment response and methods for documenting and treating adverse reactions. All such trials must have undergone a review for 
scientific content and validity. as evidenced by approval by one of the federal entities identified in item a. A cost-benefit analysis of 
clinical trials will be performed when such an evaluation can be included with a reasonable expectation of sound assessment. I 

BIOLOGICALLY BASEi) l\U:NTAL ILLNESS. A mental or nervous condition that is caused by a hiological disorder of the brain and 
results in a clinically signitkant or psychological syndrome or pattern that substantially limits the functioning of the person with the illness. 
including but not limited to: schiwphrenia: schizoaffective disorder: major depressive disorder: bipolar disorder: paranoia and other psychotic 
disorders; obsessive-compulsive disorder: panic disorder and pervasive developmental disorder or autism. 

HIRTHING CENTER. A facility which mainly provides care and treatment for women during: uncomplicated pregnancy. routine full-term 
delivery. and the immediate post-partum period. It must: 
a) provide full-time Skilled Nursing: Care by or under the supervision of Nurses: 
h) he stalled and equipped to gi\c emergency care: and 
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c) have written ba<:k•up arrangements with a local Hospital for emergency care. 

It must 
a) carry out its state<l purpose un<ler all relevant state an<l local laws: or 
b) be approvc<l for its state<l purpose by the Accreditation Association for Ambulatory Care; or 
c) be approved for its stated purpose by Medicare. 

A Facility is not a Birthing Center. !"or the purpose of this Contract. if it is part of a Hospital. 

BOARD. The Board of Dim:tors of the New Jersey Small Employer Health Benefits Program. 

CALENDAR YEAR. Each successive twelve-month period starting on January I and ending on December 31. 

DEPT. OF INSURANCE 

[CARE MANAGER. An entity designated by Us to manage, assess, coordinate. direct and authorize the appropriate level of health care 
treatment.I 

[CASH DEDUCTIBLE. A lixed dollar amount that a Member must pay before !Carrier] provides the Member with coverage for Covered 
Services or Supplies.] 

CHURCH PLAN. Has the same meaning given thnt term under Title I. section 3 of Pub.L.93-406. the ··Employee Retirement Income Security 
Act of 1974" 

[COINSURANCE. The percentage of Covered Services or Supplies that must be paid by a !Member]. Coinsurance docs not include 
Copaymenls !or Cash Deductible].] 

CONTRACT. This contract. including the application and any riders. amendments or endorsements. between the Contractholdcr and [Carrier]. 

CONTRACTHOLDER. Employer or organization which purchased this Contract. 

COPAYMENT. A specified <lollar amount which !Member] must pay for certain Covered Services or Supplies. NOTE: The Emergem;y Room 
Copayment. if applicable. must be paid in addition to any other Copaymcnts, Coinsurance or Cash Deductible. 

COSMETIC SURGERY OR PROCEDURE. Any surgery or procedure which involves physical appearance. but which docs not correct or 
materially improve a physiological function and is not Medically Necessary an<l Appropriate. 

COVERED EMPLOYEE. A person who meets all applicable eligibility requirements. enrolls hereunder by making application. and for whom 
premium has been received. 

COVERED SERVICES OR SUPPLIES. The types of services and supplies described m the Covered Services and Supplies section of this 
Contract. 

Read the entire Contract lo find out what We limit or exclude. 

CREDITABLE COVERAGE. With respect to an Employee lor Dependent!, coverage of the Employee [or Dependent] under any of the 
following: a Group Health Plan: a group or individual Health Benefits Plan: Part A or Part B of Title XVII I of the federal Social Security Act 
(Medicare); Title XIX of the federal Social Security Act (Medicaid), other than coverage consisting solely of benclits under section 1928 of 
Title XIX of the federal Social Security Act (the program for distribution of pediatric vaccines): chapter 55 of Tale 10. United States Code 
(medical and dental care for members and certain former members of the uniformed services and their dependents): a medical care program of 
the Indian Health Service or of a tribal organization: a slate health benefits risk pool: a health plan offered under chapter 89 of Title 5. United 
States Code; n puhlic health plan as delined by federal regulation; a health benefits plan under section S(c) of the "Peace Corps Acf': or 
coverage under any other type of plan as set forth by the Commissioner of Banking and Insurance by regulation. 

Creditable Coverage <loes not include coverage which consists solely of the following: coverage only for accident or disability income 
insurance, or any combination thereof: coverage issued as a supplement to liability insurance; liability insurance. induding general liability 
insurance and automobile liability insurance: workers· compensation or similar insurance; automobile medical payment insurance; credit only 
insurance; coverage for on-site medical clinics: coverage as specified in federal regulation. under which benefits for medical care are secondary 
or incidental lo the insurance' benefits: and other coverage expressly excluded from the definition of Health Benefits Plan. 

CURRENT PROCEDURAL TERMINOLOGY (C.P.T.) The most recent edition of an annually revised listing published hy the American 
Medical Association which assigns numerical codes to procedures and categories of medical care. 

CUSTODIAL CARE. Any service or surply. including room and hoard. which: 
a) is furnished mainly to hclpjMcmhcrJ mcetfMembcr]'s routine daily needs: or 
bJ can be furnished hy someone" ho has no professional health care training or skills. 

Even if~ Covered Person is in a Hospital ('r other rccogni/ed F.icility. We do not provide 1·or that part oflhc care which is mainly custodial. 
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[DEPENDENT. 
An Employee's: 
a) legal spouse (wh.:rc legal spouse shall include a domestic partner pursuant to P.L. 2003. c. 2-l-61: 
b) unmarried Dependent child who is under age 19: and 

11:21 App. EXH. G 

c) unmarried Dependent child from age 19 until his or her 23rd hirthday. who is enrolled as a full-time student at an Accredited School. Full-
time student status will he as defined by the Accredited School. We can require periodic proof of a Dependent child's status as a full-time 
student. 

Under certain circumstances. an incapacitated child is also a Dependent. See the Eligibility section of this Contract. 

An Employee's "unmarried Dependent child" includes his or her legally adopted child. his or her step-child if such step-child depends on the 
Employee for most of his or her support and maintenance [and) [.the child of his or her domestic partner if the child depends on the Employee 
for most of his or her support and maintenance. and] children under a court appointed guardianship. We treat a child as legally adopted from the 
time the child is placed in the home for purpose of adoption. We treat such a child this way whether or not a final adoption order is ever issued. 

A Dependent is not a person who is on active duty in the armed forces of any country. 

A Dependent is not a person who is covered by this Contract as an Employee. 

At Our discretion. We can require proof that a person meets the definition of a Dependent.] 

[DEPENDENT'S ELIGIBILITY DA n:. 
The later of: 
a) the Employee's Eligibility Date; or 
b) the date the person first becomes a Dependent. I 

DEVELOPMENTAL DISABIUTY or DEVELOPMENTALLY DISABLED. A severe. chronic disability that: 
a) is attributable to a mental or physical impairment or a combination of mental and physical impairments; 
b) is manifested before the [Member) attains age 19: 
c) is likely to continue indefinitely; 
d) results in substantial functional limitations in three or more of the following areas of major life activity: self-care: receptive and expressive 

language; learning: mobility; self-direction; capacity for independent living; economic self-sufficiency: 
e) reflects the [Member's) need for a combination and sequence of special interdisciplinary or generic services. individualized support. and 

other forms of assistance that arc lifelong or of extended duration and are individually planned and coordinated. 

DIAGNOSTIC SERVICES. Procedures ordered by a recognized Provider because of specific symptoms to diagnose a specific condition or 
disease. Some examples include. but arc not limited to: 
a) radiology, ultrasound. and nuclear medicine: 
b) laboratory and pathology: and 
c) EKG's, EEG's, and other ele-:tronic diagnostic tests. 

I>ISCRETION /DETERMINATION/ DETERMINE. Our sole right lo make a decision or determination. The decision will be applied in a 
reasonable and non-discriminatory manner. 

DURABLE MEDICAL EQUIPMENT. Equipment We Determine to be: 
a) designed and able to withstand repeated use: 
b) used primarily and customarily for a medical purpose; 
c) is generally not useful to a [Member] in the absence of an Illness or Injury: and 
d) suitable for use in the home. 

Durable Medical Equipment includes, but is not limited to. apnca monitors. breathing equipment. hospital-type beds, walkers. and wheelchairs. 

Among other things. Durable Medical Equipment docs not include: adjustments made to vehicles. air conditioners, air purifiers. humidifiers. 
dehumidifiers. elevators, ramps. stair glides. Emergency Alert equipment, handrails. heat appliances. improvements made to a [Member)'s 
home or place of business. waterbcds. whirlpool baths. exercise and massage equipment. 

EFFECTIVE DA TE. The date on which coverage begins under this Contract fi:ir the Contractholder. or the date coverage begins under this 
Contract for a [Member!. as the context in which the term is used suggests. 

EMERGENCY. A medical condition manifesting itself by acute symptoms of sufficient severity including. hut not limited to. severe pain. 
psychiatric disturbances an<l/or symptoms of Substance Abuse such that a prudent layperson. who possesses an average knowledge of health 
and medicine. could expect the ahscnce of immediate medical attention to result in: placing the health of the individual (or with respect to a 
pregnant woman. the health of the woman or her unborn child) in serious jeopardy: serious impairment to hodily functions: or serious 
dysfunction of a bodily organ or part. With respe<.:t to a pregnant woman who is having contractions. an Emergency exists where: there is 
inadequate time to effect .1 safe transfer to another Hospital before delivery: or the transfer may pose a threat to the health or safety of the 
woman or unborn child. 
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EMPLOYEE. A Full-Time hona-fidc Employee (25 hours per weckJ of the Comractholdcr. Employees who work on a temporary or substitute 
hasis or who ,ire participating in an employee welfare arrangement established pursuant to a collective hargaining agreement arc no! considered 
to be Employees for the purpose of this Contract. Partners. proprietors. and independent contractors will be treated like Employees. if they meet 
all of this Contract"s conditions of eligibility. 

EMPLOYEE'S ELIGIBILITY DATE. 
a) the dale of employment: or 
b) !the day] after any applicable waiting period ends. 

EMPLOYER. (ABC Company(. 

ENROLLMENT DATE. With respect to a (Member]. the Effective Date or. if earlier. the first day of any applicable waiting period. 

EXPERIMENTAL or INVESTIGATIONAL. 
Services or supplies which We Determine arc: 

a) not of proven benefit for the particular diagnosis or treatment of a(Mcmberj's particular condition; or 
b) not generally recognized by the medical community as effective or appropriate for the particular diagnosis or treatment of a(Member]'s 

particular condition; or 
c) provided or performed in special settings for research purposes or under a controlled environment or clinical protocol. 

Unless otherwise required by law with respect to drugs which have been prescribed for treatment for which the drug has not been approved by 
the United States Food and Drug Administration (FDA). We will not cover any services or supplies. including treatment, procedures. drugs. 
biological products or medical devices or any hospitalizations in connection with Experimental or Investigational services or supplies. 

We will also not cover any technology or any hospitalization in connection with such technology if such technology is obsolete or ineffective 
and is not used generally by the medical community for the particular diagnosis or treatment of a (Member]'s particular condition. 

Governmental approval of a technology is not necessarily sufficient to render it of proven benefit or appropriate or effective for a particular 
diagnosis or treatment of a [Member J's particular condition. as explained below. 

We will apply the following five criteria in Determining whether services or supplies arc Experimental or lnvestigational: 

I. Any medical device. drug, or biological product must have received linal approval to market by the FDA for the particular diagnosis or 
condition. Any other approval granted as an interim step in the FDA regulatory process. e.g .. an lnvestigational Device Exemption or an 
Investigational New Drug Exemption. is not sufficient. Once FDA approval has been granted for a particular diagnosis or condition. use of 
the medical device. drug or biological product for another diagnosis or condition will require that one or more of the following established 
reference compendia: 

I. The American Hospital Formulary Service Drug Information; or 
II. The United States Pharmacopeia Drug Information. 

recognize the usage as appropriate medical treatment. As an alternative to such recognition in one or more of the compendia. the usage of 
the drug will be recognized as appropriate if it is recommended by a clinical study or recommended by a review article in a major peer-
reviewed professional journal. A medical device. drug. or biological product that meets the above tests will not be considered 
Experimental or lnvestigational. 

In any event. any drug which the Food and Drug Administration has determined to be contraindicated for the specific treatment for which 
the drug has been prescribed will be considered Experimental or lnvestigational. 

2. Conclusive evidence from the published peer-reviewed medical literature must exist that the technology has a definite positive effect on 
health outcomes; such evidence must include well-designed investigations that have been reproduced by nonaffiliated authoritative 
sources. with measurable results, hacked up by the positive endorsements of national medical bodies or panels regarding scientific efficacy 
and rationale; 

3. Demonstrated evidence as reflected in the published peer-reviewed medical literature must exist that over time the tcchnnlogy leads to 
improvement in health outcomes. i.e .. the beneficial effects outweigh any harmful effects: 

4. Proof as rcllccted in the puhlishcd peer-reviewed medical literature must exist that the technology is at least as effective in improving 
health outcomes as established technology. or is usahle in appropriate clinical contexts in which established technology is not employable: 
and 

5. Proof as reflected in the puhhshed peer-reviewed medical literature must exist that improvements in health outcomes. as defined in 
paragraph 3. is possible in standard conditions of medical practice. outside clinical investigatory settings. 

EXTENm~D CARE CENTER. Sec Skilled Nursing Facility. 
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l•ACILITY. A place which: 
a) is properly licensed. certified. or accredited to providc,hcalth care under the laws of the state in which il operates: and 
h) provides health care service~ which arc within the ,cope or its license. certificate or accreditation. 

11ULL-TIME. A normal work week of 25 or more hours. Work must he at the Contractholdcr's regular place of husiness or at another place to 
which an Employee must travel to perform his or her regular duties for his or her full and normal work hours. 

GOVER.i\lMENT HOSPITAL. A Hospital operated hy a government or any of its subdivisions or agencies. including. but not limited 10. a 
Federal. military, state. county or city Hospital. 

GROUP HEALTH PLAN. An employee welfare hcnefit plan. as defined in Title I of section 3 of Pub.L.93-406. the "Employee Retirement 
Income Security Act of 1974" (ERISA) (29 U.S.C. § I 002( I)) to the extent that the plan provides medical care and includes items and services 
paid for as medical care to employees or their dependents directly or through insurance, reimbursement or otherwise. 

HEALTH BENEI<TfS PLAN. Any hospital and medical expense insurance policy or certificate: health, hospital. or medical service 
corporation contract or certificate; or health maintenance organization subscriber contract or certificate delivered or issued for delivery in New 
Jersey by any carrier to a Small Employer group pursuant to section 3 of P.L. 1992. c. 162 (C. 17B: 27 A-19) or any other similar contract. 
policy. or plan issued to a Small Employer. not explicitly excluded from the definition of a health benefits plan. Health Benefits Plan docs not 
include one or more. or any combination of the following: coverage only for accident or disability income insurance, or any combination 
thereof; coverage issued as a supplement to liability insurance: liability insurance. including: general liability insurance and automobile liability 
insurance; workers' compensation or similar insurance: automoh1lc medical payment insurance; credit-only insurance; coverage for on-site 
medical clinics; and other similar insurance coverage. as specified in federal regulations. under which benefits for medical care are secondary or 
incidental to other insurance benefits. Health Benefits Plans sh'al\ not include the following benefits if they are provided under a separate policy. 
certificate or contract of insurance or arc otherwise not an integral part of the plan: limited scope dental or vision benefits; benefits for long 
term care, nursing home care. home health care. community based care, or any combination thereof: and such other similar. limited benefits as 
arc specified in federal regulations. Health Benefits Plan shall not include hospital confinement indemnity coverage if the benefits are provided 
under a separate policy. certificate or contract of insurance, there is no coordination between the provision of the benefits and any exclusion of 
benefits under any group Health Benefits Plan maintained by the same Plan Sponsor. and those benefits arc paid with respect to an event 
without regard to whether bcnelits are provided with respect to such an event under any Group Health Plan maintained by the same Plan 
Sponsor. Health Benefits Plan shall not include the following: if it is offered as a separate policy, certificate or contract of insurance: Medicare 
supplemental health insurance as defined under section 1882(g)(l) of the federal Social Security Act; and coverage supplemental to the 
coverage provided under chapter 55 of Title 10. United States Code; and similar supplemental coverage provided to coverage under a Group 
Health plan. 

[HEALTH CARE CENTER OR HEAL TII CENTER. A place operated by or on bchal r of an HMO where [Network][ I Providers provide 
Covered Services and Supplies to[Membersl.] 

HEAL TH STATUS-RELATED FACTOR. Any of the following: factors: health status: medical condition. including both physical and mental 
Illness; claims experience; receipt of health care; medical history: genetic information; evidence of insurability, including: conditions arising out 
of acts of domestic violence: and disability. 

f"DC" HMO PLAN. The Small Group Health Maintenance Organization Contract issued by [Carrier]. I 

HOME HEALTH AGENCY. A Provider which provides Skilled Nursing Care for 111 or Injured people in their home under a home health 
care program designed to eliminate Hospital stays. It must be licensed hy the state in which it operates. or it must be certified to participate in 
Medicare as a Home Health Agency. 

HOSPICE. A Provider which provides palliative and supportive care for terminally Ill or terminally Injured people. It must carry out its staled 
purpose under all relevant slate and local laws. and it must either: 
a) be approved for its stated purpose by Medicare: or 
b) he accredited for its stated purpose hy either the Joint Commission or the National Hospice Organization. 

HOSPITAL. A Facility which mainly provides Inpatient care for Ill or Injured people. It must carry out its slated purpose under all relevant 
state and local laws. and it must either: 
a) he accredited as a Hospital hy the Joint Commission. or 
h) be approved as a Hospital by Medicare. 

Among other things. a Hospital is not a convalescent. rest or nursing home or Facility. or a Facility. or part of it. which mainly proviues 
Custodial Care, educational care or rehabilitative care. A Facility for lhe aged or substance abt1sers is not a Hospital. 

ILLNESS or ILL./\ sickness or disease suffered by a[Memherl or a description or a [Member] suffering from a sickness or a disease. 

["DC" INDEMNITY PLAN. The Small Employer Health Benefits Policy issued by [Carrier! in conjunction with this HMO Plan. I 
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[INITIAL DEPENDENT. Those eligihle Dcpendenls an Employee has at the time he or she tirst hccomes digihlc for Employee coverage. If at 
the time the Employee dues not have any eligible Dependents. but later acquires them. the.first eligible Depcn<lenls he or she.acquires are his or 
her Initial Dcpcn<lents. j 

INJURY or lN.JlJRED. Damage to a [Member]"s hody. and all complications arising from that damage or a description of a [Memherj 
suffering from such damage. 

INPATIENT. [Member! if physically confined as a registered bed patient in a Hospital or other recogniLcd health care Facility: or services an<l 
supplies provided in such a selling . 

.JOINT COMMISSION. The Joint Commission on the Accreditation of Health Care Organizations. 

LATE E'.'IROLLEE. An eligible Employee [or Dependent! who requests enrollment under this Contract more than [30] days after first 
becoming eligible. However. an eligible Employee [or Dependent] will not be considered a Late Enrollee under certain circumstances. Sec the 
Employee Coverage [and Dependent Coverage] suhscction[sJ of the Eligibility section of this Contract. 

MEDICALLY NECESSARY AND APPROPRIATE. Services or supplies provided by a recognized health care Provider that We [or the 
Care Manager[ Determine to be: 
a) necessary for the symr,toms and diagnosis or treatment of the condition. Illness or Injury: 
b) provided for the diagnosis or the direct care and treatment of the con<lition, Illness or Injury; 
c) in accordance with generally accepted medical practice; 
d) not for a [Mcmhcr]"s convenience; 
c) the most appropriate level of medical care that a [Member] needs; and 
f) furnished within the framework of generally accepted methods of medical management currently used in the United States. 

In the instance of an Emergency. the fact that a Non-Network Provider prescribes. orders. recommends or approves the care. the level of care. 
or the length of time care is to be received, does not make the services Me<lically Necessary and Appropriate. 

MEDICAID. The health care program for the needy r,rovided hy Title XIX of the United States Social Security Act. as amended from time to 
time. 

MEDICARE. Parts A and B of the health care program for the aged and disabled provided hy Title XVIII of the United States Social Security 
Act. as amended from time to time. 

[MEMBER]. An eligihle person who is covered under this Contrnct (includes Covered Employee[ and covered Dependents. if any)}. 

MENTAL HEALTH CENTER. A Facility that mainly provides treatment for r,cople with mental health prohlems. It will be considered such a 
place if it carries out its stated purpose under all relevant state and local laws. and it is either: 
a) accredited for its stated purpose by the Joint Commission: 
hJ approved for its stated purpose by Medicare or 
c) accredited or licensed by the State of New Jersey to provide mental health services. 

[NETWORK] PROVIDER. A Provider which has an agreement [directly or indirectly! with Us [or Our associated medical groups] to provide 
Covered Services or Supplies. The Employee will periodically be given up-to-date lists of [Network[ Providers. The up-to date lists will be 
furnished automatically. without charge. 

!NEWLY ACQUIRED DEPENDENT. An eligible Dependent an Employee acquires after he or she already has coverage in force for Initial 
Dependents. I 

NON-BIOLOGICALLY-BASED MENTAL ILLNESS. An Illness which manifests symptoms which arc primarily mental or nervous for 
which the primary treatment is psychotherapy or psychotropic medication where the Illness is not hiologically-hased. 

In determining whether or not a particular condition is a Non-Biologically-based Mental Illness. We may refer to the current edition of the 
Diagnostic and Statistical :vlanual of Mental Con<litions of the American Psychiatric Association. 

NON-COVERED SERVICES. Services or supplies which arc not included within Our ddinition of Covered Services or Supplies. arc 
1ncludc<l in the list of Non-Covered Services and Supr,lies. or which exceed any of the limitations shown in this Contract. 

NON-[NETWORK] PROVIDER. A Provider which is not a [Network] Provider. 

NURSE. A registered nurse or liccnse<l practical nurse. including a nursing specialist such as a nurse mid-wife or nurse anesthetist. who: 
a) is r,roperly licenseu or cenific<l to r,rovidc medical care under the laws 01· the state where the nurse practices: and 
h) provides medical services which are within the scope of the nursc·s license or certificate. 

OUTPATIE1'T. I Mcrnhcrj. if not conf1nc<l as a registered hc<l patient 111 a Hospital or recognized health c·arc bcility and is not an Inpatient; or 
services and supr,lics proviucd in such Outpatient settings. 
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PERIOD OF CONFINEMENT. Consecutive Jays of Inpatient services provided to an Inpatient, or successive Inpatient confinements due tll 
the same or related causes. when discharge and re-a<lmission to a rccognitcd Facility occurs within 90 Jays ur less. We !or the Care Manager! 
Determine if the causc(s) of the confinements are the same or relatetl. 

PLAN SPONSOR. 
Has the meaning given that term under Title I. section 3 of Pub.L.93-406, the ERISA (29 LI.SC 1002( l6)(B)). That is: 
a) the Small Ei{;ploycr in the case of an employee benefit plan cstahlished or maintainetl hy a single employer; 
b) the employee organi1ation in the case of a plan established or maintained hy an employee organization; or 
c) in the case of a plan cstahlished or maintainetl by two or more employers or jointly by one or more employers and one or more employee 

organizations. the association. commillee. joint board of trustees, or other similar group of representatives of the parties who cstahlish or 
maintain the plan. 

PLAN YEAR. The year that is designated as the plan year in the plan document of a Group Health Plan. except if the plan document does not 
designate a plan year or if there is no plan document. the Plan Year is a Calendar Year. 

["DC" POINT OF SERVICE PLAN. Often referred to as a POS plan. a Point of Service Plan provides coverage for the services of [Network] 
Providers under an HMO plan as well as the services of [Non-Network] Providers under an Indemnity Plan. Whenever a person covered under 
a POS plan needs to access health care. he or she has the option to use the services of either a [Network I Provider (subject to any necessary 
authorization from his or her Primary Care Physician) or those of an [Non-Network] Provider. [Non-Network] charges are usually greater than 
the [Network] charges. anJ arc subject to a Deductible and Coinsurance. In addition, the [Member] may be liable to pay charges that exceetl the 
amount the Indemnity Plan carrier Determines to be the Reasonable and Customary Charge for a service or supply. I 

PRACTITIONER. A medical practitioner who: 
a) is properly licensed or cerl!fied to provide medical care under the laws of the state where the practitioner practices; and 
bl provides medical services which are within the scope of the practitioner's license or certificate. 

PRE-APPROVAL or PRE-APPROVED. Specific direction or instruction from a Network Practitioner or from Us in conformance with Our 
policies and procedures that authorizes a [Member] to use a Provider for health care services or supplies. 

PRE-EXISTING CONDITION. An Illness or Injury which manifests itself in the six months before a Member's Enrollment Date, and for 
which medical advice. Jiagnosis, care. or treatment was recommended or received <luring the six months immediately preceding the Enrollment 
Date. 

[PRE-EXISTING CONDITION LIMITATION. With respect to coverage. a limitation or exclusion of benefits relating to a condition hased 
on the fact that the condition was present before the Enrollment Date, whether or not any medical atlvice. diagnosis. care, or treatment was 
recommended or received before that Jate. Genetic information will not be treated as a Pre-Existing Condition in the ahsence of a diagnosis of 
the condition related to that information. Pregnancy will not be trcatetl as a Pre-Existing Condition. Sec the Non-Covered Services and 
Supplies section of this Contract for details on how this Contract limits the services for Pre-Existing Conditions.] 

PRESCRIPTION DRU(;S. Drugs, biologicals and compound prescriptions which arc sold only by prescription and which are required to 
show on the manufacturer's label the words: '"Caution-Federal Law Prohibits Dispensing Without a Prescription" or other Jrugs antl Jevices 
as Determined by Us, such as insulin. But We only cover drugs which are: 
a) approved for treatment or the [Memher's] Illness or Injury by the Food and Drug Administration; 
b) approved by the Food and Drug Administration for the treatment of a particular diagnosis or condition other than the [Member's! and 

recognized as appropriate metlical treatment for the [Member's I diagnosis or condition in one or more of the following established 
reference compendia: 
•The American Hospital Formu!ary Service Drug Information; 
•The United States Pharmacopcia Drug Information; or 

c) recommended hy a clinical stutly or recommended by a review article in a major peer-reviewed profcs,ional Journal. 
Coverage for the above drugs also includes Medically Necessary and Appropriate services associated wilh the administration of the dru)!s. 
In no event will We pay for: 
a) Jrugs labeled: "Caution-Lim1ted hy Federal Law to lnvestigational Use"; or 
b) any drug which the Food and Dru)! Administration has determined to be contraindicated for the specific treatment for which the drug has 

been prescribed. 

PRIMARY CARE PHYSICIAN (PCP). A [Network! Provider who is a doctor specializing in ramily practice. general practice. internal 
meJicinc. jobstetrics/gynecnlogy (for pre antl post-natal care. birth and treatment of the diseases antl hygiene 01· females.I or petliutrics who 
supervises, coon.ltnatcs. arranges and provides initial care and basic medical services to a \Member\: 1rntiatcs a \Mcmbcr\'s Referral for 
Specialist Services: and is responsible for maintaining continuity of patient care. 

PRIVATE DUTY NURSI;\;G. Skilled Nursing Care for Covered Persons who require individu:.ililed continuous Skilled Nursing Care 
provi<letl hy a rcgistcrctl nurse or a liccnscd practical nurse. 

PROVIDER. A rcrngill/cd Facility or Practitioner of health care. 

REASONABLE ANH (TSTO\IARY. An amount that is not more than the !lesser of: 
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•the I usual or rnstornary charge for the service or wpply as determined hy Us. haseLI on a standard apprnved hy the Board!: m 
[•the negotiatc:.LI fee schcLlulc I 

The Board will decide a standanl for what is Reasonable and Customary under this Policy. The chosen standard is an amount which is most 
often charged for a given service by a Provider within the same geographic area. 

Please note: The Coordination of Benefits and Services provision includes a distinct definition of Reasonable and Customary. 

REFERRAL. Specific direction or instruction from a JMemberJ's Primary Care Physician [or Health Center! [or Care Manager] in 
conformance with our policies and procedures that directs a [Member] to a Facility or Practitioner for health care. 

REIIAI.IILITATION CENTER. A Facility which mainly provides therapeotic and restorative services lo Ill or Injured people. It must carry 
out its stated purpose under all relevant state and local laws, and it must either: 
a) be accredited for its stated purpose by either the Joint Commission or the Commission on Accreditation for Rehabilitation Facilities; or 
h) be approved for its stated purpose hy Medicare. 
In some places a Rehabilitation Center is called a "rehabilitation hospital." 

ROUTINE FOOT CARE. The cutting, dcbridcment, trimming, reduction, removal or other care of corns, calluses, flat feet, fallen arches. 
weak feet. chronic foot strain, dystrophic nails, excrescences. helomas, hyperkeratosis, hypcrtrophic nails. non-infected ingrown nails. 
deratomas, kcratosis, onychauxis, onychocryptosis, tylomas or symptomatic complaints of the feet. Routine Foot Care also includes orthopedic 
shoes, foot orthotics and supportive devices for the foot. 

SERVICE AREA. A geographic area We define by [ZIP codesj [countyJ. 

SKILLED NURSING CARE. Services which arc more intensive than Custodial Care, arc provided by a registered nurse or licensed practical 
nurse .and require the technical skills and professional training of a registered nurse or licensed practical nurse 

SKILLED NURSING FACILITY. A Facility which mainly provides full-time Skilled Nursing Care for Ill or Injured people who do not need 
to be in a Hospital. It must carry out its stated purpose under all relevant state and local laws, and it must either: 
a) be accredited for its stated purpose by the Joint Commission; or 
b) be approved for its stated purpose by Medicare. 

SMALL EMPLOYER. In rnnnecLion with a Group Health Plan with respect to a Calendar Year and a Plan Year, any person. firm. 
corporation, partnership, or political subdivision that is actively engaged in business that employed an average of at least two but not more than 
50 eligible Employees on business days during the preceding Calendar Year and who employs at least two eligible Employees on the first day 
of the Plan Year, and the majority of the eligible Employees are employed in New Jersey. All persons treated as a single employer under 
subsection (b}, (c), (ml or (o) of section 414 of the Internal Revenue Code of 1986 shall be treated as one employer. In the case of an employer 
that was not in existence during the preceding Calendar Year, the determination of whether the employer is a small or large employer shall be 
based on the average number of eligible Employees that it is expected that the employer will employ on business days in the current Calendar 
Year. 

SPECIALIST DOCTOR. A doctor who provides medical care in any generally accepted medical or surgical specialty or sub-specialty. 

SPECIALIST SERVICES. Medical care in specialties other than family practice, general practice, internal medicine [or pcdiatricsJlor 
obstetrics/gynecology (for routine pre and post-natal care, birth and treatment of the diseases and hygiene of females)]. 

SUBSTANCE AI.IUSE. Abuse of or addiction to drugs. Substance Ahuse does not include abuse of or addiction to alcohol. Please sec the 
definition of Alcohol Abuse. 

SUBSTANCE ABUSE CENTER. A Facility that mainly provides treatment for people with Suhstance Abuse problems. It must carry out its 
stated purpose under all relevant state and local laws, and it must either: 
a) be accredited for its stated purpose hy the Joint Commission: or 
b) be approved for its stated purpose by Medicare. 

SUPPLEMENTAL LIMITED BEI\EFIT INSURANCE. Insurance that is provided in addition to a Health Benefits Plan on an indemnity 
non-expense incurred hasis. 

SURGERY. 
a) The performance of generally accepted operative and culling procedures, including surgical diagnostic procedures, specialized 

instrumentations. endoscopic examinations. and other procedures: 
h) the com:ctinn of fractures and dislocations: 
cl pre-operative and rost-opcrativc care: 
d) any of the procedures designated by the Current Procedural Terminology Codes as surgery. 

THERAPEUTIC MAISIPULATION. Treatment of the articulations of the spine and musculoskcletal structures for the purpose of relieving 
certain abnormal clinical condition, resulting from the impingement upon associated nerves causing dis~omfort. Some examples arc 
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manipulation or adjustment of the spine. hot or cold packs. electrical muscle stimulation. diathermy. skeletal adjustments. massage. adjunctive. 
ultra-sound, doppler. whirlpool . hydrotherapy or other treatment of similar natu(e. 

TOTAL DISABILITY OR TOTALLY DISABLED. Except as otherwise specified in this Contract. an Employee who. due to Illness or 
Injury. cannot perform any duty of his or her occupation or any occupation for which he or she is. or may be. suited by education. training and 
experience, and is not. in fact. engaged in any occupation for wage or profit. [A Dependent is totally disabled if he or she cannot engage in the 
normal activities of a person in good health and of like age and sex.] The Employee [or Dependent] must be under the regular care of a 
Practitioner. 

URGENT CARE. Care for a non-life threatening condition that re4uires care by a Provider within 24 hours. 

!WAITING PERIOD. With respect to a Group Health Plan amt an individual who is a potential participant or beneficiary in the Group Health 
Plan. the period that must pass with respect lo the individual before the individual is eligible to be covered for benefits under the terms of the 
Group Health Plan. I 

[WE, US, OUR. [Carrier!. 

YOU, YOUR, AND YOURS. The Contractholder. I 

ELIGIBILITY 

EMPLOYEE COVERAGE 

Eligible Employees 
Subject lo the Conditions of Eligibility set forth below, and to all of the other conditions of the Contract. all of the Contractholder' s Employees[ 
who are in an eligible dass and] who reside in the Service Arca will be eligible if ["DC" 
a) ]the Employees arc [Actively at Work] Full-Time Employecs[.]l''DC" and; 
b) the Employees enroll under the associated Indemnity Plan.I 
[In certain situations. the Actively at Work re4uirement will not apply. If an Employee is not Actively at Work due to a Health Status-Related 
Factor. the Employee will nevertheless be considered an Eligible Employee. In addition, refer lo the Exception below. I 

For purposes of this Contract. We will treat partners. proprietors and independent contractors like Employees if they meet the Contract's 
Conditions of Eligibility. 

Conditions of Eligibility 

Full-Time Requirement 
[Except where an Employee is not Actively at Work due to a Health Status-Related Factor. and except as stated below.] We will not cover an 
Employee unless the Employee is [an Actively at Work! [al Full-Time Employee. 

Enrollment Requirement 
We will not cover the Employee until the Employee enrolls and agrees to make the re4uircd payments. if any. If the Employee docs this within 
[30] days of the Employee's Eligibility Date. coverage will start on the Employee's Eligibility Date. 

If the Employee enrolls and agrees lo make the required payments. if any: 
a) more than 130] days after the Employee's Eligibility Dale; or 
b) after the Employee previously had coverage which ended because the Employee failed to make a re4uired payment. 

We will consider the Employee to he a Late Enrollee. Late Enrollees are subject lo this Contract's Pre-Existing Conditions limitation. if any 
applies. 

When an Employee initially waives coverage under this Contract. the Plan Sponsor [or We] should notify the Employee of the requirement for 
the Employee to make a statement that waiver was because he or she was covered under another group plan, if such other coverage was in fact 
the reason for the waiver. and the consequences or that re4uirement. If an Employee initially waived coverage under this Contract and the 
Employee stated at that time that such waiver was because he or she was covered under another group plan. and Employee now elects lo enroll 
under this Contract. We will not consider the Employee [and his or her Dependents] lo be !al Late Enrollcc[sl, provided the coverage under the 
other plan ends due to one of the following events: 
a) termination of employment or eligibility: 
b) reduction in the number of hours of' employment: 
e) involuntary termination: 
d) divorce or legal separation !or termination of the domestic partnership!: 
c) death or the Employee's spouse: 
f) termination or the Employer· s contribution toward coverage: or 
g) termination of the other plan ·s coverage. 
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But. the Employee must enroll under this Contract within 90 days of the date thal any of the events descrihcd above occur. Coverage v.ill take 
effect as of the dale the applicable event occurs. 

Ir an Employee initially waived coverage under tillS Contract because he or she had coverage under a Consolidated Omnibus Budget 
Reconciliation Act (COBRA) continuation provision and the Employee requests coverage under this Contract within 30 days of the date the 
COBRA continuation ended. We will not consider the Employee to be a Late Enrollee. Coverage will take effect as of the date the COBRA 
continuation ended. 

In addition. an Employee land any Dependents I will not he considered [al Late Enrollcc[sl if the Employee is employed hy an employer which 
offers multiple Health Benefits Plans and the Employee elects a different plan during the open enrollment period. 

[Further. an Employee and his or her Dependent spouse. if any. will not be considered Late Enrollees because the Employee initially waived 
coverage under this Contract for himself or herself and any then existing Dependents provided the Employee enrolls to cover himself or herself 
and his or her existing Dependent spouse. if any. under this Contract within 30 days of the marriage. birth. adoption or placement for adoption 
of a Newly Acquired Dependent.] 

[The Waiting Period 
This Contract has the following waiting periods: 

Employees in an eligible class on the Effedive Date, who have completed at least 16 months] of continuous Full-Time service with the 
Contractholdcr hy that date. are eligible for coverage under this Contract from the Effective Date. 

Employees in an Eligible Class on the Effective Date. who have not completed at least [6 months] of continuous Full-Time service with the 
Contractholder by that date. arc cligihle for coverage under this Contract from the day after Employees complete [6 months] of continuous Full-
Time service. 

Employees who enter an eligible class after the Effective Date are eligible for coverage under this Contract from the day after Employees 
complete [6 months] of continuous Full~ Time service with the Contractholder. l 

The Contractholder who purchased this Contract may have purchased it to replace a plan the Contractholder had with some other carrier. An 
Employee may have satisfied part of the eligihility waiting period under the Contractholder's old plan before it ended. If so. the time satisfied 
will be used to satisfy this Contract's eligibility waiting period if: 
a) the Employee was employed by the Contractholder on the date the Contractholder's old plan ended; and 
b) this Contract takes effect immediately upon termination of the prior plan. 

Multiple Employment 
If an Employee works for both the Contractholder and a covered Affiliated Company, or for more than one covered Affiliated Company. We 
will treat the Employee as if only one entity employs the Employee. And such an Employee will not have multiple coverage under this 
Contract. But, if this Contract uses the amount of an Employee's earnings or number of work hours to determine class. or for any other reason. 
such Employee's earnings or number of work hours will he figured as the sum of his or her earnings or number of work hours from all 
Affiliated Companies. 

When Employee Coverage Starts 
[Except where an Employee is not Actively at Work due to a Health Status-Related Factor. and except as stated below. an] [An] Employee must 
he [Actively at Work. and) working his or her regular number of hours, on the date his or her coverage is scheduled to start. And he or she must 
have met all the rnnditions of eligibility which apply to him or her. [If an Employee is not Actively at Work on the scheduled Effective Date. 
and docs nor qualify for the exception to the Actively at Work requirement. We will postpone the stan of his or her coverage until he or she 
returns to Active Work.] 

[Sometimes. a scheduled Effective Date is not a regularly scheduled work day. But an Employee's coverage will start on that date if he or she 
was Actively at Work. and working his or her regular numhcr of hours. on his or her last regularly scheduled work day. I 

The Employee must elect to enroll and agree to make the required payments if any, within 1301 days of the Employee's Eligibility Date. If he or 
she does this within [301 days of the Employee's Eligibility Date, his or her coverage is scheduled to start on the Employee's Eligibility Date. 
Such Emplnyce·s Eligibility Date is the Effective Date of an Employee's coverage. 

If the Employee docs this more than [30] days after the Employee's Eligibility Date. We will consider the Employee a Late Enrollee. Coverage 
is scheduled to start on the date We or Our authori,.cd representative or agent receive the signed enrollment form. 

]EXCEPTION to the Actively at Work Requirement 
The Exception applies if the Contractholder who purchased this Contract purchased it to replace a plan the Contractholder had with some other 
carrier. An Employee who is not Actively at Work due to Total Disahility on the date this Contract wkcs effect will initially he eligible- for 
limited coverage under lhis Contract if: 
a) the Employee wa, validly covered under the Cnntractholdcr' sold plan on the date the Cn!llractholdcr' s old plan ended: and 
b) this Contract takes effect immediately upon termination of the prior p\Jn. 
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The coverage under this Contract will be limited to coverage for services or supplies for conditions other than the disabling condition. Such 
Ii mi led coverage under this Contract will end one year from the <lute the person ·s coverage under this Contr;Kt begins. Coverage for services Qr 
supplies for the disabling condition will be provided as stateJ in an extcmlcd health benefits. or like provision. cuIHained in the 
Contractholder·s old plan. Thereafter. coverage will not be limited as described in this provision, but will be subject to the terms and conditions 
of this Comract. I 

When Employee Coverage Ends 
An Employee's coverage under this Contract will end on the first of the following dates: 

a) !the date] an Employee ceases to be jan Actively at Work) la] Full-Time Employee for any reason. Such reasons include death. retirement, 
lay-off. leave of absence, and the end of employment. 

o) [the date) an Employee stops heing an eligible Employee under this Contract. 
c) the date this Contract ends.[ or is discontinued for a class of Employees to which the Employee belongs.] 
d) [the date] for which required payments arc not made for the Employee, subject to the Payment of Premiums-Grace Period section. 
e) [the date] an Employee moves his or her permanent residence outside the Service Area. I 
!"DC" f) [the date] an Employee ceases to be insured under the associated Indemnity Plan. I 

[DEPENDENT COVERAGE 

Eligible Dependents ror Dependent Health Benefits 
[Except as stated below. an] !An] Employee's eligible Dependents are: 
a) the Employee's legal spouse [where spouse shall include a domestic partner pursuant to P.L. 2003, c. 246]: 
b) the Employee's unmarried Dependent children who are under age 19; and 
c) the Employee's unmarried Dependent children. from age 19 until their 23rd birthday. who arc enrolled as full-time students at Accredited 

Schools. Full-time students will be defined by the Accredited School. We can require periodic proof of a Dependent child's status as a full-
time student. 

[Exception: Any dependent who docs not reside in the Service Area is not an eligible Dependent. I 

Eligible Dependents will not include any Dependent who is: 
a) covered by this Contract as an Employee or 
b) on active duty in the armed forces of any country. 

Adopted Children and Step-Children 
An Employee's "unmarried Dependent children" include the Employee's legally adopted children, his or her step-children if they depend on the 
Employee for most of their support and maintenance [and] [.the child of his or her domestic partner if the child depends on the Employee for 
most of his or her support and maintenance, and] children under a court appointed guardianship. !Carner! will treat a child as legally adopted 
from the time the child is placed in the home for the purpose of adoption. [Carrierl will treat such a child this way whether or not a final 
adoption order is ever issued. 

Incapacitated Children 
An Employee may have an unmarried child with a mental or physical handicap. or developmental disability. who is incapable of earning a 
living. Subject to all of the terms of this section and the plan, such a child may stay eligible for Dependent health benefits past this Contract's 
age limit for eligible Dependents. 

The child will stay eligible as long as the child stays unmarried and mcapablc of earning a living, if: 

a) the child's condition started before he or she reached this Contract's age limit: 
h) the child Jcpends on the Employee for most of his or her support and maintenance; and 
c) the child became covered by this Contract or any other policy or contract before the child reuched the age limit and stayed continuously 

covered after reaching such limit. 

But. for the child to stay elig1ble. the Employee must send Us written proof that the child 1s handicapped or developmentally disabled and 
depends on the Employee \'or most of his or her support and maintenance. The Employee has 31 days from the date the child reaches the age 
limit to do this. We can ask for periodic proof that the child's condition continues. But. after two years, We cannot ask for this more than once a 
year. 

The child's coverage cn<ls when the Employce·s coverage <locs. 

Enrollment Requirement 
An Employee must enroll his or her eligible Dcpcn<lcnts in order for them to he covered under this Contract. ["DC" Only eligible Dependents 
who the Employee includes for coverage under the associated Indemnity Plan may be enrolled under this HMO Plan.] [Carrier) considers an 
eligible Dependent to be a Late Enrollee. if the Employee: 
:i) enrolls a Dependent [and agrees to make the require<.! payments! more than 1301 days ai'tcr the Dependent's Eligibility Date: 
hi in the case of a Newly Acquired Dependent. has other eligible Dependents whose coverage previously ended because Lhc Employee foiled 

lo make the required contributions. or othcr\\'isc chose to end such co,·cragc 
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l«ile Enrollees arc suhjccl 10 this Contract's Pre-Existing Conditions limitations section. if any applies. 

If the Employee·s dependent coverage ends for any reason, including failure to make the required payments, his or her Dependents will be 
considered Late Enrollees when their coverage begins again. 

When an Employee initially waives coverage for a spouse and/or eligible Dependent children under this Contract. the Plan Sponsor [or We] 
should notify the Employee of the requirement for the Employee to make a statement that waiver was because the spouse and/or eligible 
Dependent children were covered under another group plan. if such other coverage was in fact the reason for the waiver, and the consequences 
of that requirement. If the Employee previously waived coverage for the Employee's spouse or eligible Dependent children underthis Contract 
and stated at that time that such waiver was because they were covered under another group plan, and the Employee now elects to enroll them 
in this Contract, the Dependent will not be considered a Late Enrollee. provided the Dependent's coverage under the other plan ends due to one 
of the following events: 
a) termination of employ men I or eligibility: 
b) reduction in the number of hours of employment: 
c) involuntary termination: 
d) divorce or legal separation [or termination of the domestic partnership]: 
e) death of the Employee's spouse; 
t) termination of the contrihution toward covemge that was being made by the employer that offered the group plan under which the 

Dependent was covered; or 
g) termination of the other plan's coverage. 

But. the Employee's spouse or eligible Dependent children must be enrolled by the Employee within 90 days of the date lhal any of the events 
described above occur. Coverage will take effect as of the date the applicable event occurs. 

And, We will not consider an Employee's spouse or eligible Dependent children for which the Employee initially waived coverage under this 
Contract, to be a Late Enrollee. if: 
a) the Employee is under legal obligation to provide coverage due to a court order; and 
b) the Employee's spouse or eligible Dependent children are enrolled by the Employee within 30 days of the issuance of the court order. 
Coverage will take effect as of the date required pursuant to the court order. 

In addition, if an Employee initially waived coverage under this Contract for the Employee's spouse or eligible Dependent children because the 
spouse and/or Dependent children had coverage under a Consolidated Omnibus Budget Reconciliation Act (COBRA) continuation provision 
and the Employee requests coverage for the spouse and/or Dependent children under this Contract within 30 days of the date the COBRA 
continuation ended, We will not consider the spouse and/or Dependent children to be Late Enrollees. Coverage will take effect as of the date the 
COBRA continuation ended. 

When Dependent Coverage Starts 
In order for an Employee's dependent coverage to begin the Employee must already be covered for Employee coverage or enroll for Employee 
and Dependent coverage at the same time. Subject to all of the terms of this Contract. the date an Employee's dependent coverage starts 
depends on when the Employee elects Lo enroll the Employee's Initial Dependents[ and agrees to make any required payments!. 

If the Employee does this within [301 days of the Dependent's Eligibility Date, the Dependent's Coverage is scheduled to start on the later of: 
a) the Dependent" s Eligibility Date, or 
h) the date the Employee becomes covered for Employee coverage. 

If the Employee does this more than [30] days alter the Dependent's Eligibility Date. We will consider the Dependent a Late Enrollee. 
Coverage is scheduled to start on the later of: 
a) the date We or Our authorized representative or agent receive the signed enrollment form: or 
b) the date the Employee becomes covered for Employee coverage. 

Once an Employee has dependent coverage for Initial Dependents, the Employee must notify Us of a Newly Acquired Dependent within the 
[301 days after the Newly Acquired Dependent's Eligibility Date. If the Employee does not. the Newly Acquired Dependent is a Late Enrollee. 

A Newly Acquired Dependent other than a newborn child or newly adopted child will he covered from the later of: 
a) the date the Employee notifies Us ( and agrees to make any additional payments]. or 
h) the Dependent's Eligibility Date for the Newly Acquired Dependent. 

If lhe Contracthol<ler who purchased this Contract purchased it to replace a plan lhe Contractholder had with some other carrier, a Dependent 
who is Totally Disabled on the date this Contract takes effect will initially he eligible for limited coverage under this Contract if: 
a) the Dependent was validly covered under the Contractholder's old plan on the date the Contractholder's old plan ended; and 
b) !his Contract takes effect immediately upon termination of the prior plan. 

The coverage under !his Contract will be limited to coverage for services or supplies for conditions other than the disabling condition. Such 
limited coverage under this Contract will end one year from the date the person ·s c~1veragc under this Contract begins. Coverage for services or 
supplies for the disahling condition will he provided as stated in an extended health benefits. or like provision. contained in the 
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Contractholder·s old plan Thereafter. coverage will not be limited as descrihed 111 th1, provision. but will be subject to the terms and conditions 
of this Contract. 
Newborn Children 
We will cover an Employee·s newborn child for 31 days from the date of birth w11hout additional premium. Coverage may be continued 
beyond such 31-day period as stated below: 
a) If the Employee is already covered for Dependent child coverage on the date the child is born, coverage automatically continues beyond 

the initial 31 days. provided the premium required for Dependent child coverage continues to be paid. The Employee must notify Us of the 
birth of the newborn child as soon as possible in order that We may properly provide coverage under this Contract. 

h> If the Employee is not covered for Dependent child coverage on the date the child is horn. the Employee must: 

I J l.!ive written notice to enroll the newborn child!; and 
2) pay the premium required for Dependent child coverage within 31 days after the date of birth.] 

If the notice is not given and the premium is not paid within such 31-day period, the newhorn child"s coverage will end at the end of such 31-
day period. If the notice is given and the premium paid after that 31-day period. the child will be a Late Enrollee 
When Dependent Coverage Ends: 
A Dependent's coverage under this Contract will end on the first of the following dates: 
a) [the date ]Employee coverage ends; 
lb) the date the Employee stops being a member of a class of Employees eligible for such coverage;] 
[c)j the date this Contract ends; 
[d)I the date Dependent coverage is dropped from this Contract for all Employees eligible for such coverage; 
le) the date an Employee fails to pay any required part of the cost of Dependent coverage. It ends on the last day of the period for which the 

Employee made the required payments, unless coverage ends earlier for other reasons.] 
[OJ at 12:01 a.m. [on the last day of the calendar month following I fon] the date the Dependent stops being an eligible Dependent. 
[g) I with respect to a Dependent spouse. the date the spouse moves his or her permanent residence outside the Service Area.\ 
["'DC' h) the date the Dependent ceases to be insured under the associated Indemnity Plan.]] 

EXTENDED HEALTH BENEHTS 
If this Contract ends and a [Member] is Totally Disabled and under a Practitioncr"s care. We will extend health benefits for that person under 
this Contract as explained helow. This is done at no cost lo the [Member]. 

We will only extend benefits for a [Memher] due to the disabling condition. Any services and supplies must be provided before the extension 
ends. And what We cover is based on all the terms of this Contract. 

We do not cover services. supplies or charges due to other conditions. And. We do not cover services. supplies or charges incurred by other 
family members. 

The extension ends on the earliest of: 
a) the date the Total Disability ends; 
b) one year from the date the person's coverage under this Contract ends; or 
c) the date the person has reached the payment limit, if any, for his or her disahling condition. 

The Employee must submit evidence to Us that he or she or his or her Dependent is Totally Disahlcd. if We request it. 

TERMINATION J<'OR CAUSE. Ir any of the following conditions exist. We may give written notice to the [Member] that the person is no 
kmger covered under this Contract: 
a) Untenable Relationship: After reasonahle efforts, We and/or [Network! Providers arc unahlc to cstahlish and maintain a satisfactory 

relationship with the [Member] or the [Member] fails to abide by our rules and regulations, or the [Member! acts in a manner which is 
verbally or physically abusive. 

h) Misuse of Identification Card: The /Member] permits any other person who is not authorized by Us to use any identification card We 
issue to the [Member]. 

c) Furnishing Incorrect or Incomplete Information: The [Member] furnishes material information that is either incorrect or incomplete in 
a statement made for the purpose of effecting coverage under this Contract. This condition is subject to the provisions or the 
Incontestability or the Contract section. 

d) Nonpayment: The [Memherj fails to pay any Copayment [or Coinsurance] or to make any reimbursement to Us required under this 
Contract. 

e) Misconduct: The [Mcmhcrj ahuscs the system. including but not limited l,1: theft. damage to /Ourj [Network Provider's] property. forgery 
of drug prescriptions. and consistent failure to keep schcJulcd appointments. 

t) Failure to Cooperate: The /Member! fails to assist Us in coordinating benefits as described in the Coordination of Benefits and 
Services Section. 

If We give the /Member! such wrillen notice: 

al that person will cease lo he a !Member! for the coverage under this Contract immediately if termination is occurring due to Misuse of 
Identification Card (h above) or Misconduct (e ahovc). otherwise. on the date'.', I days after such written notice is given hy Us: and 

b> no benefits will be provided to the I Member! under the coverage after that date. 
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Any action by Us under these provisions is subject to review in .ilCCordancc with the Appeal Procedures We estahlish. 
[MEMBER] PROVISIONS 

THE ROLE OF A [MEMBER'S] PRIMARY CARE PHYSICIAN 
A [Member's! Primary Care Physician provides basic health maintenance services and coordinates a [Member's I overall health care. Anytime a 
[Member] needs medical care. the [MembcrJ should contact his or her Primary Care Physician [or the Care Manager] and identify himself or 
herself as a [Member] of this program. 

In an Emergency, a [Memberj may go directly to the emergency room. If a [Member] docs, then the [Member! must call his or her Primary 
Care Physician [or the Care Manager] and [Member] Services within 48 hours. If a !Member[ docs not call within 48 hours, We will provide 
services ["DC" under this HMO Plan I only if We [or the Care Manager! Determine that notice was given as soon as was reasonably possible. 

["DC" Note: Under the terms of the associated Indemnity Plan, there is no requirement that the Member contact a Primary Care Physician to 
access services or supplies. hut all benefits arc subject to the terms and conditions of the associated Indemnity Plan.] 

[THE ROLE OF THE CARE MANAGER. The Care Manager will manage a [Member's] treatment for la Biologically-based Mental Illness, 
a Non-Biologically-based Mental Illness, Substance Abuse, or Alcohol Abuse/. A !Member! must contact the Care Manager or the [Member's) 
Primary Care Physician when a [Member] nee<ls treatment for one of these conditions. I 

SELECTING OR CHANGING A PRIMARY CARE PHYSICIAN [OR HEALTH CENTER] 
When an Employee first obtains this coverage, the Employee and each of the Employee·s covered Dependents must select a Primary Care 
Physician [or Health Center/. 

[Members! select a Primary Care Physician jor Health Center] from Our [Physician or Practitioners Directory!; this choice is solely a 
[Member's]. However, We cannot guarantee the availability of a particular Practitioner. If the Primary Care Physician initially selected cannot 
accept additional patients. a [Member\ will be notified and given an opportunity to make another Primary Care Physician selection. [If a 
[Member) fails to select a Primary Care Physician [or Health Center], We will make a selection on behalf of the [Member].] 

(After initially selecting a Primary Care Physician, !Members! can transfer to different Primary Care Physicians if the physician-patient 
relationship becomes unacceptable. The [[Member] can select another Primary Care Physician from Our [Physician or Practitioners] Directoryj. 

[For a discretionary change of PCP. the new PCP selection will take effect no more than 14 days following the date of the request. For a change 
necessitated by termination of the prior PCP from the Network, the new PCP selection will take effect immediately. 

IDENTIFICATION CARD 
The Identification Card issued by Us to [Members] pursuant to this Contract is for identification purposes only. Pussession of an Identification 
Card confers no right to services or benefits under this Contract, and misuse of such Identification Care.I constitutes grounds for termination of 
[Member's] coverage. If the [Member! who misuses the card is the Employee, coverage may be terminated for the Employee as well as any of 
the Employee's Dependents who arc [Members]. To be eligible for services or benefits under this Contract, the holder of the card must be a 
!Member] on whose behalf all applicable premium charges under this Contract have been paid. Any person receiving services or benefits which 
he or she is not entitled to receive pursuant to the provisions of this Contract shall be charged for such services or benefits at prevailing rates. 

If any [Member[ permits the use of his or her Identification Card by any other person, such card may be retained by Us, and all rights of such 
!Member] and his or her Dependents. if any. pursuant to this Contract shall be terminated immediately. subject to the Appeals Procedures. 

CONHDENTIALITY 
Information contained in the medical records of [Members] and information received from physicians, surgeons, hospitals or other health 
professionals incident to the physician-patient relationship or hospital-patient relationship shall be kept confidential by Us: and except for use 
incident to bona fide medical research and education as may be permitted by law. or reasonably necessary in connection with the administration 
of this Contract or in the compiling of aggregate statistical data, or with respect to arbitration proceedings or litigation initiated by [Member) 
against Us, may not be disclosed without the [Member's! writlen consent. except as required or authorized by law. 

INABILITY TO PROVIDE [NETWORK] SERVICES AND SUPPLIES 
In the event that due to circumstances not within Our reasonable: control. including but not limited to major disaster. epidemic, complete or 
partial destruction of facilities. riot. civil insurrection. disability of a sig:nitk:mt part of Our [Network! Providers or cmitics with whom We have 
arranged for services under this Contract. or similar causes. the rendition of medical or hospital benefits or other services providecl unclcr this 
Contract is delayed or rendered impractical. We shall not have any liability or obligation on account of such delay or failure to provide services. 
We arc required only to make a good faith effort to provide or arrange for the provision of services. taking into account the impact of the event. 

REFERRAL F'ORMS 
A !Member! can be Referred for Specialist Services by a (Member·s1 Primary Care Physician. 

Except in the case of an Emergency, a [Mcmher] will not he eligible for any services ("DC" under this HMO Plan] provided by anyone 
other than a [Member's) Primary Care Physician (including hut not limited to Specialist Services) ii' a [Member] has not been Referred 
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hy his or her Primary Care Physician. Referrals must he obtained prior to receiving services and supplies from any Practitioner other 
than the [Member's] Primary Care Physician. 

NON-COMPLIANCE WITH MEDICALLY NECESSARY AND APPROPRIATE TREATMENT 
A [Mcmherj has the right under New Jersey law to refuse procedures. medicines. or courses of treatment. A [Member] has the right to 
participate in decision-making regarding the [Memhcr'sj care. Further, a [Mcmherl may. for personaL religious or cultural reasons disagree or 
not comply with procedures. medicines. or courses of treatment deemed Medically Necessary aml Appropriate hy a [Network] Practitioner. A 
[Member] who refuses procedures, mc<licincs or courses of treatment has the right lo seek a sernn<l opinion from another !Network] 
Practitioner. If such [Network] Practilloner(s) helievc(s) that the recommended procedures, medicines. or courses or treatment arc Medically 
Necessary and Appropriate. the [Network! Practitioner shall inform the [Member] of the consequences of not complying with the recommended 
procedures, medicines, or courses or treatment and seek to resolve the <lisagrcement with the [Member] and or the [Member's] family or other 
person acting on the [Member's I behalf. If the [Member] refuses to comply with recommended procedures. medicines. or courses of treatment. 
We will notify the [Member[ in writing that We will not provide further benefits or services for the particular condition or its consequences 
["DC" under this HMO Plan]. The [Member's! decision to reject Medically Necessary and Appropriate procedures. medicines, or courses of 
treatment is subject to the Appeals Procedure and We will continue to provi<le all benefits covered by the Contract during the pendency of the 
Appeals Proce<lurc. We reserve the right to expedite the Appeals Procedure. If the Appeals Procedure results in a decision upholding the 
position of the [Network] Practitioner(s) and the dispute is unresolved, We will have no further responsibility to provide any of the benefits 
available under this Contract for treatment of such condition or its consequences unless the [Member] asks, in writing and within 7 days of 
being informed of the result of the Appeals Proce<lure. to terminate his or her coverage under this Contract. In such event, We will continue to 
provide all benefits covered hy this Contract for 30 <lays or until the date of termination, whichever comes first, and We and the [Network! 
Practitioner will cooperate with the [Member] in facilitating a transfer of care. 

REJ<'USAL OF LIFE-SUSTAINING TREATMENT 
A [Member] has the right under New Jersey law to refuse life sustaining treatment. A [Member] who refuses life sustaining treatment remains 
eligible for all benefits including Home Health and Hospice benefits in accordance with this Contract. We will follow a [Member's I properly 
execute<l advance directive or other valid in<lication of refusal of life sustaining treatment. 

REPORTS AND RECORDS 
We arc entitled to receive from any Provider of services to a [Member]. such information We deem is necessary to administer this Contract. 
subject to all applicable confidentiality requirements as defined in this Contract. By accepting coverage under this Contract. the Employee. for 
himself or herself. and for all Dependents covered hereunder. authorizes each and every Provider who renders services to the [Member] 
hereunder to disclose to Us all facts and information pertaining to the care, treatment and physical condition or the !Member] and render reports 
pertaining to same to Us. upon request. and to permit copying of a [Member's] records by Us. 

MEDICAL NECESSITY 
[Members] will receive designated henefits under the Contract only when Medically Necessary and Appropriate. We !or the Care Manager] 
may Determine whether any benefit provided under the Contract was Medically Necessary and Appropriate, and We have the option to select 
the appropriate [Network] Hospital to render services if hospitalization is necessary. Decisions as to what is Medically Necessary and 
Appropriate arc subject to review by [Our quality assessment committee or its physician dcsignee]. We will not. however. seek reimbursement 
from an eligible [Member] for the cost of any covered benefit provided under the Contract that is later Determined to have been medically 
unnecessary and inappropriate, when such service is rendered by a Primary Care Physician or a Provider referred in writing hy the Primary Care 
Physician without notifying the [Member! that such benefit would not he covered under this Contract. 

LIMITATION ON SERVICES 
Except in cases of Emergency. services [·'DC" under this HMO Plan] arc available only from Network Providers. We shall have no liability or 
oh ligation whatsoever on account of any service or benefit sought or received by a[Mcmber] from any Provider or other person, entity, 
institution or organization unless prior arrangements arc made hy Us. 

PROVIDER PAYMENT 
J[Different] providers in Our Network have agreed to be paid fin different ways by Us. A Member's Provider may be paid] leach time he or she 
treats the Member ("fee for service"][. or may he paid! [ a set fee for each month for each Member whether or not the Member actually receives 
services ("capitation")] I • or may receive! [ a salary]. !These payment methods may include financial incentive agreements to pay some 
providers more ("bonuses") or less ("withholds'') based on many factors: Member satisfaction. quality of care. and control or costs and use of 
services among them.] If a Member desires additional information about how Our Primary Care Physicians or any other Provider in Our 
Network arc compensated. please call Us at [telephone number] or write Jaddressj. 

The laws of the state of New Jersey. at N.J.S.A. 45:9-22.4 ct seq .. mandate that a physician. chiropractor ar podiatrist who is permitted to make 
Referrals lo other health care Providers in which he or she has a significant financial interest inform his or her patients nf any significant 
financial interest he or she may have in a health care Provider or Facility when making a Referral to that health care Provider or Facility. If a 
Member wants more information about this the !Memhcr[. the [Member! should contact his or her physician. chiropractor or podiatrist. If a 
Member believes he or she 1s m>t receiving the inrormation to which the Vlcmber is entitled. Cllntact the Division of Consumer Affairs in the 
New Jersey Department or Law and Public Safety at (973) 504-6200 OR (800J 242-5846.] 

APPEAL PROCEDURE 
NOTE TO CARRIERS: Insert Appeals Procedure text here. The Appeal Procedure text must satisfy the requirements of l\:.J.A.C. 8:38-8.5 ct 
seq. The text must include spc-cific information regarding the Stage I. Stage 2 and External Appeals process. 
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In addition. Carriers are reminded that 29 CFR Part 25q0 addresses claims procedures. llis expected that the text include<.! in this Appeals 
Procedure section will include information the Carrier deems necessary tc) comply with the requirements of 29 CFR Part 2560. 
[CONTINUATION OF CARE 

We shall provide written notice to each [Member! at least 30 business days prior to the termination or withdrawal from Our Provider Network 
of a [Member's] PCP and any other Provider from which the [Member! is nirrcntly receiving a course of treatment. as reported to Us. The 30-
day prior notice may be waived in cases of immediate termination of a health care professional based on a breach of contract by the health care 
professional, a determination of fraud. or where Our medical director is of the opinion that the health care professional is an imminent danger to 
the patient or the public health. safety or welfare. 

We shall assure continued coverage of covered services at the contract rate by a terminated health care professional for up to four months in 
cases where it is Medically Necessary and Appropriate for the [Memherl to continue treatment with the terminated health care professional. 

In case of pregnancy of a [Member]. coverage of services for the terminated health care professional shall continue to the postpartum evaluation 
of the [Member], up to six weeks after the delivery. With respect to pregnancy. Medical Necessity and Appropriateness shall be deemed to have 
been demonstrated. 

For a [Member] who is receiving post-operative follow-up care, We shall continue to cover the services rendered by the health care professional 
for the duration of the treatment or for up lo six months, whichever occurs first. 

For a [Member) who is receiving oncological treatment or psychiatric treatment. We shall continue to cover services rendered by the health care 
professional for the duration of the treatment or for up to 12 months, whichever occurs first. 

For a [Member] receiving the above services in an acute care Facility, We will continue to provide coverage for services rendered by the health 
care professional regardless of whether the acute care Facility is under contract or agreement with Us. 

Services shall be provided to the same extent as provided while the health care professional was employed by or under contact with Us. 
Reimbursement for services shall be pursuant to the same schedule used to reimburse the health care professional while the health care 
professional was employed by or under contract with Us. 

If a [Member] is admitted to a health care Facility on the date this Contract is terminated, We shall continue to provide henelits for the 
[Member] until the date the [Member] is discharged from the Facility or exhaustion of the [Member's] benefits under this Contract. whichever 
occurs first. 

We shall not continue services in those instance in which the health care professional has been terminated based upon the opinion of Our 
medical director that the health care professional is an imminent danger to a patient or to the public health, safety and welfare. a determination 
of fraud or a breach of contract by a health care professional. The Determination of the Medical Necessity and Appropriateness of a !Member's) 
continued treatment with a health care professional shall be subject to the appeal procedures set forth in this Contract. We shall not be liable for 
any inappropriate treatment provided to a [Member I by a health care professional who is no longer employed by or under contract with Us 

If We refer a [Member! to a [Non-Network] provider. the service or supply shall be covered as a [Network I service or supply. We are fully 
responsible for payment Lo the health care professional and the [Member's! liability shall be limited to any applicable !Network] Copayment, or 
Coinsurance for the service or supply.] 

[COVERAGE PROVISION 

The Cash Deductible 
Each Calendar Year. each Member must incur charges for Covered Services or Supplies that exceed the Cash Deductible hefore We provide 
coverage for Covered Services or Supplies to that person. The Cash Deductible is shown in the Schedule. The Cash Deductible cannot be met 
with Non-Covered Services or Supplies. Only charges for Covered Services or Supplies incurred by the Member while covered by this Contract 
can be used to meet this Cash Deductible. 

Once the Cash Deductihle is met. We provide coverage for other Covered Services or Supplies above the Cash Deductihle incurred by that 
Member. less any applicable Coinsurance or Copayments, for the res! or that Calendar Year. But all charges must he incurred while that 
Member is covered by this Contract. What We cover is hased on all the terms of this Contract.! 

[Familv Deductible Umit 
This Policy has a family deductible limit of two Cash Deductibles for each Calendar Year. Once two Covered Persons in a family meet their 
individual Cash Deductibles in a Calendar Year. We provide wverag:e for Covered Services and Supplies for all Members who arc part of the 
covered family, less any applicahlc Coinsurance or Copaymcnts. for the rest of that Calendar Year. What We pay is based on all the terms of 
this Contract. l 

[Maximum Out ol' Pocket 
Maximum out of pocket means the annual maximum· dollar amount that a Member must pay as Copaymcnt. Deductible :rnd Coinsurance for all 
Covered Services or Supplies in a Calendar Year. All amounts paid as Copayment. Dcduclihlc and Coinsurarn.:e shall count toward the 
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Maximum Out of Pocket. Once the Maximum Out or Pocket has hecn reached. the Memhcr has no further obligation to pay any amounts as 
Copayment. Deductible and Coinsurance for Covered Services or Supplies for the remainder of the Calendar Year. I 

[Once two Mcml:>ers in a family meet their individual Maximum Out of Pocket. no other Member in that family will be required to pay any 
amounts as Copayments. Deductible or Coinsurance for covered services and supplies for the remainder of the Calendar Year.I 

If This Plan Replaces Another Plan 
The Contractholder who purchased this Contract may have purchased it to replace a plan the Contractholder had with some other carrier. 

The Member may have incurred charges for covered services and supplies under the Contractholdcr's old plan before it ended. If so. these 
charges will be used to meet this Contract's Cash Deductible if: 
a) "the charges were incurred during the Calendar Year in which this Contract starts; 
h) this Contract would have provided coverage for the charges if this Contract had been in effect: 
cJ the Member was covered by the old plan when it ended and enrolled in this Contract on its Effective Date: and 
d) this Contract takes effect immediately upon termination of the prior plan. 

Please note: Although Deductible credit is given. there is no credit for Coinsurance. I 

Note to carriers: The Coverage Provision section is only to be included in plans where coverage is subject to deductible and coinsurance. ) 

COVERED SERVICES & SUPPLIES 

["'DC" Under this HMO Plan.] !Members] arc entitled to receive the benefits in the following sections when Medically Necessary and 
Appropriate, subject to the payment by [Members I of applicable copayments [Cash Dcductible.][or Coinsurance I as staled in the applicable 
Schedule of Services and Supplies and subject to the terms, conditions and limitations of this Contract. Read the entire Contract to determine 
what treatment, services and supplies are limited or excluded. 

(a) OUTPATIENT SERVICES. The following services arc covered only at the Primary Care Physician's office [or Health Center! selected 
by a [Member]. or elsewhere upon prior written Referral by a [Memberj's Primary Care Physician !or Health Center! [or the Care 
Manager]: 

I. Office visits during office hours. and during non-office hours when Medically Necessary and Appropriate. 
2. Home visits by a [Memherj's Primary Care Physician. 
3. Periodic health examinations to include: 

a. Well child care from birth including immunizations; 
I:>. Routine physical examinations. including eye examinations: 
c. Routine gynecologic exams and related services; 
d. Routine ear and hearing examinalion: and 
e. Routine allergy injections and immunizations (but not if solely for the purpose of travel or as a requirement of a [Mcmber)'s 
employment). 

4. Diagnostic Services. 
5. Casts and dressings. 
6. Ambulance service when certified in writing as Medically Necessary and Appropriate by a [Memberj's Primary Care Physician and Pre-

Approved by Us. 
7. Procedures and Prescription Drugs to enhance fertility, except where specifically excluded in this Contract. We cover charges for: 

artificial insemination; and standard dosages, lengths of treatment and cycles of therapy of Prescription Drugs. The Prescription Drugs 
noted in this section are suhject to the terms and conditions of the Prescription Drugs section of this Contract. 

8. Prosthetic Devices when We arrange for them. We cover only the initial fitting and purchase of artificial limbs and eyes. and other 
prosthetic devices. And they must take the place of a natural part of a Member's body. or be needed due to a functional birth defect in a 
covered Dependent Child. We do not provide for replacements (unless Medically Necessary and Appropriate). repairs. or wigs. We do not 
cover dental prosthetics or devices other than as a replacement for natural teeth lost due to Injury. as stated in the Dental Care and 
Treatment provision of this Contract. 

9. Durable Medical E<1uipment when ordered by a IMemberJ's Primary Care Physician and arranged through Us. 
10. [Subject to Our Pre-Approval. as applicable, !Prescription Drugs including contraceptives which require a Practitioner's prescription, 

and insulin syringes and insulin needles. glucose test strips and lancets. colostomy bags, belts and irrigators when obtained through a 
Network Provider. 

[A prescription or refill will not include a prescription or rclill that is more than: 
a) the greater of a 30 day supply or I 00 unit doses for each prescription or refill: or 
b) the amount usually prescribed hy the [Member"sJ Network Provider. 
A supply will he considered lo he furnished at the time the Prescription Drug is received. J 
[We have identified certain Prcscript10n Drugs for which Pre-Approval is required. We will provide the list of Prescription Drugs for which Pre-
Approval is required to each Employee. We will give at least 30 days advance written notice to the Employee before revising the list of 
Prescription Drugs lo add a Prescription Drug to the list. 

I If a Member brings a preseriptiDn for a Prescription Drug for which We require Pre-Approval to a Pharmacy and Pre-Approval has not yet hecn 
secured. [the Member must contact Us to request Pre-Approval. I [the Pharmacy will contact the Practitioner to request that the Practitioner 
contact Us to secure Pre-Approval.I The Pharmacy will dispense a 96-hour supply of the Prescription Drug. We will review the Pre-Approval 
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rc-iuc.\t within the time pmod allowed by law. If We give Pre-Approval. We will notify the Pharmacy and the halance or the Prescription Drug 
will he dispcnsc_«J with hcnetit, for the Prescription Drug being paid subject to the terms of this Contract. It· We do not give Pre-Approval. the 
Member may ask that the Pharmacy dispense the balance ol the Prescription Drug. with the Member paying for the Prescription Drug. The 
Memher may submit a claim for the Prescription Drug. subject to the terms of this Contract. The Memncr may appeal the decision by following 
the Appeals Procedure process set forth in this C'ontract.j 

We cover Medically Necessary and Appropriate supplies which require a prescription, arc prescrihcd by a Prnctitioner. and arc essential to the 
administration of the pn:sniptiun drug. 

11. Nutritional Counseling for the management of disease entities which have a specific diagnostic criteria that can be verified. The 
nutritional counseling must be prescrihed by a !Member j's Primary Care Physician and Pre-Approved by Us. 

I 2. Dental x-rays when related to Covered Service~. 
13. Oral surgery in connection with bone fractures. removal of tumors and orthodontogenic cysts. and other surgical procedures. as We 

approve. 
14. Food and l•ood Products for Inherited Metabolic Diseases: We cover charges incurred for the therapeutic treatment of inherited 

metabolic diseases, including the purchase of medical foods (enteral formula) and low protein modified food products as determined to be 
medically necessary by a [Member's] Practitioner. 

For the purpose of this benefit' 
"inherited metabolic disease·• means a disease caused by an inherited abnormality of body chemistry fur which testing is mandated by law; 
"low protein modified food product·• means a food prmlL1ct that is specially formulated to have less than one grnm of protein per serving: and is 
intended lo be used under the direction or a Practitioner for the dietary treatment of an inherited metabolic disease. but docs not include a 
natural food that is naturally low in protein: and 
"medical food" means a food that is intended for the dietary treatment of a disease or condition for which nutritional requirements arc 
established by medical evaluation and is formulated to be consumed or administered enterally under the direction of a Practitioner. 

15. Specialized non-standard infant formulas are covered lo the same extent and subJCCl to the same terms and conditions as coverage is 
provided under this [Contract] for Prescription Drugs. We cover specialized non-standard infant formulas provided: 

a) The Child's Practitioner has diagnosed the Child as having: multiple food protein intolerance and has determined the formula to nc 
medically necessary: and 

h) The Child has not been responsive to trials or standard non-cow milk-based formulas, including soybean and goat milk. 
We may review continued Meuical Necessity and Appropriateness of the specialized infant formula. 
16. Unless otherwise provided in the Charges for the Treatment of Hemophilia section helow, Blood, blood products, hlood transfusions 

and the cost of testing and processing blood. But We do not cover hlood which has been donated or replaced on behalf of the Member. 
17. Charges for the Treatment of Hemophilia. The Providers in Our Network providing: Medically Necessary and Appropriate home 

treatment services for bleeding: episodes associated with hemophilia shall comply with standards adopted by the Department of Health and 
Senior Services in consultation with the Hemophilia Association of New Jersey. 

We will cover the services of a clinical laboratory at a Hospital with a stale-designated outpatient regional care center regardless of whether the 
Hospital's clinical laboratory is a !Network I Proviuer if the Member's Practitioner determines that the Hospital's clinical laboratory is necessary 
because: a) the results of laboratory tests arc medically necessary immediately or sooner than the normal return time for Our network clinical 
laboratory; orb) accurate test results need to be determined by closely supervised procedures in venipuncture and laboratory techniques in 
controlled environments that cannot be achieved hy Our Network clinical laboratory. 

We will pay the Hospital's clinical laboratory for the lahoratory services at the same rate We would pay a Network clinical laboratory for 
comparable services. 
U!. Colorectal Cancer Screening We provide coverage for colorcctal cancer screening: provided to a Member age 50 or over and to younger 

[Members[ who arc considered to he high risk for colorccta! cancer. Coverage will be provided. subject to all the terms of this Contract. 
and the following limitations: 

Subject to the American Cancer Society guidelines. and medical necessity as determined hy the I Mcmher·s) Practitioner in consultation with 
the [Member] regarding methods to use. We will cover: 
a) a screening fecal occult hlood test; 
b) flexible sigmoidoscopy. 
c) colonoscopy: 
d) barium enema: 
e) ;my comhinatiun of the services listed in items a-<l anuvc: or 
f) lhe most rcliahlc medically recognized screening test available. 

We will provide coverage for the above methods at the fre-iuency recommended hy the most recent published guidelines of the American 
Cancer Society and as determined to be medically necessary hy the !Mcmbcr'sJ practitioner in consultation with the [MembcrJ. 

I ligh ris~ for colorectal cancer means a I ~lcmhcrj has: 
a) /\ family history of· farrnlial adcnomatous polyposis, hcriditary non-polyp"sis colon cancer: or breast. ovarian. cndornetrial or colon 

cancer or polyp,: 
h) Chronic inflammatory bowel disease: or 
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c) A background. ethnicity or lifestyle that the practitioner believes puts the person at elevated risk for colorcctal cancer. 
19. Newborn Hearing Screening We provide coverage up to a nnximum of 2--8 days following the date of b1rth_for screening for newborn 

hearing loss by appropriate electrophysiolDgic screening measures. 111 audition, We rrov1de coverage between age 29 uays and 36 111onths 
for the periodic monitoring of infants for uelaycd onset hearing loss 

(b) SPECIALIST DOCTOR BENEFITS. Services arc covered when rendered by a Network specialist doctor at the doctor's office [. or 
Health Center.I or any other [Network I Facility or a [Network I Hospital outpatient department during office or business hours upon prior 
written Referral by a [Member j's Primary Care Physician. 

(cl INPATIENT HOSPICE, HOSPITAL, REHABILITATION CENTER & SKILLED NURSING CENTER BENEFITS. The 
following services are covered when hospitalized hy a Network Provider upon prior written referral from a ['.vlcmher)'s Primary Care 
Physician, only at Network Hospitals and Network Providers (or at Non-Network facilities subject to Our Pre-Approval); howcl'er. 
Network Skilled Nursing Facility services and supplies are limiteu to those which n,nstitute Skilled Nursing Care and Hospice services arc 
subject to Our Pre-Approval: 

I. Semi-private room an<l board accommodations 
Except as stated below, We provide coverage for Inpatient care for: 
a) a minimum of 72 hours following a modified radical mastectomy: and 
h) a minimum of 48 hours following a simple mastectomy. 
Exception: l11c minimum 72 or 48 hours. as appropriate, of Inpatient care will not be covered if the !Member I, in consultation with the 
Network Provider. determine that a shorter length of stay is Medically Necessary and Appropriate. 

As an exception to the Medically Necessary and Appropriate requirement of this Contract. We also provide coverage for the mother and newly 
born child for: 
a) up to 48 hours of inpatient care in a Network Hospital following a vaginal delivery; and 
b) a minimum of 96 hours of Inpatient care in a Network Hospital following. a cesarean section. 
We provide such coverage subject to the following: 
a) the attending Practitioner must determine that Inpatient care is medically necessary: or 
b) the mother must request the Inpatient care. 
!As an alternative tu the minimum level of Inpatient care described above. the mother may elect to participate in a home care program provided 
by l:s.] 
2. Private accommodations [will be provided only when Pre-Approved by UsJ. If a [Member] occupies a private ruom without [such[ 

certification [Member] shall be directly liable to the Hospice, Hospital. Rehabilitation Center or Skilled Nursing Facility for the difference 
between payment by Us to the Hospice, Hospital, Rehabilitation Center or Skilled Nursing Facility of the per diem or other agreed upon 
rate for semi-private accommodation established between Us and the Network Hospice. Network Hospital. Network Rehabilitation Center 
or Network Skilled Nursing Facility and the private room rate. 

3. General nursing care 
4. lJse of intensive or special care facilities 
5. X-ray examinations including CAT scans but nut dental x-rays 
6. Use of operating room and related facilities 
7. Magnetic resonance imaging "MRI'' 
8. Drugs. medications. biologicals 
9. Cardiography/Eneephalography 
10. Laboratory testing and services 
11. Pre- and post-operative care 
12. Special tests 
13. Nuclear medicine 
14. Therapy Scrv ices 
15. Oxygen and oxygen thcrary 
16. Anesthesia and anesthesia services 
17. Blood. blood products and blood processing 
18. Intravenous injections and solutions 
19. Surgical. medical and obstetrical services; We also cover rcconstructive breast Surgery. Surgery to restore and achieve symmetry between 

the two hrcasts and the cost of prostheses following a mastectomy on one breast or hoth hrcasts. We also cover treatment of the physical 
complicat1ons of mastectomy, including lymphcdemas. 

21. The following tr;.insplants: Cornea, Kidney, Lung. Liver, Heart. Pancreas and Intestines. 
22. Allogeneic bone marrow transplants. 
123. Autologous hone marrow transplants ;.ind associated dose intensive chemotherapy: only for treatment of Leukemia, Lymphoma. 

Neurublastoma, A plastic Anemia. Gcneuc Disorders (SCID and WISCOT Alldrich) and Breast Cancer. wl1c11 Pre-Approved by Cs, if the 
IMemher] 1s participating in a National Cancer Institute sponsorcu clinical trial.I 

[23. Autulogous Bone Marrov. Transplant ;:mu Associated Dose-Intensive C'hcmothcrnpy. but only if performed by 111stitutions approved hy the 
National Cancer Institute. or pursuant to protocols consistent with the guiuelincs of the American Society of Clinical Oncologists: 

24. Peripheral Blood Stem Cell Transplants. but only if performed by instilutions approved hy the National Cancer Institute. or pursuant to 
protocols consistent \\'1th the gu1Jclincs of the American Society of Clirncal Oncologists. I 

25. Donor's costs as.sociaku with transplants if the donor doc, not ha,e health coverage that would cover the medical costs associated with his 
or her role as a donor. We do not cover costs for travel. accommodations. or comfort items 
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(d) BENEF'ITS FOR Sl.iBSTANCE ABUSE AND NON-BIOLOGICALLY-BASED MENTAL ILLNESSES. The following Services arc 
covc:rcd when rendered hy a Network Provider at Provider's office or at..\ Network Suhstan<:c Abuse Center. [or Health Center! upon prior 
written referral by a [Mernhcrj's Primary Care Physician [or the Care Managerj. This section does 1101 address coverage for a Biologically-
based Mental Illness. 

I. Outpatient. [Mcmhers] arc entitled to receive up to twenty (20) outpatient visits per Calendar Year. Benefits include diagnosis. medical. 
psychiatric and psychological treatment and medical referral services by a [Member]'s Primary Care Physician [or the Care Manager] for 
the abuse of or addiction lo drugs and Non-Biologically-based Mental Illnesses. Payment for non-medical ancillary services (such as 
vocational rehabilitation or employment counseling) is not provided, but information regarding appropriate agencies will be provided if 
available. IMembcrsJ are additionally eligible. upon referral by a [Mcmberl's Primary Care Physician [or the Care Manager!, for up to 
sixty (60) more outpatient visits by exchanging one or more or the inpatient hospital days described in paragraph 2 below where each 
exchanged inpatient day provides two outpatient visits. 

2. Inpatient Hospital Care. [Members I arc entitled to receive up to thirty (30) days of inpatient care benefits for detoxification. medical 
treatment for medical conditions resulting from the Substance Abuse, referral services for Substance Abuse. and Non-Biologically-based 
Mental Illnesses. The following services shall be covered under inpatient treatment: (I) lodging and dietary services: (2) physician, 
psychologist. nurse. certified addictions counselor and trained staff services; (3) diagnostic x-ray: (4) psychiatric. psychological and 
medical laboratory testing: (5) drugs. medicines. equipment use and supplies. 

3. Chemical Dependency Admissions. Repeated detvxification treatment for chronic Substance Abuse will not be covered unless in Our 
sole Discretion it is Determined that !Members! have been cooperative with an on-going treatment plan developed by a Network Provider. 
Failure to comply with treatment shall constitute cause for non-coverage of Substance Abuse services. Court-ordered chemical dependency 
admissions arc not covered unless Medically Necessary and Appropriate and only to the extent of the covered benefit as defined above. 

["DC" NOTE: ANY NON-BIOLOGICALLY-BASED MENTAL ILLNESSES AND SUBSTANCE ABUSE BENEFITS A [MEMBER] 
RECEIVES UNDER THE ASSOCIATED INDEMNITY PLAN WILL REDUCE THE NON-BIOLOGICALLY-BASED MENTAL 
ILLNESSES AND SUBSTANCE ABUSE SERVICES AND SUPPLIES AVAILABLE UNDER TIIIS HMO PLAN.] 

(e) BENEFITS FOR BIOLOGICALLY-BASED MENTAL ILLNESS OR ALCOHOL ABUSE. We cover treatment of a Biologically-
based Mental Illness or Alcohol Abuse the same way We would for any other illness. if such treatment is prescribed by a Network 
Provider upon prior written referral by a [Member j's Primary Care Physician for the Care Manager!. We do not pay for Custodial care. 
education or training. 

(f) EMERGENCY CARE HENEFITS-WITIIIN AND OUTSIDE OUR SERVICE AREA. The following services are covered !"DC" 
under this HMO Plan] without prior written Referral by a !Member]'s Primary Care Physician in the event of an Emergency as Determined 
by Us. 

I. A [Member!' s Primary Care Physician is required to provide or arrange for on-call coverage twenty-four (24) hours a day, seven (7) days a 
week. Unless a delay would be detrimental to a [Mcmber]'s health, [Member] shall call a [Mcmbcr]'s Primary Care Physician [or Health 
Center] [or Us! lor the Care Manager] prior to seeking Emergency treatment. 

2. We will cover the cost of Emergency medical and hospital services performed within or outside our service area without a prior written 
Referral only if: 

a. Our review Determines that a !Member]'s symptoms were severe and delay or treatment would have hcen detrimental to a [Member)'s 
health, the symptoms occurred suddenly. and [Member] sought immediate medical attention. 

b. The service rendered is provided as a Covered Service or Supply under this Contract and is not a service or supply which is normally 
treated on a non-Emergency basis: and 

c. We and the !Member j's Primary Care Physician arc notified within 48 hours of the Emergency service and/or admission and We arc 
furnished with written proof of the occurrence, nature and extent of the Emergency services within 30 days. A [Member] shall he 
responsible for payment for services received unless We Determine that a [Member]'s failure Lo do so was reasonable under the 
circumstances. In no event shall reimbursement be made until We receive proper written proof. 

3. In the event a [Member) is Hospitalized in a Non-Network Facility, coverage will only he provided until the !Member] is medically able to 
travel or to he transported LO a Network Facility. If the [Member] elects to continue treatment with Non-Network Providers. We shall have 
no responsibility ror payment beyond the date the I Member I is Determined to be medically able to he transported. 
In the event that transportation is Medically Necessary and Appropriate. We will cover the amount We Determine to he the Reasonable 
and Customary cost. Reimbursement may be subject to payment by [Members] of all Copayments which would have been required had 
similar benclits heen provided upon prior written Referral to a Network Provider. 

4. Coverage for Emergency services includes only such treatment necessary to treat the Emergency. Any elective procedures performed after 
a !Member! has been admitted to a Facility as the result of an Emergency shall require prior written Referral or the !Member! shall be 
responsible for payment. 

5. The Copaymcnt for an emergency room visit will he credited toward the Hospital Inpatient Copayment if a !Member) is admitted as an 
Inpatient to the Hospital as u r~sult of the Emergency. 

6. Coverage for Emergency and Urgent Care rnc.:ludc coverage of trauma services at any designated level I or II trauma center as Medically 
Necessary an<l Appropriate. which shall he continued at least until. in the judgement of the attending physician. rhc Member is medically 
stable. no longer re4uires critical care. and can he safely transferred to another Facility. We also provides coverage for a medical screening 
examination provided upon a Member" s arrival in a Hospital. as required lo he performed by the Hospital in accordance with Federal law. 
but only as necessary to determine whether an Emergency medical condition exists. I Please note that the ··<) 11" Emergency response 
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system may be used whenever a Covered person has a potentially life-threatening condition. Information on the use of the ··911 ·• system is 
included on the 1Jcntilicat1on car<l. ! 

(g) THERAPY SERVICES. The following Services arc covcrcJ when rendered by a Network Provider upon prior written Referral hy a 
[Mcmber!"s Pnmary Care Physician [or the Care Manager}. Suhjcct 10 the stated limits. We cover the Therapy Services listed below. We 
cover other types ol Therapy Services provided they arc pcrlormcJ by a licensed Provider. arc Medically Necessary and Appropriate and 
arc not Expcri mental or I nvcstigational. 

a. Chelation Therapy-means the administration of drugs or chemicals to remove toxic concentrations of metals from the body. 
b. Chemotherapy-the treatment of malignant disease by chemical or biological anti neoplastic agents. 
c. Dialysis Trcarmenr-thc treatment of an acute renal failure or a chronic irreversible renal insufficiency by removing waste products from 

the body. This includes hcmodialysis and peritoneal dialysis. 
d. Radiation Therapy-the treatment of disease by x-ray. radium. cohalt. or high energy particle sources. Radiation therapy includes rental or 

cost of raclioactivc materials. Diagnostic Services requiring the use of radioactive materials arc not radiation therapy. 
e. Respiration Therapy-the 111troduclion of dry or moist gases into the lungs. 

f. Cognitir•e Reha/Jifilation "/herap_,·-the retraining of the hrain to perform intellectual skills which it was able to perform pnor to disease. 
trauma, Surgery, or previous therapeutic process: or the training of the brain to perform intellectual skills it should have been ahlc to 
perform if there were not a congenital anomaly 

g. Speech Therapy--cxcept as stated below. treatment for the correction of a speech impairment resulting from Illness, Surgery, Injury. 
congenital anomaly. or previous therapeutic processes. Exception: For a (Covered Person] who has been cliagnosccl with a biologically-
based mental illness, speech therapy means treatment of a speech impairment. 

Coverage for Cog111tive Rehabilitation Therapy and Speech Therapy, combined, is limited to 30 visits per Calendar Y car. 

h. Occ11pational Therapy-except as stated below, trcatmcnl to restore a physically disabled person's ability to perform the ordinary tasks of 
daily living. Exception: For a [Covered Person] who has been diagnosed with a biologically-based mental illness. occupational therapy 
means treatment to develop a [Covered Person's] ability to perform the ordinary tasks of daily living. 

i. Physical Tlicrapv-exccpt as stated below. the treatment by physical means to relieve pain. restore maximum function, and prevent 
disability following disease, Injury or loss of limb. Exception: For a [Covered Person I who has been diagnosed with a hiologically-based 
mental illness. physical therapy means treatment to develop a !Covered Person's} physical function. 

Coverage for Occupational Therapy and Physical Therapy, combined. is limited to 30 visits per Calendar Y car. 

j. Infusion Therapy-the administration of antibiotic. nutrients. or other therapeutic agents hy direct infusion. 

Note: The limitations on Therapy Services contained in this Therapy Services provision do not apply to any Therapy Services that are received 
under the Home Health Care provision. 
["DC" NOTE: ANY THERAPY BENEFITS A [MEMBER] RECEIVES UNDER nrn ASSOCIATED INDEMNITY PLA'.'1 WILL 

REDUCE THE THERAPY SERVICES AND SUPPLIES AVAILABLE UNDER THIS HMO PLAN.] 

(h) HOME HEALTH CARE. The following Services arc covered upon prior written referral from a [Mcmbcr}'s Primary Care Physician. 
When home health care can take the place of Inpatient care. We cover such care furnished to a I Member} under a written home health care 
plan. We cover all Medically Necessary and Appropriate services or supplies, such as: 

I) Routine Nursing Care furnished hy or under the supervision of a registered Nurse: 
2) physical therapy; 
3) occupational therapy: 
4) medical social work: 
5) nutrition services: 
6) speech therapy: 
7) home health aide services: 
8) medical appliances and equipment. drugs and medications. laboratory services and special meals to the extent such items and services 

would have been covered uncler this Contract if the [Member) had been in a Hospital; and 
9) any Diagnostic or therapeutic service. including surgical services performed in a Hospital Outpatient department. a Practitioner's office or 

any other liccnsccl health care Facility. provided such service would have been covered under the Contract 1f performed as Inpatient 
Hospital services. 

Payment is subject to all of the terms of this Contract and to the following conditions: 

a. The [Member's I Practitioner must certify th:it home health care 1s needed in place of Inpatient care in a rccogni1.ed Facility. llomc health 
care is covered only in situations where continuing hospitaliza1ion or confinement in a Skilled Nursing Facility or Rehabilitation Center 
would otherwise have been rc4uircd if home health care were not provided. 

b. The services and supplies must be: 
I. or<lcrcd by the I Mcmhcr' s I Practitioner: 
2. included in the home health care plan: an<l 
3. furnished hy. or coordinated hy. a Home l lcalth Agency :1ccor<ling to the written home health care plan. 
The services and supplies must be furnished by rccogni1.c<l health care professionals on a part-lime or intermittent hasis. except when full-time 
or 24 hour service is nce<lcd on a shorl-lcrrn (no more th:111 thrcc-cbyl basis 

21-195 Supp. 9-20-04 



11:21 App. EXH. G DEPT. OF INSURANCE 

c. The home health care plan must he set up in writing hy the [Mcmbcr"sj Practitioner within 14 days after home health care starts. And it 
must he reviewed hy the [Member's) Practitioner at least once cvccy 60 days. 

c. We do not pay for: 
I. services furnished to family mcmhers. other than the patient; or 
2. services and supplies not included in the home health care plan. 

Any visit by a member of a home health care team on any day shall he considered as one home health care visit. 

["DC" NOTE: ANY NURSING CARE BENEFITS A [MEMBER] RECEIVES UNDER THE ASSOCIATED INDEMNITY PLAN 
WILL REDUCE THE NURSING CARE SERVICES AND SUPPLIES AVAILABLE UNDER THIS HMO PLAN.] 

(j) Hospice Care if !Members! arc terminally Ill or terminally Injured with life expectancy of six months or less. as certified hy the 
[Membcrj's Primary Care Physician. Services may include home and Hospital visits by nurses and social workers: pain management and 
symptom control: instruction and supervision of family members, inpatient care; counseling and emotional support; and other home health 
care benefits listed above. 

l(k) DENTAL CARE AND TREATMENT. The following services are covered when rendered by a [Network! Practitioner upon prior 
Referral by a IMember'sl Primary Care Physician. We cover: 

I) the diagnosis and treatment of oral tumors and cysts; and 
2) the surgical removal of bony impacted teeth. 

We also cover treatment of an Injury to natural Leeth or the jaw, but only if: 
I) the Injury occurs while the !Member! is covered under any health henerit plan: 
2) the Injury was not caused. directly or indirectly by biting or chewing; and 
3) all treatment is finished within 6 months of the date nf the Injury. 
Treatment includes replacing natural teeth lost due to such Injury. But in no event do We cover orthodontic treatment. 

For a [Member] who is severely disabled or who is a Child under age 6, We cover: 
a) general anesthesia and HnspitaliLation for dental ,crvices; and 
b) dental services rendered by a dentist regardless of where the dental services are provided for a medical condition covered by this Contract 

which requires Hospitalization or general anesthesia. 

(I) TREATMENT 110R TEMPOROMANDIBULAR JOINT DISORDER (TMJ) The following services are covered when rendered by a 
[Networkl Practitioner upon prior Referral by a !Member's] Primary Care Physician. We cover services and supplies for the Medically 
Necessary and Appropriate surgical and non-surgical treatment of TMJ in a [Member]. However, We do not cover any services or supplies 
for orthodontia. crowns or bridgework. 

(m) THERAPEUTIC MANIPULATION The following services arc covered when rendered by a (Network] Practitioner upon prior Referral 
by a !Member's] Primary Care Physician for the Care Manager]. We limit what We cover for therapeutic manipulation to 30 visits per 
Calendar Year. And We cover no more than two modalities per visit. Services and supplies beyond 30 visits are not covered. 

["DC" NOTE: ANY THERAPEUTIC MANIPULATION BENEFITS A [MEMBER] RECEIVES UNDER THE ASSOCIATED 
l!IIDEMJ'liITY PLAN WILL RJWUCE THE THERAPEUTIC MANIPULATION SERVICES AND SUPPLIES AVAILABLE UJ'l.l>ER 
THIS HMO PLAN.] 
(n) [Cancer Clinical Trial We cover practitioner fees. laboratory expenses and expenses associated with Hospitalization, administering of 

treatment and evaluation of the Member during the course of treatment or a condition associated with a complication of the underlying 
disease or treatment, with arc consistent with usual and customary paltcrns and standards of care incurred whenever a Memher receives 
medical care associated with an Approved Cancer Clinical Trial. We will cover charges for such items and services only if they would he 
covered for care and treatment in a situation other than an Approved Cancer Clinical Trial. 

We do not cover the cost of investigational drugs or devices themselves. the cost of any non-health services that might be required for a 
Member to receive the treatment or intervention. or the costs of managing the research. or any costs which would not be covered under this 
Contract for treatments that arc not Experimental or lnvcstigational.) 

NON-COVERED SERVICES AND SUPPLIES 

THE FOLLOWING ARE NOT COVERED SERVICES UNDER TIIIS CONTRACT. 

Care or treatment hy means of acupuncture except "hen used as a substitute for other forms of anesthesia. 

Services for amlmlance for transportation from a Hospital or other health care Facility. unless [Member] is heing transferred to another 
Inpatient health care Facility 

fBruken A1,pointments.] 

Hlood or blood plasma which i, rcplau;d by or for a !Member!. 
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Care and/or treatment by a Christian Science Practitioner. 

Completion of claim forms. 

Services or supplies related to Cosmetic Surgery, except as otherwise stated in this Contract; complications of Cosmetic Surgery: drugs 
prescribed for cosmetic purposes 

Services related to Custodial or domiciliary care. 

Dental care or treatment, including appliances and dental implants. except as otherwise stated in this Contract. 

Care or treatment by means of dose intensive chemotherapy, except as otherwise stated in this Contract. 

Services or supplies. the primary purpose of which is educational providing the [Memherj with any of the following: training in the activities 
of daily living: instruction in scholastic skills such as reading and wnting: preparation for an occupation: or treatment for learning disabilities. 

Experimental or Jnvestigational treatments. procedures, hospitalizations. drugs. biological products or medical devices, except as otherwise 
stated in this Contract. 

Extraction of teeth, except for bony impacted teeth. 

Services or supplies for or in connection with: 
a) except as otherwise slated in this Contract. exams to determine the need for (or changes ot) eyeglasses or lenses or any type: 
b) eyeglasses or lenses of any type except initial replacements for loss of the natural lens: or 
c) eye surgery such as radial keratotomy or lasik surgery. when the primary purpose is to correct myopia (nearsightedness). hyperopia 

(farsightedness) or astigmatism (blurring). 

Services or supplies provided by one of the following members of the Employee's family: spouse. child. parent. in-law, brother. sister or 
grandparent. 

Services or supplies furnished in connection with any procedures to enhance fertility which involve harvesting. storage and/ or manipulation 
or eggs and sperm. This includes. but is not limited to the following: a) procedures: in vitro fertilization; embryo transfer; embryo freezing; and 
Gamete intra-fallopian Transfer (GIFT) and Zygote lntrafallopian Transfer (ZIFT). donor sperm. surrogate motherhood: and b) Prescription 
Drugs not eligible under the Prescription Drugs section of the Policy. 

Except as otherwise stated in this Contract. services or supplies related to hearing aids and hearing examinations to determine the need for 
hearing aids or the need to adjust them. 

Services or supplies related to herbal medicine. 

Services or supplies related to hypnotism. 

Services or supplies necessary because the [Member] engaged. or tried lo engage. in an illegal occupation or committed or tried to commit an 
indictable offense in the jurisdiction in which it is committed, or a felony. 

Except as stated below, Jllness or Injury, including a condition which is the result of disease or bodily infirmity. which occurred on the job 
and which is covered or could have been covered for benefits provided under workers' compensation. employer's liability. occupational disease 
or similar law: 
Exception: This exclusion does not apply to the following persons for whom coverage under workers' compensation is optional unless ,uch 
persons are actually covered for workers' compnsation: a self-employed person or a partner of a limited liability partnership. members of a 
limited liability company or partners of a partnership who actively perform services on behalf of the self-employed business, the limited 
liah1lity partnership. limited liability company or the partnership. 

["DC"[Services or supplies for which benefits arc paid under the associated Indemnity Plan.] 

Local anesthesia charges hilled separately 1f such charges arc included in the fee for the Surgery. 

Membership costs for hcallh cluhs. weight loss clinics an<l similar programs. 

Services and supplies related to marriage, career or financial counseling, sex therapy or family therapy, and related services. 

Any Non-Con:red Service or Supply specifically limited or not cov~red elsewhere in this Contract. or which is not Medically Necessary and 
A ppro pri ate. 

Non-prescription drugs or supplies. except: 
a) insulin needles and insulin syringes and glucose test strirs and lancets: 
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h> colostomy bags. belts. and irrigators: and 
c) as stated in this Contract for food and food product~ for mhc.ritcd metabolic diseases. 

Services provided by a pastoral counselor in the course of his or her normal duties as a religious official or practitioner. 

Personal convenience or comfort items including. hut not limited to. such items as TV's. telephones. first aid kits. exercise equipment. air 
conditioners. humidifiers. saunas. hot tuhs. 

[Pre-Existing Condition Limitations: 
The following "Pre-Existing Conditions" and "Continuity of Coverage" provisions only apply to Contracl'i issued to Contractholders of 
at least two but not more than live eligible Employees. These provisions also apply to "Late Enrollees" under the Contracts issued to 
any Small Employer. However, this provision does not apply to Late Enrollees if 10 or more Late Enrollees request enrollment during 
any [30] day enrollment period provided for in this Contract. See this Contract's EMPLOYEE COVERAGE [and DEPENDENT 
COVERAGE) subsection[s) of the ELIGIBILITY section to determine if a [Member] is a Late Enrollee. [The "Pre-Existing 
Conditions" provision does not apply to a Dependent who is an adopted child or who is a child placed for adoption or to a newborn 
child if the Employee enrolls the Dependent and agrees to make the required payments within (31] days after the Dependent's 
Eligibility Date.] 

A Pre-Existing Condition is an Illness or Injury which manifests itself in the six months before a [Member's) Enrollment Date. and for which 
medical advice. diagnosis. care. or treatment was recommended or received <luring the six months immediately preceding the Enrollment Date. 
We do not pay benefits for charges for Pre-Existing Conditions for l 80 days measured from the Enrollment Date. This 180 day period may he 
reduced hy the length of time the [Memhcr] was covered un<lcr any Creditahle Coverage if. without application of any Waiting Period, the 
Creditahle Coverage was continuous to a date not more than 90 <lays prior to becoming a [Member!. Refer to the Continuity of Coverage 
section helow. 

This limitation docs not affect benefits for other unrelated conditions. [or] pregnancy f. or birth defects in a covered Dependent child I. Genetic 
information will not be treated as a Pre-Existing Condition in the absence of a diagnosis of the condition related to that information. And We 
waive this limitation for a [Member's] Pre-Existing Condition if the condition was payable under Creditable Coverage which covered Lhe 
(Member] right before the ( Member· s] coverage under this Contract started. The next section shows other exceptions. 

Continuity of Coverage 
[NOTE: COVERAGE UNDER THIS CONTRACT IS SUBJECT TO THE ALTERi"IATIVE METHOD FOR COUNTING 
CREDITABLE COVERAGE) 
If a new (Member! was covered under Creditable Coverage prior to enrollment under this Contract and the Creditable Coverage was continuous 
to a date not more than 90 days prior to the Enrollment Date under this Contract. We will provide credit as follows. [Standard method] I We 
give credit for the time the [Mcmbcrj was covered under the Creditable Coverage without regard to the specific benefits included in the 
Cmlitablc Coverage.] [Alternative method] [We give credit for the time the [Member] was covered under the Creditable Coverage based on 
coverage for the following [category I [categories I of benefits: [mental health; I [substance abuse treatment;] [prescription drugs:] [dental care: I 
[or] [vision care]. [We will count a period of Creditable Coverage with respect to a category of benefits if any level of benefits is covered 
within that category. For all other benefits.] We give credit for the time the [Member] was covered under the Creditable Coverage without 
regard to the specific benefits included in the Creditable Coverage.) We count the days the [Member] was covered under Creditable Coverage. 
except that days that occur before any lapse in coverage of more than 90 <lays arc not counted. We apply these days to reduce the duration of 
the Pre-Existing Condition limitation under this Contract. The person must sign and complete his or her enrollment form within 30 days of the 
date the Employee's [active] Full-Time service begins. Any condition arising between the date his or her coverage under the Creditable 
Coverage ends and the Enrollment Date is a Pre-Existing Condition. We do not ..:over any charges actually incurred before the person's 
coverage under this Contract starts. If the Contractholdcr has included an eligibility waiting period in this Contract, an Employee must still 
meet it, hefore becoming covered.] 

Any service provided without prior wriuen Referral by the [Mcmbcr)'s Primary Care Physician, except as specified in this Contract. 

Services related to Private Duty Nursing, except as provided under the Home Health Care section of this Contract. 

In the event of an Emergency. the amount of any charge which is greater than the amount We Determine to be the reasonable and customary 
charge. 

Services or supplies related to rest or convalescent cures. 

Room and board charges for a [Mcmher] in any Facility for any periotl of time during which he or she was not physically present overnight in 
the Facility. 

Services or supplies related to Routine Foot Care, except: 
a) an open cutting operation to treat weak. strained. tlat. unstable or unbalanced feet. metatarsalgia or bunions: 
b) the removal of nail mots: and 
c) treatment or removal of corns. calluses or toenails in conjuncuon with the treatment of metaoolic or rcriphcral vascular disease. 
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Self-administered services such as: hiofcc<lhack. patient-controllc<l analgesia on an Outpatient basis. related diagnostic testing. sclr-care and 
self-help training. 
Services or supplies: 
a) eligible for payment under either federal or state programs (except Medicaid and Medicare). This provision applies whether or not the 

I Member I asserts his or her rights to obtain this coverage or payment for these services: 
b) for which a charge is not usually made. such as a Practitioner treating a professional ur business associate. or services at a puhlic health 

fair: 
c) for which a !Member] would not have been ,barged ir he or she <lid not have health care coverage: 
<l) provided by or in a Government Hospital except as stated helow. or unless the services are for treatment: 

•of a non-service Emergency: or 
•by a Veterans· Administration Hospital of a non-service related Illness or Injury: 

Exception: This exclusion docs not apply to military retirees. their Dependents and the Dependents of active duty military personnel who arc 
covered under both this Contract and under military health coverage and who receive care in facilities of the Uniformed Services. 

Sterilization reversal-services and supplies rendered for reversal of sterilization. 

Surgery, sex hormones. and related medical. psychological and psychiatric services to change a [Member j's sex: services and supplies arising 
from complications of sex transformation. 

Telephone consultations. 

Transplants, except as otherwise listed in the Contract. 

Transportation; travel. 

Vision therapy. 

Vitamins and dietary supplements. 

Services or supplies received as a result of a war, declared or undeclared: police actions: services in the armed forces or units auxiliary thereto. 

Weight reduction or control, unless there is a diagnosis of morbid obesity: special foods, food supplements. liquid diets, diet plans or any 
related products except as provided in the Nutritional Counseling and Food and Food Products for Inherited Metabolic Diseases items of this 
Contract. 

Wigs, toupees, hair transplants, hair weaving or any drug if such drug is used in connection with baldness. 

COORDINATION ()I<' BENEFITS AND SERVICES 

Purpose Of This Provision 
A IMemberJ may be covered for health benefits or services by more than one Plan. For instance. he or she may be covered by this !Contract! as 
an Employee and by another plan as a Dependent of his or her spouse. If he or she is covered by more than one Plan, this provision allows Us to 
coordinate what We pay or provides with what another Plan pays or provides. This provision sets forth the rules for determining which is the 
Primary Plan and which is the Secondary Plan. Coordination of benefits is intended to avoid duplication or benefits while at the same time 
preserving certain rights to coverage under all Plans under which the [Member] is covered. 

DEFINITIONS 
The words shown below have special meanings when used in this provision. Please read these definitions carefully. [Throughout this provision. 
these defined terms appear with their initial letter capitalized. I 

Allowable Expense: The charge for any health care service. supply or other item of expense for which the !Member] is liable when the health 
care service. supply or other item of expense is covered at least in part under any of the Plans involved. except where a stalllte requires another 
definition. or as otherwise stated below. 

When this [Contract] is coordinating benefits with a Plan that provides benefits only for dental care. vision care. prescription drugs or hearing 
aids. Allowable Expense is limited to like items of expense. 

(Carrier! will not consider the difference between the cost of a private hospital room and that of a semi-private hospital room as an Allowable 
Expense unless the st.iy 111 a private room is Medically Necessary and Appropriate. 

When this !Contract! is coordinating hcncfits with a Plan that restricts coordination or hcncfits to a specific coverage. We will only consider 
corresponding services. supplies or items of expense to which coordination of benefits applies as an Allowable Expense. 

Claim Determination Period: A Calendar Year. or portion of a Calendar Year. during which a !Member! is covered by this [Contrac·tl and al 
least one other Plan and inrnr, 11ne or more Allowable Expcnsc(s) under sud1 plans. 
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Plan: Coverage with which coordination of benefits is allowed. Plan inclutles: 
aJ Group insurance and group subscriber contracts. including insurance continued pursuant.to a Federal or State continuation Jaw: 
h) Self-funded arrangements of group or group-type coverage. including insurance continued pursuant to a Federal or State continuation law: 
c) Group or group-type coverage through a health maintenance orga1111.ation (HMO) or other prepayment. group practice and individual 

practice plans. including insurance continued pursuant to a Federal or State continuation law: 
d) Group hospital indemnity benefit amounts that exceed $150 per day: 
e) Medicare or other governmental benefits. except when, pursuant to law. the benefits must be treated as in excess of those of any private 

insurance plan or non-governmental plan. 

Plan tloes not include: 
a) Individual or family insurance contracts or subscriher contracts: 
b) Individual or family coverage through a health maintenance organization or under any other prepayment. group practice and individual 

practice plans: 
c) Group or group-type coverage where the cost of coverage is paid solely by the [Member] excepl that coverage being continued pursuant to 

a Federal or State continuation law shall be consitlered a Plan: 
d) Group hospital indemnity benefit amounts of $150 per day or less: 
e) School accident-type coverage: 
f) A State plan under Medicaid. 

Primary Plan: A Plaa whose benefits for a !Member's] health care coverage must be dctcrminetl without taking into consideration the 
existence of any other Plan. There may be more than one Primary Plan. A Plan will be the Primary Plan if either either "a" or "b" below exist: 
a) The Plan has no order of benefit determination rules, or it has rules that differ from those contained in this Coordination of Benefits and 

Services provision; or 
b) All Plans which cover the [Member] use order of benefit determination rules consistent with those contained in the Coordination of 

Benefits and Services provision and under those rules, the plan determines its benefits first. 

Reasonable and Customary: An amount that is not more than the usual or customary charge for the service or supply as determined by Us. 
based on a standard which is most often charged for a given service by a Provider within the same gcographrc area. 

Secondary Plan: A Plan which is not a Primary Plan. If a !Member! is covered by more than one Secondary Plan. the order of benefit 
determination rules of this Coordination of Benefits and Services provision shall be usetl to determine the order in which the benefits payable 
under the multiple Secondary Plans are paid in relation to each other. The benelits of each Secondary Plan may take into consideration the 
benefits of the Primary Plan or Plans and the benefits of any other Plan which, under this Coordination of Benefits and Services provision, has 
its benefits tletermincd before those of that Secontlary Plan. 

PRIMARY AND SECONDARY PLAN 
We consider each plan separately when coordinating payments. 

The Primary Plan pays or provides services or supplies first. without taking into consideration the existence of a Secondary Plan. If a Plan has 
no coordination of benefits provision, or if the order of benefit determination rules differ from those set forth in these provisions. it is the 
Primary Plan. 

A Secondary Plan takes into consideration the benefits provided by a Primary Plan when. according to the rules sci forth below, the plan is the 
Secondary Plan. If there is more than one Secondary Plan. the order of benefit determination rules determine the order among the Secondary 
Plans. During each Claim Determination Period. the Secondary Plan(s) will pay up to the remaining unpaid allowable expenses. but no 
Secondary Plan will pay more than it would have paid if it had been the Primary Plan. The method the Secondary Plan uses to determine the 
amount to pay is set forth below in the "Procedures to he Followed by the Secondary Plan to Calculate Benefits" section of this provision. 

The Secondary Plan shall not reduce Allowable Expenses for medically necessary and appropriate services or supplies on the basis that 
preccrti lication, prcapproval. notification or second surgical opinion procedures were not followed. 

RULES FOR THE ORDER OF BENE HT DETERMINATION 

The benefits of the Plan that covers the [Memherl as an employee, member. subscriber or retiree shall be determined before those of the Plan 
that covers the !Member! as a Dependent. The coverage as an employee. member. subscriber or retiree is the Primary Plan. 

The benefits of the Plan that rnvcrs the l[vlcmberl as an employee who is neither laid off nor retired. or as a dependent or such person. shall he 
determined before those for the Plan that covers the [Member] as a laid off or retired employee. or as such a person's Dependent. If the other 
Plan docs not contain this rule. and as a result the Plans do not agree on the order of benefit determination. this portion of this provision shall be 
ignored. 

The henefits of the Plan that covers the !Me,nherj as an employee. member. subscriber or retiree, or Dependent of such person. shall he 
dctcrmrned before those or the Plan that cowrs the l'.\kmbcr] under a right of continuation pursuant to Federal or State law. If the other Plan 
docs not contain this rule. and as a result the Plans do not agree on the order of benefit determination. this portion of this provision shall be 
ignored 
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If a child is covered as a Dependent unuer Plans thrnug:h both parents. and the parents arc neither separated nor divorced. the following ruks 
apply: 
a) The bencl"it~ of the Plan of the parent whose birthday falls earlier in the Calendar Year shall be determined before those of the parent 

whose birthday rails later in the Calendar Y car. 
b) If both parents have the same birthday. the benefits of the Plan which covered the parent for a longer pcriou of time shall he determined 

before those of plan which covereu the other parent for a shorter periou of time. 
c) Birthday, as used above. refers only to month and day in a calendar year. not the year in which the parent was horn. 
u) If the other plan rnntains a provision that determines the order of benclits based on the gender of the parent. the birthday rule 111 this 

provision shall be ignored. 

If a child is covereu as a Dependent under Plans through both parents. and the parents are separated or divorced. the following rules apply: 
a) The benefits of the Plan of the parent with custody of the child shall be determined first. 
b) The benefits of the Plan of the spouse of the parent with custouy shall be determined second. 
c) The benefits of the Plan of the parent without custody shall be determined last. 
<l) lf the terms of a court decree state that one or the p.i.rents is responsible for the health care expenses for the child, and ir the entity 

providing coverage under that Plan has actual knowleuge of the terms or the court decree. then the benefits or that plan shall he determined 
first. The benefits of the plan of the other parent shall he considered as secondary. Until the entity providing coverage under the plan has 
knowledge of the terms of the court decree regarding health care expenses. this portion of this provision shall he ignored. 

If the above order of benefits does not establish which plan is the Primary Plan, the benefits of the Plan that covers the employee. member or 
subscriber for a longer periou of time shall he determined before the benefits of the Plan(s) that covered the person for a shorter period of time. 

Procedures to he Followed by the Secondary Plan to Calculate Benefits 

In order to determine which procedure to follow it is necessary to consider: 
a) the basis on which the Primary Plan and the Secondary Plan pay benefits; and 
b) whether the provi<ler who provides or arranges the services and supplies is in the network of either the Primary Plan or the Secondary Plan. 

Benefits may be based on the Reasonable and Customary Charge (R&C). or some similar term. This means that the provi<ler bills a charge and 
the [Member] may be held liable for the full amount of the bille<l charge. In this section, a Plan that bases benefits on a reasonable and 
customary charge is called an "R&C Pbn." 

Benefits may be based on a contractual fee schedule. sometimes called a negotiated fee schedule. or some similar term. This means that 
although a provider. called a network provider, bills a charge, the [Member! may be held liable only for an amount up to the negotiated fee. In 
this section, a Plan that bases benefits on a negotiated fee schedule is called a "Fee Schedule Plan." If the [Member] uses the services of a non-
network provider, the plan will be treated as an R&C Plan even though the plan under which he or she is covered allows for a fee schedule. 

Payment to the provider may he based on a "capitation.·· This means that then HMO or other plans pays the provider a fixed amount per 
[Member]. The [Member] is liable only for the applicable <leductiblc, coinsurance or copayment. If the [Member I uses the services of a non-
network provider, the HMO or other plans will only pay benefits in the event of emergency care or urgent care. In this section, a Plan that pays 
providers based upon capitation is called a "Capitation Plan." 

In the rules below, "provider" refers to the provider who provides or arranges the services or supplies and "HMO" refers to a health 
maintenance organization plan. 

Primary Plan is R&C Plan and Secondary Plan is R&C Plan 
The Secondary Plan shall pay the lesser of: 
a) the difference between the amount of the billed charges and the amount paid by the Primary Plan: or 
b) the amount the Secondary Plan would have paid if it had been the Primary Plan. 
When the benefits of the Secondary Plan arc reduced as a result of this calculation, each benefit shall be reduced in proportion. and the amount 
paid shall be chargcu against any applicable benefit limit of the plan. 

Primary Plan is Fee Schc<lulc Plan and Sccon<lary Plan is Fee Schedule Plan 
If the provider is a network provider in both the Primary Plan and the Secondary Plan. the Allowable Expense shall he the fee schedule of the 
Primary Plan. The Secondary Plan shall pay the lesser of: 
a) The amount of any deductible. coinsur:mcc or copaymcnt required by the Primary Plan: or 
b) the amount the Secondary Plan would have paid if it had been the Primary Plan. 
The total amount the provider receive~ from the Primary plan. the Secondary plan and the [Memher\ shall not exceed the fee schedule of the 
Primary Plan. In no evem shall the /Memherl he responsible for any payment in excess of the copayment. coinsurance or deductible or the 
Secondary Plan 

Primarv Plan is R&C Plan and Secondarv Plan is f'cc Schedule Plan 
If the provider is a network provider 1n the Secondary Plan. the Secondary Plan shall pay the lesser of: 
a) the difference between the amount of the hilled charges for the Allowable Expenses and the amount paid hy the Primary Plan: or 
bl the amount the Secondary Plan would have raid if it had been the Primary Plan. 
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The !Memherj shall only he liable for the coraymcnt. dcductihle or coinsurance under the Secondary Plan if the IMemherl has no liability for 
copaymcnt, dedui;tible or coinsurance under the Primary Plan and the total pavments hy hoth the primary and Secondary Plans are less than the 
provider's hilled charges. In no event shall the I Member[ he rcsronsiblc for any rayment in el\cess of the copayrnent, coinsurance or deductible 
of the Secondary Plan. 

Primary Plan is Fee Schedule Plan and Secondary Plan is R&C Plan 
If the provider is a network provider in the Primary Plan, the Allowable Expense considered by the Secondary Plan shall be the fee schedule of 
the Primary Plan. The Secondary Plan shall pay the lesser of: 
a) The amount of any deductible. coinsurance or copaymcnt required by the Primary Plan: or 
b) the amount the Secondary Plan would have paid if it had been the Primary Plan. 

Primary Plan is Fee Schedule Plan and Secondary Plan is R&C Plan or Fee Schedule Plan 
If the Primary Plan is an HMO plan that docs not allow for the use of non-network providers except in the event of urgent care or emergency 
care and the service or supply the [Member] receives from a non-network provider is not considered as urgent care or emergency care. the 
Secondary Plan shall pay benefits as i r it were the Primary Plan. 

Primary Plan is Capitation Plan and Secondary Plan is Fee Schedule Plan or R&C Plan 
If the [Member] receives services or supplies from a provider who is in the network of both the Primary Plai and the Secondary Plan. the 
Secondary Plan shall pay the lesser of: 
a) The amount of any deductible. coinsurance or eopaymcnt required by the Primary Plan; or 
b) the amount the Secondary Plan would have paid if it had been the Primary Plan. 

Primary Plan is Capitation Plan or Fee Schedule Plan or R&C Plan and Secondary Plan is Capitation Plan 
If the [Member] receives services or supplies from a provider who is in the network of the Secondary Plan. the Secondary Plan shall be liable to 
pay the capitation to the provider and shall not he liable to pay the deductible. coinsurance or copayment imposed by the Primary Plan. The 
IMemberl shall not be liable to pay any deductible. coinsurance or copayments of either the Primary Plan or the Secondary Plan. 

Primary Plan is an HMO and Secondary Plan is an HMO 
If the Primary Plan is an HMO plan that docs not allow for the use of non-network providers except in the event of urgent care or emergency 
care and the service or supply the I Member] receives from a non-network provider is not considered as urgent care or emergency care. hut the 
provider is in the network of the Secondary Plan. the Secondary Plan shall pay benefits as if it were the Primary Plan. faccpt that the Primary 
Plan shall pay out-of-Network services. if any, authorized by the Primary Plan. 

SERVICES FOR AUTOMOBILE RELATED IN.JURIES 

This section will be used to determine a [Member's] coverage under this Contract when services are provided as a result of an automobile 
related Injury. 

Definitions 
"Automobile Related Injury" means bodily Injury sustained by a [Member] as a result of an accident: 
a) while occupying. entering. leaving or using an automobile: or 
b) as a pedestrian; 

caused by an automobile or by an object propelled by or from an automobile. 

"Allowable Expense" means a medically necessary. reasonable and customary item of expense covered at least in part as an eligible expense or 
eligible services by: 
a) this Contract; 
b) PIP; or 
c) OSAIC. 

''Eligible Services" means services provi<led for treatment of an Injury which is covered under this Contract without application or Cash 
Deductibles and Copaymcnts. ii' any or Coinsurance. 

"Out-of-State Automobile Insurance Coverage" or "OSAIC" means any coverage for medical expenses under an automobile insurance policy 
other than PIP. OSAIC includes automobile insurance policies issued in another state or Jurisdiction. 

"PIP'' means personal injury protection coverage provide<l as part of an automobile insurance policy issued in New Jersey. PIP refers 
specifically to provisions for medical expense coverage. 

Determination of primary or secondary coverage. 
This Contract provides secondary coverage to PIP unless health coverage has been elected as primary coverage by or for the l:vternbcrl under 
this Contract. This election is made hy the named insured under a PIP policy. Such election affects that person's family mcmhcrs whn arc not 
themselves named insureds under another auton10b1lc policy. This Contra(:[ may be primary for one \Member]. but not for another if the person 
has a separate automobik policy and has made different selection regar<lin)!: prnnacy of health coverage. 
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This Contract is sccorH.lary to OSAIC. unless the OSI\IC contains provisions which make it secondary or excess lo the Conlractholdcr"s plan. In 
that case this Contract will he primary. 
If there is a dispute as to which policy is primary. this Contract will ray henefits or provide services as if il were primary. 

Services this Contract will provide if it is primary to PIP or OSAIC. 
If this Contract is primary to PIP or OSAJC it will proviJe hencl'its for eligible expenses in accorJance with its terms. 

The rules of the COORDINATION OF UENEFITS AND SERVICES section of this Contract will apply if: 
a) the !Member] is insureJ or covercJ for services unt!er more than one insurance plan; anti 
b) such insurance plans or HMO Contracts arc primary to automobile insurance coverage. 

Benefits this Contract will pay if it is secondary to PIP or OSAIC. 
If this Contract is secondary to PIP or OSAIC the actual benefits payable will be the lesser 
of: 
a) 
b) 

the Allowable Expenses left uncovcrcJ after PIP or OSAIC has provided coverage after applying Cash Deductibles and Copayments. or 
the equivalent value of services if this Contract had been primary. 

GENERAL PROVISIONS 

AFJ.'ILIATED COMPANIES 
If the Contractholder ask, Us in writing to include an Affiliated Company under this Contract. and We give written approval for the inclusion. 
We will treat Employees of that company like the Contractho\der's Employees. Our written approval will include the starting date of the 
company's coverage under this Contract. But each eligible Employee of that company must still meet all the terms and conditions of this 
Contract before becoming covered. 

An Employee of the Contractholder and one or more Affiliated Companies will be considered an Employee of only one of those Employers for 
the purpose of this Contract. That Employee· s service with multiple Employers wi II he treated as service with that one. 

The Contraclholder must notify Us in writing when a company stops being an Affiliated Company. As of this date, this Contract will he 
considered to end for Employees of that Employer. This applies to all of those Employees except those who, on the next day, arc employed by 
the Contractholder or another Affiliated Company as eligible Employees 

AMENDMENT 
The Contract may be amended. at any lime. without a [Membcr]'s consent or_that of anyone else with a beneficial interest rn it. The 
Contractholder may change the type of coverage under this Contract al any time by notifying Us in writing. 

We may make amcnJmcnts lo the Contract uron 30 days' notice to the Contractholder. and as provided in (b) and (c) below. An amendment 
will not affect benefits for a service or supply furnisheJ before the dale of change; and no change to the benefits under this Contract will be 
made without the approval of the Board. 

Only Our officers have authority: to waive any conditions or restrictions of the Contract. to extend the time in which a Premium may be paid. lo 
make or change a Contract. or to bind Us by a promise or representation or by information given or received. 

No change in the Contract is valid unless the change is shown in one of the following ways: 
a) il is shown in an endorsement on ii signed by one of Our officers. 
b) if a change has been automatically made to satisfy the requirements of any stale or federal law that applies to the Contract. as provided in 

the section of this Contract called Conformity With Law, it is shown in an amendment to it that is signed by one of Our officers. 
c) 1f a change is required hy Us. it is accepted by the Contractholder. as evidenced by payment of a Premium on or after the effective date of 

such change. 
d) if a written request for a change is made hy the Contraclholder. it is shown in an amendment to ii signed by the Co11tractholdcr and by one 

of Our officers. 

ASSI(;NMENT 
No assignment or transfer by the Contractholdcr of any of the Conlractholdcr"s interest under this Contract or by a !Member] of any of his or 
her interest under this Contract is valid unless We consent thereto. 

CLERICAL ERROR-MISSTATE!VIENTS 
No clerical error nor programming or systems error by the Contraclholdcr or hy Us in keeping any records pertaining to coverage under this 
Contract will reduce a [Membcr]'s Coverage. Neither will delays in making entries on those records reduce it. However. if We discover such an 
error or uclay. a fair adjustment of Premiums will be made. 

E.\ccpt as <lcscnbe<l 111 the Premium Amounts section. premium aujuslments involving return of unearned premium to the Contractholdcr will 
he Ii mitcd to the period of 12 months preceJing the <late of Our receipt of satisfactory eviJence that such adjustments should be made. 

If the age or an Employee. or any other relevant fact,. arc t't,und to haw been misstated. and the premiums arc thereby allcctcu. an equitable 
:idJ11,tmcnt or premiums will he made. If such misst:itcment involves whether or nol the person's coverage woulu have been accc[)tcd by Us. 
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subJCCt to this Contract's Incontestability section. the true facts will he used in determining whether coverage is in force under the terms of this 
Contract. 
CONFOlli'VIITY WITH LAW 
Any provision of this Contract which. is in conf1ict with the laws of the State of New Jersey. or with Federal law, shall he construed and applied 
as if it were in full compliance with the minimum requirements of such State law or Federal law. 

CONTINUING RIGHTS 
Our failure to apply terms or conditions does not mean that We waive or give up any future rights under this Contract. 

EMPLOYEE'S .EVIDENCE OF COVERAGE 
We will give the Contractholder an individual evidence of coverage to give each covered Employee. It will describe the Employee's coverage 
under this Contract. It will include: 
a. to whom We provide services and supplies or pay benefits: 
h. any protection and rights when the coverage ends: and 
c. claim rights and requirements. 

In the event this Contract is amended, and such amendment affects the material contained in the evidence of coverage. a rider or revised 
evidence of coverage reflecting such amendment will be issued lo the Contracthol<lcr for delivery lo affected Employees. 

GOVERNING LAW 
This entire Contract is governed by the laws of the State of New Jersey. 

INCONTESTABILITY OF THE CONTRACT 
There will be no contest of the validity of the Contract. except for not paying premiums. after it has been in force for two years. 

No statement in any application, except a fraudulent statement. made by the Contractholder or by a [Member] covered under this Contract shall 
be used in conte~ting the validity or his or her coverage or in denying benefits after such coverage has been in force for two years during the 
person's lifetime. Note: There is no time limit with respect to a contest in connection with fraudulent statements. 

LIMITATION ON ACTIONS 
No action at law or in equity shall be brought to recover on the Contract until 60 days after a [Member] files written proof of loss. No such 
action shall be brought more than three years after the end of the time within which proof of loss is required. 

NOTICES AND OTHER INFORMATION 
Any notices. documents. or other information under the Contract may be sent by United States Mail, postage prepaid, addressed as follows: 

If tu Us: To Our last address on record with the Contractholder. 

If to the Contractholdcr: To the last address provided by the Contractholdcr on an enrollment or change of address form actually delivered to 
Us. 

If to a [Member]: To the last address provided hy the [Member] on an enrollment or change of address form actually delivered to Us. 

OTHER RIGHTS 
We arc only required to provide benefits to the extent stated in this Contract. its riders and altachments. We have no other liability. 

Services and supplies are to he provided in the most cost-effective manner practicable as Determined by Us. 

We reserve the right to use Our subsidiaries or appropriate employees or companies in administering: this Contract. 

We reserve the right to modify or replace an erroneously issued Contract. 

Information in a Contractholder's application may not he used by Us to void this Contract or in any legal action unless the application or a 
duplicate of it is attacheJ to this Contract or has been furnished to the Contracthol<ler for attachment to this Contract. 

Information in a [Mcmhc,·sj applic.:at1on may not he used by Us to voit.l his or her coverage under this Contract or in any legal action unless the 
application or a duplicate of it is attached to the Evidence of Coverage issued to a [Mcmherj. or has been mailed lo a !Member] for altachmcnt 
to his or her Evidence of Covcrairc. 

P:\RTICIPATION REQUIREMENTS 
At least [75%] of the lC:rnployccs eligible tor 1nsuLmcc must be enrolled fL>r coverage. If an eligihle Employee 1s not covered by this Contract 
because: 
a. the Employee is covered as a Dependent under a spouse·, coverage. other than individual coverage: or 
b. the Employee is covered under any fully-insured Health Benefits Plan ofkrcd hy the Contracth(,lucr; 
c. the Employee is covered under Medicare: or 
d. the Employee is covcrrd under another grour health benefit, plan. 
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The Premium due on each Premium Due Date is the sum of the Premium charges for the coverage You have. Those charges arc Determined 
from the Premium rates then in effect and the Employees and Dependents then covered. 

If one or more of the premiums paid include charges for a [Member) land or Dependent I whose coverage has ended before the date of that 
premium. We will not be required to refund more than the premiums paid for the two months prior to the date We receive written notice from 
the Contractholder that the Employee's [and or Dependent's I coverage has ended. provided no claims have been incurred during that period .. If 
services or supplies were provided during the period prior to Our receipt of written notice that the Employee [and Dependent's] coverage has 
ended. We shall not be required to refund premium to the Contractholder. 

PAYMENT OF PREMIUMS-GRACE PERIOD 
Premiums are to be paid hy the Contractholdcr to Us. They arc due on each Premium Due Date stated on the first page of the Contract. The 
Contractholder may pay each Premium other than the first within 31 days of the Premium Due Date. Those days are known as the grace period. 
The Contractholdcr is liable to pay Premiums to Us from the first day the Contract is in force 

I REINSTATEMENT 
If the premium has not been paid before the end of the grace period. this Contract automatically terminates as of the last day of the grace period. 
The Contractholder may make written request to Us that the Contract be reinstated. If We accept the request for reinstatement, the 
Contractholder must pay all unpaid premiums back to the date premium was last paid. Such payment is subject to [the payment of the 
reinstatement fee as established by Us.] [an interest charge. determined as a percentage of the unpaid amount. The percentage will be 
determined by Us but will not be more than the maximum percentage allowed by law.] j 

PREMIUM RATE CHANGES 
The Premium rates in effect on the Effective Date are shown in the Premium Rates and Provisions section of the Contract. We have the right to 
prospectively change Premium rates as of any of these dates: 
a) any Premium Due Date: 
b) any date that an Employer hecomcs. or ceases to be. an Affiliated Company. 
c) any date that the extent or nature of the risk under the Contract is changed: 

I) by amendment of the Contract; or 
2) by reason of any provision of law or any government program or regulation; 

d) at the discovery of a clerical error or misstatement as described below. 

We will give You 60 days written notice when a change in the Premium rates is made. 

RECORDS-INFORMATION TO BE J:<'URNISIIEU 
We will keep a record of the !Members]. It will contain key facts about their coverage. 

At the times set by Us. the Contractholder will send the data required by Us to perform its duties under this Contract. and to Determine the 
premium rates and certify status as a Small Employer. All records of the Contractholder which bear on this Contract must be open to Us for Our 
inspection at any reasonable time. 

We will not have to perform any duty that depends on such data before it is received in a form that satisfies Us. The Contractholder may correct 
incorrect data given to Us. if We have not been harmed by acting on it. A person's coverage under this Contract will not be made invalid by 
failure of the Contractholdcr. due to clerical error, to record or report the Employee for coverage. 

The Contractholdcr will furnish Us the Employee land Dependents] eligibility requirements of this Contract that apply on the Effective Date. 
Subject to Our approval. those requirements will apply to the Employee land Dependent) coverage under this Contract. The Contractholder will 
notify Us of any change in the eligibility requirements of this Contract. but no such change will apply to the Employee (or Dependent) coverage 
under this Contract unless Pre-Approved by Us. 

The Contractholdcr will notify Us of any event, including a change in eligibility. that causes termination or a lMemher's] coverage 
immediately, or in no event later than the last day of the month in which the event occurs. Our liability to arrange or provide henefits for a 
person ceases when the person's coverage ends under this Contract. Ill' the Contractholdcr fails to notify Us as provided above, We will he 
entitled to reimbursement from the Contractholder of any benefits paid to any person after the person ·s coverage should have ended. j 

STATEMENTS 
No statement will void the coverage. or he used in defense or a claim unucr this Contract. unless it is contained in a writing signed by a 
[Memhcrj. and We furnish a copy to the/Member/. 

All statements will be deemed representations and not warranties. 

TERM OF TUE CONTRACT-RENEWAL PRIVILEGE-TERMINATION 
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This Contract is issued for a term or one (I) year from the Effective Date shown on the first page of this Contract. All Contract Years an<l 
Cont(act Months will he c.ilculate<l from the Effcl'livc Date. Plan Years wtll he measured as staled in the tlerinition of Plan Year. All periods o(. 
insurance hereunder will hcgin and end al 12:01 am. Eastern Standard Time at the Contractholdcr"s place l)f business. 
The Contractholder may renew this Contract for a further term of one ( I J year. on the first and each suhsequcnt Contract Anniversary. All 
renewals arc suhjcct lo the payment of premiums then due, computed as provided in this Contract's Premium Amounts section and to the 
provisions stated helow. 

We have the right to non-renew this Contract on the Contract Anniversary following the date the Contractholdcr no longer meets the 
requirements of a Small Employer as defined in this Contract. The Contract holder must certify to Us the Contracthol<ler' s status as a Small 
Employer every year. Ccrtilication must be given to Us within 10 days of the <late We request it. If the Contractholder fails to <lo this. We retain 
the right to non-renew this Contract as of the Contractholder's Contract Anniversary. 

We have the right to non-renew this Contract on the Contract Anniversary date following 180 days advance written notice to the Contractholdcr 
for the following reasons: 
a) suhjecl to the statutory notilication requirements. We cease to <lo business in the small group market; 
b) suhjcct to the statutory notification requirements. We cease offering and non-renew a particular type of Health Benefits Plan in the small 

group market; or 
c) the Board terminates a standard plan or a standard plan option. 

We have the right to non-renew this Contract on the Contract Anniversary Date subject to 60 <lays advance written notice to the Contractholder 
for the following reasons: 
a) the Contracthol<ler moves outside the state of New Jersey; 
b) less than [75'7r] of the Contractholdcr·s eligible Employees arc covered by this Contract. If an eligible Employee is not covered by this 

Contract hecause: 
I. the Employee is covered as a Dependent under a spouse's coverage, other than individual coverage; or 
2. the Employee is covered under any fully-insured Health Benefits Plan offered by the Contractholder; 
3. the Employee is covered under Medicare; or 
4. The employee is covered under another group health benefits plan. 

We will count that Employee as being covered by this Contract for purposes or satisfying participation requirements; 
c) the Contractholder docs not contrihute at least 10% of the annual cost of the Contract; or 
d) the Contractholder ceases membership in an association or multiple employer trust. but only if coverage is terminated uniformly. without 

regard to any Health Status-Related Factor relating to any Member 

If any premium is not paid hy the end or its grace period. this Contract will amomatically end when that period ends. The Contracthol<ler may 
write to Us. in advance. to ask that this Contract he ended at the en<l of the period for which premiums have been paid or at any time during the 
grace period. We arc not required to honor a request for a retroactive termination of this Contract. For prospective termination requests, this 
Contract will end on the <late requested. The Contractholder is liable to pay premiums to Us for the time this Contract is in force. We shall give 
notice of the date or termination to the Contractholder no more than 30 <lays following the date of the termination. 

Immediate cancellation will occur if the Contractholder has performed an act or practice that constitutes fraud. or made an intentional 
misrepresentation of material fact under the terms of this Contract. 

THE CONTRACT 
The entire Contract consists of: 
[a) the forms shown in the Table of Contents as of the Effective Date: 
bl) the Contractholdcr's application. a copy of which is attached to the Contract; 
[c)] any nders, [endorsements] or amendments to the Contract: ["DC" an<l] 
[<l)] the individual applications, if any. of alliMcmhcrs]I .J["DC" and 
e) the associated Indemnity pbn. I 

WORKERS' COMPENSATION 
The health benclits provided undn this Contract .ire not in place of. an<l do not affect requirements for coverage hy Workers' Compensation. 

CONTINUATION RIGHTS 

COORDINATION AMONG CONTl!'.UATlON RIGHTS SECTIONS 
As used in this section. COBR/\ means the Consoli<latc<l Omnibus Budget Reconciliation Act of 1985 as enacted. and later amended 

A [Member! may he eligible to nintinue his or her group health benefits under this Contract's COHRA CONTINUATION RIGHTS (CCR) 
section an<l under other continuation sections of this Contract at the same time. 

Continuation Under CCR an<l !'.EW .JERSEY GROUP CONTINUATION RIGHTS (N.IGCR): If a[Mcmhcrl is cliiihlc to continue his or 
her group health benefits under both this Contract's CCR an<l NJGCR sections. he or she may elect 10 continue under C<.~R. hut cannot continue 
under NJGCR. 

Continuation Under CCR and any other contmuation section or this Contract: 
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lf_a [Member! elecls to continue his or her group heal1h hcncfi1s untlcr both this Cnntrac1·s CCR and NJGCR. 1hc con1inua11011s: 
a) start at the same time: 
b) run concurrently; and 
c) end independently on their own terms. 

While covered under more than one continuation scclion. the [Member I: 
a) will not be entitled to dupl icale benefits: and 
b) will not be suhjecl IO the premium requirements of more than one section at the same time. 

AN IMPORTANT NOTICE ABOUT CONTINUATION RIGHTS 

The following COBRA CONTINUATION RIGHTS section may not apply to the Employer's plan. The Employee must contact his or 
her Employer to find out if: 
a) the Employer is sub,ject to the COBRA CONTINUATION RIGHTS section, in which case; 
b) the section applies to the Employee. 

COBRA CONTINUATION RIGHTS (Generally applies to employer groups of 20 or more employees) 

Important Notice 
Under this section. "Qualified Continuee" means any person who, on the day before any event which would qualify him or her for continuation 
under this section. is covered for group health benefits under this Contract as: 
a) an active, covered Employee; 
b) the spouse of an active, covered Employee: or 
c) the Dependent child of an active. covered Employee. Except as stated below. any person who becomes covered untlcr this Contract during 

a continuation provided by this section is not a Qualified Continuec. 
Exception: A child who is horn to the covered Employee. or who is placed for adoption with the covered Employee during the continuation 
provided by this section is a Qualified Continucc. 

If An Employee's Group Health Benefits Ends 
a) If an Employee's group health hcnefits end due to his or her termination of employmenl or reduction of work hours. he or she may elect to 

continue such benefits for up 10 18 months unless he or she was terminated due 10 gross misconducl. 
A Qualified Continuee may elect to continue coverage under COBRA even if the Qualified Continuec: 
a) is covered under another group plan on or before the date of the COBRA election; or 
b) is entitled to Medicare on or before the date of the COBRA election. 

The continualion: 
a) may cover the Employee and any other Qualilied Continuee: and 
b) is subject to the When Continuation Ends seclion. 

Extra Continuation for Disabled Qualified Continuees 
If a Qualified Continuce is determined to be disabled under Title II or Title XVI of the Unitetl States Social Security Act on the date his or her 
group health benefits would otherwise end due to the Employee's termination of employment or reduction of work hours or during the first 60 
tlays of continuation coverage, he or she and any Qualified Continuec who is not disabled may elect to extend his or her 18 month continuation 
period above for up to an extra 11 months. 

To elect the extra 11 months of continuation. the Qualified Continuce must give !he Employer written proof of Social Security's determination 
of his or her disability before the earlier of: 

a) the end of the 18 month continuation period; and 
b) 60 tlays after the date the Qualified Continuee is dc1ern1incd to be disabled. 

If. during this extra 11 month continuation period. the Qualified Continuce is determined lo be no longer disabled under the Social Security 
Act, he or she must notify the Employer within 30 days of such determination. and continuation will end. as explained in the When 
Continuation Ends section. 

An additional 50%. of the total premium charge also may he required from the Employee by the Employer during this extra 11 month 
continuation period. 

Ir An Employee Dies While Covered 
If an Employee dies while covered. any Qualified Continucc whose group health benefits would otherwise end may elect to continue such 
hcncfits. The continuation can last for up to 36 months. subject to the When Continuation Ends section. 

U An Employee's Marriage [or Domestic Partnership] Ends 
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If an Employee's marriage ends due lo legal d1von:e or legal separation [or termination of the domestic partnership!. any Qualilied Continucc 
__ whose group health henefits would otherwise end may elect lo continue such benefits. The continuation can last for up to 36 months. subject to 

the When Continuation Ends section. 

If A Dependent Loses Eligibility 
If a Dependent child's group health hcnefits end due to his or her loss of dependent elig:ihility as defined in this Contract. other than the 
Employee's coverage ending. he or she may elect to continue such benefits. However. such Dependent child must be a Qualified Continuce. 
The continuation can last for up to 36 months. subject to When Continuation Ends, 

Concurrent Continuations 
If a Dependent elects to continue his or her group health benefits due to the Employee's termination of employment or reduction of work hours. 
the Dependent may elect to extend his or her 18 month continuation period to up to 36 months, if during. the I 8 ml)nth continuation period. 
either: 
a) the Dependent becomes eligible for 36 months of group health benefits due to any of the reasons stated above: or 
b) the Employee becomes entitled to Medicare. 

The 36 month continuation period starts on the date the 18 month continuation period started, and the two continuation periods will be deemed 
to have run concurrently. 

Special Medicare Rule 
Except as stated below. the "special rule" applies to Dependents of an Employee when the Employee becomes entitled to Medicare prior to 
termination of employment or reduction in work hours. The continuation period for a Dependent upon the Employee's subsequent termination 
of employment or reduction in work hours will be the longer of the following:: 
a) 18 months from the date of the Employee· s termination of employment or reduction in work hours; or 
b) 36 months from the date of the Employee's earlier entitlement to Medicare. 

Exception: If the Employee becomes entitled to Medicare more than 18 months prior to termination of employment or reduction in work hours. 
this "special rule" will not apply. 

The Qualified Continuee's Responsibilities 
A person eligible for continuation under this section must notify the Employer, in writing, of: 
a) the legal divorce or legal separation [or termination of the domestic partncrship]of the Employee from his or her spouse; or 
b) the loss of dependent eligibility. as defined in this Contract. of a covered Dependent child. 

Such notice must be given to the Employer within 60 days of either of these events. 

The Employer's Responsibilities 
The Employer must notify the Qualified Continucc. in writing:. of: 
a) his or her right to continue this Contract's group health hcnefits; 
b) the monthly premium he or she must pay to continue such benefits; and 
c) the times and manner in which such monthly payments must be made. 

Such written notice must be given to the Qualified Continuee within 44days of: 
a) the date a Qualified Continuce's group health benefits would otherwise end due to the Employee's death or the Employee's termination of 

employment or reduction of work hours; or 
bl the date a Qualified Continuee notifies the Employer. in writing. of the Employee's legal divorce or leg.al separation [or termination of the 

domestic partnership! from his or her spouse. or the loss of dependent eligibility of a covered Dependent child. 

The Employer's Liability 
The Employer will be liable for the Qualified Continuce·s continued group health benefits to the same extent as. and in place of. !Carrier!. if: 
a) the Employer fails to remit a Qualified Continuec·s timely premium payment to Us on time. thereby causing the Qualified Continuce·s 

continued group health benefits to end: 
b) the Employer fails to notify the Qualified Continuee of his or her continuation rights. as described above. 

Election of Continuation 
To continue his or her group health benefits. the Qualified Continuee must give the Employer written notice that he or she elects to continue. 
An election of a minor Dependent Child can be made by the Dependent Child's parent or legal guardian. This must be done within 60 days of 
the date a Qualified Con1inuec receives notice of his or her rnntinuatinn rights from the Employer as dcscrihed above. And the Qualified 
Continuec must pay the first month's premium in a timely manner. 

The subsequent premiums must he paid to the Employer. by the Qualified Continuee. in advance. at the times and in the manner specified hy 
the Employer. No further notice of when premiums arc due will he given. 

The monthly premium will he the total rate which would have been charged for the group health benefits had the Qualified Continucc stayed 
covered under this Contract on ;1 regular basis. It includes any amount that would have been paid hy the Employer. Except as cxplaineu in the 
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Extra Continuation f'or Disabled Qualified Continuces section. an additional charge of two percent of the total premium charge may also he 
reyuired by the Employer. 

If the Qualified Continuee fails to give the Employer nt,tice of his or her intent to continue. or fails to pay any required premiums in a timely 
manner. he or she waives his or her continuation rights. 

Grace in Payment of Premiums 
A Qualified Continucc·s premium payment is timely if. with respect to the first payment after the Qualified Continuee elects to continue. such 
payment is made no later than .is days after such election. In all other cases. such premium payment is timely if it is made within 31 days of the 
specified date. 

If timely payment is made to the plan in an amount that is not significantly less than the amount the Employer rcyuires to he paid for the period 
of coverage. then the amount paid is deemed to satisfy the Employer's requirement for the amount that must he paid. unless the plan notifies the 
Qualified Continuee of the amount of the deficiency and grants an additional 30 days for payment of the deficiency to be made. An amount is 
not significantly less than the amount the Employer requires to he paid for a period of coverage if and only if the shurtfall is no greater than the 
lesser of the following two amounts: 
a) Fifty dollars (or such other amount as the Commissioner may provide in a revenue ruling. notice. or other guidance published in the 

Internal Revenue Code Bulletin); or 
h) Ten percent of the amount the plan reyuires to be paid. 

Payment is considered as made on the date on which it is sent to the Employer. 

When Continuation Ends 
A Qualified Continuec·s continued group health hcnefits end on the rirst of the following: 
a) with respect to continuation upon the Employee's termination of employment or reduction of work hours. the end of the 18 month period 

which starts on the date the group health benefits would otherwise end; 
b) with respect to a Qualified Continucc who has elected an additional 11 munths of continuation due to his or her own disability or the 

disability of a family member, the earlier of: 
•the end of the 29 month period which starts on the date the group health benefits would 
otherwise end; or 
•the first day of the month which coincides with or next follows the date which is 30 days after the date on which a final determination 1s 
made that a disabled Qualified Continuce is no longer disahled under Title II or Title XV I of the Social Security Act; 

c) with respect to continuation upon the Employee's death, the Employee's legal divorce or legal separation [or termination of the domestic 
partnership!. or the end of a covered Dependent's eligihility. the end of the 36 month period which starts on the date the group health 
benefits would otherwise end; 

d) with respect to a Dependent whose continuation is extended due to the Employee's entitlement to Medicare, the end of the 36 month 
period which starts on the date the group health henetits would otherwise end: 

e) the date this Contract ends; 
f) the end ot' the period for which the last premium payment is made; 
g) the date he or she becomes covered under any other group health plan which contains no limitation or exclusion with respect to any Pre-

Existing Condition of the Qualified Continuce or contains a pre-existing conditions limitation or exclusion that is elimimled through the 
Qualified Continuee· s total period of Creditable Coverage; 

h) the date he or she hecomcs entitled lo Medicare 
i) termination of a Qualified Continuee for cause (e.g. suhmission of a l'raudulent claim) on the same basis that the plan terminates coverage 

of an active employee for cause. 

NEW .JERSEY GROUP CONTINUATION RIGHTS 

Important Notice 

If An Employee's Group Benefits End 
If an Employee's health coverage ends due to termination of employment for a reason other than for cause. or reduction of work hours to below 
25 hours per week. he or she may elect to continue such benefits for up to 12 months. subject to the When Continuation Ends section. At the 
Employee· s option. he or she may elect to continue health coverage for any of his or her then covered Dependents whose coverage would 
otherwise end at this time. If an Ernrloyec acquires one or more Dependents after the contim1ed health coverage hcgins. he or she may elect to 
add such Newly Acyuired Dependents to the continued coverage for the remaining period of continued health coverage. In order to continue 
health coverage for his or her Dependents, the Employee must dcct lo continue health coverage for himself or herself. 

What the Employer Must Do 
Al the time or termination or employment or reduction or work 11l>urs. the Employer must notify the Employee, 111 writing. of: 
aJ his or her right to continue this Contract's group health hcnefits: 
h) the monthly premium he or she must pay to continue such hcncfits: and 
c) the times and manner in which such monthly payments must he made. 

What The Emplo)'Ce l\lust Do 
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To continue his or her health coverage. the Employee must send a written request to the Employer within 30 days of the date of termination of 
employment or reduction of work. hours. The Employee must also pay the first month's pren:iium. The first premium paymen1J_11usl be made 
within 30 days of the date the Employee elects continuation. 

The subsequent premiums must he paid to the Employer. by the Employee. in advance. at the times and in the manner We specify. 

The monthly premium will he the total rate which would have been charged for the small group benefits had the Employee stayed covered 
under this Contract on a regular basis. It includes any amount that the Employer would have paid. And an additional charge of two percent of 
the total premium may be charged for the continued coverage. 

If an Employee fails to give the Employer notice that he or she elects to continue, or fails to make any premium payment in a timely manner. he 
or she waives his or her continuation rights. All premium payments, except the first, will be considered timely if they are made within 31 days 
of the specified due dates. 

The Continued Coverage 
The Employee's continued coverage will be identical to the coverage he or she had when covered under this Contract on a regular basis. Any 
modifications made under this Contract will apply to similarly situated continuees. We do nm ask for proof of insurability in order for an 
Employee to continue. 

When Continuation Ends 
A [Member j's continued health coverage ends on the first of the following: 
a) the date which is 12 months from the date the small group benefits would otherwise end; 
b) the date the [Member] becomes eligible for Medicare; 
c) the end of the period for which the last premium payment is made; 
d) the date the [Member J becomes covered under another group medical plan which contains no limitation or exclusion with respect lo any 

Pre-Existing Condition of the [Member); 
e) with respect to a [Memherl who becomes covered under another group medical plan which contains a limitation or exclusion with respect 

to a Pre-Existing Condition of the [Member), the date such limitation or exclusion ends; 
f) the date the Employer no longer provides any health benefit plans for any of the Employer's Employees or their eligible Dependents; or 
g) with respect to a Dependent. the date he or she is no longer an eligible Dependent as defined in this Contract. 

A TOTALLY DISABLED EMPLOYEE'S RIGHT TO CONTINUE GROUP HEALTH BENEFITS 

If An Employee is Totally Disabled 
An Employee who is Totally Disabled and whose group health benefits end because his or her active employment or membership in an eligible 
class ends due to that disability. can elect to continue his or her group health benefits. But he or she must have been covered by this Contract for 
al least three months immediately prior to the date his or her group health benefits ends. The continuation can cover the Employee, and at his or 
her option, his or her then covered Dependents. 

How And When To Continue Coverage 
To continue group health benefits. the Employee must give the Employer written notice that he or she elects to continue such benefits. And he 
or she must pay the first month's premium. This must be done within 31 days of the date his or her coverage under this Contract would 
otherwise end. 

Subsequenl premiums must be paid to the Employer monthly. in advance. al the times and in the manner specified by the Employer. The 
monthly premium the Employee must pay will be the total rate charged for an active Full-Time Employee, covered under this Contract on a 
regular basis, on the date each payment is due. It includes any amount which would have been paid by the Employer. 

We will consider the Employee's failure to give notice or to pay any required premium as a waiver of the Employee's continuation rights. 

If the Employer fails. after the timely receipt of the Employee's payment. to pay Us on behalf of such Employee. thereby causing the 
Employee's coverage to end: then such Employer will be liable for the Employee's benefits. to the same extent as. and in place of. Us. 

When This Continuation Ends 
These continued group health benefits end on the first of the following: 

a) the end of the period for which the last payment is made. if the Employee stops paying: 
b) the date the !Mcmherl becomes employed and eligible or covered for similar benefits hy another group plan. whether it be an insured or 

uninsured plan: 
c) the date this Contract ends or is amended to end for the class of Employees to which the Employee belonged: or 
d) with respect to a Dependent. the date he or she stops being an cligihlc Dependent as defined in this Contract. 

AN EMPLOYEE'S RIGHT TO CONTINUE GROUP UEAl,'J'II UEi'iEFITS DURING A FAMILY l,EAVE OF AUSJ<:NCE 

Important Notice 
This section may not apply to an Employer's plan. The Employee must contad his or her Employer to find out if: 
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a) the Employer must allow for a leave of ahsence under Federal law in which case: 
b) the section applies to the Employee. 

If An Employee's Group Health Cover:ige Ends 
Group health coverage may end for an Employee because he or she ceases Full-Time work due to an approved leave of absence. Such leave of 
absence must have hccn granted lo allow the Employee to care ror a sick family memher or after the birth or adoption of a child. If so. his or her 
medical care coverage will be continued. Dependents' coverage may also he continued. The Employee will be required to pay the same share of 
premium as before the leave of absence. 

When Continuation Ends 
Coverage may continue until the earliest of: 
a) the date the Employee returns to Full-Time work; 
h) the end of a total period of 12 weeks in any 12 month period: 
c) the date on which the Employee's coverage would have ended had the Employee not been on leave: or 
d) the end of the period for which the premium has been paid. 

[A DEPENDENT'S RIGHT TO CONTINUE GROUP HEALTH BENEFITS 

If an Employee dies. any of his or her Dependents who were covered under this Contract may elect to continue coverage. Subject to the 
payment of the required premium. coverage may be continued until the earlier of: 
a) 180 days following the date of the Employee's death; or 
b) the date the Dependent is no longer eligible under the terms of this Contract.] 

[CONVERSION RIGHTS H>R DIVORCED SPOUSES 

IF AN EMPLOYEE'S MARRIAGE [OR DOMESTIC PARTNERSHIP] ENDS 
If an Employee·s marriage ends by legal divorce or annulment, !or termination of the domestic partnership!. the group health coverage for his 
or her former spouse ends. The former spouse may convert to an individual contract during the conversion period. The former spouse may 
cover under his or her individual contract any of his or her Dependent children who were covered under this Contract on the date the group 
health coverage ends. See Exceptions below. 

Exceptions 
No former spouse may use this conversion right: 
a) if he or she is eligible for Medicare; 
b) if it would cause him or her to be excessively covered; This may happen if the spouse is covered or eligible for coverage providing similar 

benefits provided hy any other plan. insured or not insured. We will Determine if excessive coverage exists using Our standards for 
excessive coverage. or 

c) [if he or she permanently relocates outside the Service Area. I 

HOW AND WHEN TO CONVERT 
The conversion period means the 31 <lays after the <late group health coverage ends. The former spouse must apply for the individual contract in 
writing and pay the first premium for such cuntract during the conversion period. Evidence of good health will not be required. 

THE CONVERTED CONTRACT 
The individual contract will provide the medical benefits that We are required to offer. The individual contract will take effect on the <lay after 
group health coverage under this Contract ends. 

Arter group health coverage under this Contract ends. the former spouse and any children covered under the individual contract may still 
receive benefits under this Contract. If so, benefits to he paid under the individual contract. if any. will be reduced by the amount paid or the 
reasonable cash value of services provided under this Contract.] 

MEDICARE AS SECONDARY PAYOR 

IMPORTANT NOTICE 

The following sections regarding Medicare may not apply to the Employer's Contract. The Employee must contact his or her Employer 
to find out if the Employer is subject to Medicare as Secondary Payor rules. 

If the Employer is subject to such rules, this Medicare as Secondary Payor section applies to the Employee. 

If the Employer is NOT subject to such rules, this Medicare as Secondary Payor section docs not apply to the .Employee, in which case, 
Medicare will he the pri1mu-y health phm and this Contract will be the secondary health 1>lan for [Members] who arc eligible for 
Medicare. Benefits will he payable as specified in the COORl)INATION OF BENEFITS AND SERVICES section of this Contract. 
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The foll(lwing provisions explain how this Contract·s group health henefits interact with the hcnefits available un<.lcr Medicare as Sccon<.lary 
Payor rules. A IMcmherJ may be eligible for Medicare by reason 01· age. disability. or _End Stage Renal Disease. Different rules apply to each 
type or Me<.licarc cligihility. as explained helow. 

With respect to the following provisions: 
a) "Medicare" when used above. means Part A and B of the health care program for the aged and disabled provided by Title XVIII of the 

United States Social Security Act. as amended from time to time. 
h) A [MemherJ is considered to be eligible for Medicare by reason of age from the first day of the month during which he or she reaches age 

65. However. If the IMcmher\ is horn on the first day of a month. he or she is considered to he eligible for Medicare from the first day of 
the month which is immediately prior to his or her 65th birth<.lay. 

c) A "primary" health plan pays benefits for a [Member's\ Covered Service or Supply or Covered Charge first. ignoring what the [Member"s\ 
"secon<.lary'' plan pays. A ··secondary" health plan then pays the remaining unpaid allowable expenses. Sec the COORI)INA TION 011 

BENEFITS AND SERVICES section for a definition of "allowable expense." 

MEDICARE ELIGIIHLITY BY REASON OF AGE (Generally applies to employer groups with 20 or more employees) 

Applicability 
This section applies to an Employee or his or her covered spouse who is eligible for Medicare hy reason of age. 

Under this section. such an Employee or covered spouse is referred to as a "Medicare eligihlc." 

This section docs not apply to: 
a) a [Member], other than an Employee or covered spouse 
b) an Employee or covered spouse who is under age 65. or 
c) a [Memberj who is eligible for Medicare solely on the basis of End Stage Renal Disease. 

When An Employee or Covered Spouse Becomes Eligible For Medicare 
When an Employee or covered spouse becomes eligible for Medicare by reason of age. he or she must choose one of the two options below. 

Option (A)-The Medicare eligible may choose this Contract as his or her primary health plan. If he or she does. Medicare will be his or her 
secondary health plan. Sec the When This Contract is Primary section below, for details. 

Option (B)-The Medicare eligible may choose Medicare as his or her primary health plan. If he or she does, group health benefits under this 
Contract will end. Sec the When Medicare is Primary section below. for details. 

If the Medicare eligible fails to choose either option when he or she becomes eligible for Medicare by reason of age. We will provide services 
and supplies and pay henefits as if he or she had' chosen Option (A). 

When this Contract is primary 
When a Medicare cligihlc chooses this Contract as his or her primary health plan. if he or she incurs a Covered Service and Supply or Covered 
Charge for which benefits arc payable under hoth this Contract and Medicare, this Contract is considered primary. This Contract provides 
services and supplies and pays first, ignoring Medicare. Medicare is considered the secondary plan. 

When Medicare is primary 
If a Medicare eligible chooses Medicare as his or her primary health plan. he or she will no longer be covered for such benefits hy this Contract. 
Coverage under this Contact will end on the date the Medicare eligible elects Medicare as his or her primary health plan. 

A Medicare eligible who elects Medicare as his or her primary health plan, may later change such election. and choose this Contract as his or 
her primary health plan. 

MEDICARE ELIGrnILITY BY REASON OF DISABILITY (Generally applies to employer groups with 100 or more employees) 

Applicability 
This section applies to a I Member\ who is: 
a) under age 65: and 
b) eligible for Medic:.irc by reason of disability. 

Under this section. such I Member! is referred to as a "disabled Medicare eligible." 

This section docs not arply to: 
a) a I Member\ who IS eligihlc for Medicare by reason of age: or 
bJ a [McmhcrJ who is eligible for Medicare solely on the hasis of End Stage Renal Disease. 

When A [Member] Becomes Eligible For Medicare 
When a !Member] hernmcs cligihlc for Medicare hy rt'ason of disability. this Contract is the primary plan. This Contract is the secondary plun. 
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If a !Member! 1s eligible for Medicare hy reason of disability. he or she must be covem.l hy both Parts A am! B. Benefits will he payable as 
specified in thc_COORDINATION OF BENEFITS AND SERVICES section of ti-tis Contract. 

MEDICARE ELIGIBILITY BY REASON OF END STAGE RENAL DISEASE (Applies tu all employer groups) 

Applicability 
This section applies to a [Memherl who 1s eligih!c for Medicare on the basis of End Stage Renal Disease (ESRD). 
Under this section such [Member! is referred to as a "ESRD Medicare eligible." 

This section docs not apply lo a [Mcmherl who is eligible for Medicare by reason of disability. 

When A [Member] Becomes Eligible For Medicare Due to ESRD 
When a !Member] becomes eligible for Medicare solely on the basis of ESRD. for a period ofup to JO consecutive months. if he or she incurs a 
charge for the treatment of ESRD for which services and supplies are provided or benefits arc payable under hoth this Co111ract and Medicare. 
this Contract is considered primary. This Contract provides services and supplies and pays first. ignoring Medicare. Medicare is considered the 
secondary plan. 

This 30 month period begms on the earlier of: 
a) the first day of the month during which a regular course of renal dialysis starts: and 
b) with respect to a ESRD Medicare eligible who receives a kidney transplant. the first day of the month during which such [Member! 

becomes eligible for Medicare. 

After the 30 month period described above ends, if a ESRD Medicare eligible incurs a charge for which services and supplies are provided and 
benefits are payable under both this Contract and Medicare, Medicare is the primary plan. This Contract is the secondary plan. If a [Member] is 
eligible for Medicare on the basis of ESRD, he or she must be covered by both Parts A and B. Benefits will be payahlc as specified in the 
COORDINATION OF BENEFITS AND SERVICES section of this Contract. 

Amended by R.1994 d.47, effective December 22, 1993. 
See: 25 N.J.R. 5017(a), 26 N.J.R. 400(a). 
Amended by R.1994 d.498, effective September 2, 1994. 
See: 26 N.J.R. 2843(a), 26 N.J.R. 3867(a), 26 N.J.R. 4066(a). 
Petition for Rulemaking. 
See: 26 N.J.R. 5120(c). 
Amended by R.1995 d.580, effective November 6, 1995 ( operative 

January 1, 1996). 
See: 27 N.J.R. 3051(a), 27 N.J.R. 4371(a). 
Amended by R.1997 d.280, effective July 7, 1997 (operative September 

1, 1997). 
See: 29 N.J.R. 1090(a), 29 N.J.R. 2931(a). 

Amended by R.1997 d.501, effective January 1, 1998. 
See: 29 N.J.R. 4620(a), 29 N.J.R. 5069(a). 
Amended by R.1998 d.512, effective September 25, 1998. 
See: 30 N.J.R. 2815(a), 30 N.J.R. 3840(a). 
Amended by R.1999 d.376, effective October 6, 1999 (operative No-

vember 1, 1999). 
See: 31 N.J.R. 2442(a), 31 N.J.R. 3340(a). 
Amended by R.2000 d.304, effective June 23, 2000. 
See: 32 N.J.R. 2210(a), 32 N.J.R. 2592(a). 
Amended by R.2004 d.107, effective March 15, 2004 (operative October 

1, 2004). 
See: 35 N.J.R. 501l(a), 36 N.J.R. 1594(a). 
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Amended by R.1994 d.55, effective December 30, 1993. 
See: 26 N.J.R. 328(b), 26 N.J.R. 809(a). 
Amended by R.1994 d.580, effective November 21, 1994. 
See: 26 N.J.R. 31l8(a), 26 N.J.R. 4620(a). 

Amended by R.1994 d.55, effective December 30, 1993. 
See: 26 N.J.R. 328(b), 26 N.J.R. 809(a). 
Repealed by R.1997 d.126, effective March 17, 1997. 

Amended by R.1994 d.580, effective November 21, 1994. 
See: 26 N.J.R. 3118(a), 26 N.J.R. 4620(a). 
Repealed by R.1997 d.126, effective March 17, 1997. 

EXHIBIT U 

PART 1 

(Reserved) 

Repealed by R.1997 d.126, effective March 17, 1997. 
See: 28 N.J.R. 4364(a), 29 N.J.R. 887(b). 

Part was "Reinsuring Carrier Declaration". 

PART 2 

(Reserved) 

See: 28 N.J.R. 4364(a), 29 N.J.R. 887(b). 
Part was "Risk-Assuming Carrier Declaration". 

PART3 

(Reserved) 

See: 28 N.J.R. 4364(a), 29 N.J.R. 887(b). 
Part was "Risk-Assuming Carrier Application". 
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EXIIIIHTV 

I Carrier I PLANA 

SMALL GROUP HEALTH UENEF'lTS [CERTil<'ICATEJ 

IICarrierl certifies that the Employee named [below I is entitled lo the benefits <lcscrihed in this [Certificate], as of the effective date shown 
[below I. subject to the eligibility an<l effective date requirements of the Policy. 

This [CertilieatcJ replaces any and all [Certificates! previously issued to the Employee under any group policies issued by £Carrier) providing 
the types of benefits described in this iCertificateJ. 

The Policy is a contnict between !Carrier] and the Policyholder. This [Certificate) is a summary of the Policy provisions that affect your 
insurance. All benefits and exclusions arc subject to the terms of the Policy. 

POLICYHOLDER: 
GROUP POLICY NUMBER: 
EMPLOYEE: 
CERTIFICATE NUMBER: 
EFFECTIVE DA TE: 

[ABC Company] 
[G-12345] 
[JOHN DOEI 
[C-12345671 
01-01-04] 

[Include legal name, trade name. phone, fax and e-mail numbers by which consumers may contact the carrier, including at least one toll-free 
number for Covered Persons]] 

CERTIFICATE INDEX 

SECTION 
Schedule of Insurance 
General Provisions 
Claims Provisions 
[Planholdersl 
Definitions 
Employee Coverage 
[Dependent Coverage I 
(Preferred Provider Organizations Provisions) 
[Point of Service Provisions I 
[ Appeals Procedure I 
[Continuation of Care] 
Health Benefits Insurance 
[Utili1.ation Review Features) 
[Specialty Case Management! 
[Centers of Excellence Features l 
Exclusions 
Continuation Rights 
[Conversion Rights for Divorced Spouses I 
[Effect of Interaction with a Health Maintenance Organization Plan) 
Coordination of Benefits and Services 
Benefits for Automobile Related Injuries 
Medicare as Secondary Payor 
Statement or ERISA Rights 
Claims Procedures 

SCHEDULE OF INSURANl:E 

1-;MPLOYEE [AM> DEPENDENT] HEAl,TH BENEFITS 

Calendar Year Cash J>cductihlc: 

PAGE(S) 

PLANA 

•for Hospital Confinement 
•for Preventive C.1re 

l\'onc (Note: Sec Hospital Confinement Copaymenl) 
!\one 

•for immunizations and lcaJ 
•screening for children 
•for All Other Charge~ 
-per Covered Person 
I-per C\wcred Family 

Supp. 9-20-04 

$2:'iO 
1$:'iOOJ l'.'\otc: Must he 111Jividually satisfied hy '.? 
scpar,ttc Covered Persons] I 
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SMALL EMPLOYER HEALTH BENEFITS PROGRAM 

1$7501 

Hospital Confinement Copaymcnt 
-per day 
-maximum Copayment per Period of Confinement 
-maximum Copayment per Covered Person per Calendar 
Year 

Coinsurance 

$ 250 
$1.250 

$2.500 

11:21 App. EXH. V 

Coinsurance is the percentage of a Covered Charge that must be paid by a Covered Person. However. !Carrier] will waive the Coinsurance 
requirement once the Coinsurance Cap has been reached. This Policy's Coinsurance, as shown below. docs not include Cash Deductibles, 
Copayments, penalties incurred under this Policy's Utilization Review provisions. or any other Non-Covered Charge. 

The Coinsurance for this Policy is as follows: 
•for Preventive Care None 
•for Facility charges made by: 
-a Hospital 20% 
-an Ambulatory Surgical Center 20% 
-a Birthing Center 20% 
-an Extended Care Center or Rehabilitation Center 20% 
-a Hospice 20% 

•for the following Covered Charges incurred while 
the Covered Person is an Inpatient in a Hospital: 
-Prescription Drugs 20%. 
-Blood Transfusions 20% 
-Infusion Therapy 20% 
-Chemotherapy 20% 
-Radiation Therapy 20% 

for all other Covered Charges SO% 

Maximum Out of Pocket per Covered Person per each 
Calendar Year $7.750 

Daily Room and Uoard Limits 

•During a Period of Hospital Confinement 

For semi-private room and board accommodations. (Carrier) will cover charges up to the Hospital's actual daily semi- private room and hoard 
rate. 

For private room and board accommodation, fCarrierJ will cover charges up to the Hospital's average daily semi- private room and board rate. 
or if the Hospital docs not have semi-private accommodations. sock of its lowest daily room and board rate. However. if the Covered Person is 
being isolated in a private room because the Covered Person has a communicable Illness. [CarricrJ will cover charges up to the Hospital's actual 
private room charge. 

For Special Care Units. (Carrier I will cover charges up to the Hospital's actual daily room and board charge for the Special Care Unit. 

•During a Confinement In An Extended Care Center Or Rehabilitation Center 

(Carrier] will cover the lesser of: 
a) the center's actual daily room and board charge: or 
b) SO% of the covered daily room and board charge made by the Hospital during the Covered Person's preceding Hospital confinement, for 

semi-private accommodations. 

Pre-Approval is required for charges incurred in connection with: 
•Extended Care and Rehahilitation 
•Home Health Care 
•Hospice Care 

[Carrier] will reduce hcnclits by 50% with respect lo charges for treatment, services and sup1>lies which arc not Pre-Approved by 
[Carrier) 1>rovidcd that benefits would othenvisc he payable under this Policy. 

SCIIEl>ULE OF INSUUNCE ,\,..;I) PIU:MllJM RATES EXA'.\IPLE: PLAN A PPO with common Deductible and Maximum Out of 
Pocket 
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EMPLOYEE [Al\D DEPENDE:'IIT) HEALTH UENEFITS 

Calendar Year Cash l>eductihlc: 
•for Hospital Confinement None (Nute: Sec Hospital Confinement Copayment) 
•for Preventive Care None 
•for immunizations and lead 

None 

$250 

•screening for children 
•for All Other Charges 
-per Covered Person 
I-per Covered Family [$500] I Note: Must be individually satisfied by 2 separate Covered Persons II 

[$750] 

Hospital Confinement Copayment 
-per day 
-maximum Copaymcnt per Period of Confinement 
-maximum Copayment per Covered Person per Calendar 
Year 

Coinsurance 

$ 250 
$1,250 

$2,500 

DEPT. OF INSURANCE 

Coinsurance is the percentage of a Covered Charge that must be paid by a Covered Person. However. [Carrier) will waive the Coinsurance 
requirement once Coinsurcd Charge Limit has been reached. The Policy's Coinsurance. as shown below, does not Cash Deductibles, 
Copayments. penalties incurred under the Policy's Utilization Review provisions. or any other Non-Covered Charge. 

The Coinsurance for the Policy 
is as follows: 
•for Preventive Care 
•for Facility charges made by: 

-a Hospital 
-An Ambulatory Surgical Center 
-A Birthing Center 
-an Extended Care Center or 

Rehabilitation Center 
-a Hospice 

•for the following Covered Charges incurred while 
the Covered Person is an Inpatient in a Hospital: 

-Prescription Drugs 
-Blood Transfusions 
-Infusion Therapy 
-Chemotherapy 
-Radiation Therapy 

•for all other Covered Charges 

Maximum Out of Pocket: 

Daily Room and Board Limits 

•During a Period of Hospital Confinement 

If treatment, services or supplies are given by: 
a Network Provider a Non-Network Provider 

S5.000 

None 

None 
None 
None 

None 
None 

None 
None 
None 
None 
None 

None 

20% 
20% 
20% 

20% 
20% 

20% 
20% 
20% 
20% 
20% 

50'7r 

For semi-private room and hoard accommodations. [Carrier] will cover charges up to the Hospital's actual daily semi-private room and board 
rate. 

For private room and board acwmmodations. [Carrier] will cover charges up to the Hospital's average daily semi- private room and board rate. 
or if the Hospital does not have semi-private accommodations. 80'/r- of its lowest daily room and board ralc. However. if the Covered Person is 
being isolated in a private room because the Covered Person has a comrnunkablc Illness, [Carrier] will cover charges up to the Hospital's actual 
private room charge. 

For Special Care Units. [Carrier I will rover charges up to the Hospital's actual daily room and board charge for the Special Care Unit. 

a Confinement In An Extended Care Center Or Rehabilitation Center 
!Carrier! will cover the lesser of: 
a) the center's actual daily room and hoard charge: or 
h) 50',f of the covered daily room and hoard charge made hy the llospital <luring the Covered Person's preceding Hospital confinement. for 

semi-private acco111111odations. 
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SMALL EMPLOYER HEALTH BENEFITS PROGRAM 

Pre-Approval is required for charges im:urred in connection with: 
•Extended Care and Rchabilitati1111 
•Home Health Care 
•Hospice Care 

11:21 App. EXH. V 

[Carrier] will reduce henefits by 50% with respect to charges for treatment, services and supplies which arc not Pre-Approved by 
[Carrier] provided that benefits would otherwise be payahle under the Policy. 

Payment Limits: for Illness or Injury. [Carner] will pay up to the payment l11nit shown below: 
Charges for Inpatient Hospital confinement 30 days 
Charges for Home Health Care exchange basis * for Hospital days 
Charges for Extended Care or Rehabilitation 

Center Care 
Charges for Hospice Care 

exchange basis * for Hospital days 
exchange basis* for Hospital days 

*See the Covered Charges section for a description of the exchange rules. 

Charges for Preventive Care per Calendar Y car (Not 
subject to Cash Deductible or Coinsurance) 
-per Covered Person 
[-per Covered Family 

Per Lifetime Maximum Benefit (for all Illnesses 
and Injuries) 

PREMIUM RATES 

$100 
$3001 

$1,000.000 

[The initial monthly premium rates, in U.S. dollars, for the insurance provided under the Policy arc as follows: 

GENERAL PROVISIONS 

INCONTESTABILITY OF THE POLICY 
There will be no contest of the validity of the Policy. except for not paying premiums. after it has been in force for 2 years from the Effective 
Date. 

No statement in any application. except a fraudulent statement, made by the Policyholder or by a person insured under the Policy shall be used 
in contesting the validity of his or her insurance or in denying a claim for a loss incurred after such insurance has been 1n force for two years 
during the person's lifetime. Note: There is no time limit with respect to a contest in connection with fraudulent statements. 

PAYMENT OF PREMIUMS-GRACE PERIOD 
Premiums arc to he paid by the Policyholder to [Carrier] Each may he paid at a [Carrier's] office [or to one of its authorized agents. I A 
premium payment is due on each premium due date stated on the first page of the Policy. The Policyholder may pay each premium other than 
the first within 31 days of the premium due date without being charged interest. Those days arc known as the grace period. The Policyholder is 
liable to pay premiums to [Carrier] for the time lhc Policy is in force. 

CLERICAL ERROR-MISSTATEMENTS 
Neither clerical error nor programming or systems error hy the Policyholder, nor the [Carrier] in keeping any records pertaining to rnvcrage 
under the Policy. nor delays in making entries thereon. will invalidate coverage which would otherwise he in force, or continue coverage which 
would otherwise he validly terminated. However, upon discovery of such error or delay, an equitable adjustment of premiums will be made. 

If the age of an Employee. or any other relevant facts, arc found to have hcen misstated. and the premiums are thereby affected, an equitable 
adjustment of premiums will be made. If such misstatement involves whether or not the person's coverage would have been accepted by 
[Carrier], subJeCt to the Policy's Incontestahility section. the true fucts will be used in determining whether coverage 1s in force under the terms 
of the Policy. 

[DIVIDENDS 
[Carrier] will determine the share. if any. ot" its <livisihlc surplus allocable to the Policy as of each Policy Anniversary. if the Policy stays in 
force by the payment of all prcmit1ms to that date. The share will be credited to the Policy as a dividend as of that date. 

Each dividend will he paid to the Policyholder in cash unless the Policyholder asks that it he applied toward the premium then due or future 
premiums due. 

JCamcr's] sole liahillly as to any dividend is as set forth above. 

Ir the aggregate dividends under the Policy and any other policy(icsl or the Policyholder exceed the aggregate payments towards their rnst 
made from the Policyholder's own funds. the Policyholder will sec that an amount equal to the excess is appl1~<l for the benefit of Covcrl'd 
Persons.] 
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OFFSET 
[Carrier] reserves the right. before paying benefits to a Covered Person. to use the amount of payment due to offset a claims payment pn:viously 
made in error. 

CONTINUING RIGHTS 
!Carrier's] failure to apply terms or conditions docs not mean that [Carrier! waives or gives up any future rights under the Policy. 

CONFORJ\IIITY WITH LAW 
Any provision of the Policy which is in conllict with the law~ of the state in which the the Policy is issued, or with Federal law, shall be 
construed and applied as if it were in full compliance with the minimum requirements of such State law or Federal law. 

LIMITATION OF ACTIONS 
No action at law or in equity shall be brought to recover on the Policy until 60 days after a Covered Person files written proof of loss. No such 
action shall be brought more than three years after the end of the time within which proof of loss is required. 

WORKERS' COMPENSATION 
The health benefits provided under the Policy are not in place of. and do not affect requirements for, coverage by Workers' Compensation. 

CLAIMS PROVISIONS 
A claimant's right to make a claim for any benefits provided by the Policy is governed as follows: 

[NOTICE 01'' LOSS 
A claimant should send a written notice of claim to I.Carrier[ within 20 days of a loss. No special form is required to do this. The notice need 
only identify the claimant and the Policyholder. 

When [Carrier] receives the notice. it will send a proof of claim form to the claimant. The claimant should receive the proof of claim form 
within IS days of the date [Carrier) received the notice of claim. If the form is received within such time. it should be completed. as instructed. 
by all persons required to do so. Additional proof, if required. should be attached to the form. If the form is not received within such time. 1he 
claimant may provide written proof of claim to [Carrier) on any reasonable form. Such proof must state !he date the Injury or Illness began and 
the nalure and extent of the loss.] 

PROOI<' O'F LOSS 
Proof of loss must be sent to [Carrier] within 90 days of the loss. 

If a notice or proof is sent later than 90 days of the loss, [Carrier) will not deny or re<luee a claim if the notice or proof was sent as soon as 
possible. 

PAYMENT (W CLAIMS 
[Carrier] will pay all benefits to which the claimant is entitled as soon as [Carrier) receives written proof of loss. All benefits will be paid as 
they accrue. Any benefits unpai<l at the Covered Person's <leath will be pai<l as soon as [Carrier] receives due proof of the death to one of the 
following: 
a) his or her estate: 
b) his or her spouse; 
c) his or her parents; 
<l) his or her children; 
e) his or her brothers and sisters: or 
f) any unpaid provider of health care services. 

When an Employee files proof of loss. he or she may direct [Carrier[. in writing, to pay health care benefits to the recognized provider of health 
care who provided the covered service for which benefits became payable. [For covered services from an eligible Facility or Practitioner. 
[Carrier] will delermine to pay either the Covered Person or the Facility or the Practitioner.I The Employee may not assign his or her right lo 
take legal action under the Policy to such provider. 

PHYSICAL EXAMS 
[Carrier]. at its expense. has the right to examine the insured. This may be done as often as reasonably needed to process a claim. [Carrier[ also 
has the right to have an autopsy performed. at its expense. 

DEFINITIONS 

The words shown below ha,·e special me:mings when used in the Policy and this [Certificate]. Please read these definitions carefully. 
[Throughout this [ Certificate], these delined terms appear with their initial letter capitalized.] 

Accredited School means a school accredited by a nationally recognized accrediting association. such as one of the following regional 
accrediting agencies: Middle States Association of Colleges and Schools. New England Asso<.:iation of Schools and Colleges. North Central 
,\ssociation or Colleges and Schools. Northwest Association of Sc:hools and Colleges. Southern Association of Colleges and Schools. or 
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SMALL EMPLOYER HEALTH BENEFITS PROGRAM 11:21 App. EXH. V 

Wcslcrn Association of Schools and Colleges. An acrn:dited school also includes a proprietary institution approved by an agency rcsponsihlc 
for issuing certificates or licenses lo graduates of such ,m institution. 

!Actively at Work or Active Work means performing. doing. participating or similarly functioning in a manner usual for the task for full pay. 
at the Policyholder· s place of business. or at any other place that the Policyholder" s business requires the Employee 10 go.) 

Affiliated Company means a company as defined in subsections (h). (c). (m) or (o) of section 414 of the Internal Revenue Code of 1986. All 
entities 1hat meet !he criteria set forth in the lnlcrnal Revenue Code shall be 1rca1ed as one employer. 

Alcohol Abuse means abuse of or addiction to alcohol. Alcohol Abuse does not include abuse of or addiction to drugs. Please see the definition 
of Substance Abuse. 

Ambulance means a certified transportation vehicle for transporting Ill or Injured people that contains all life-saving equipment and staff as 
required by state and local law. 

Ambulatory Surgical Center means a Facility mainly engaged in performing Outpatient Surgery. It must: 
a) be staffed by Practitioners and Nurses. under the supervision of a Practitioner; 
b) have permanent operating and recovery rooms: 
c) be staffed and equipped lo give emergency care: and 
d) have written hack-up arrangements with a local Hospital for emergency care. 

(Carrier) will recognize it if it carries out its stated purpose under all relevant stale and local laws. and it is either: 
a) accredited for its stated purpose by either the Joint Commission or the Accreditation Association for Ambulatory Care; or 
b) approved for its stated purpose by Medicare. 

(Carrier) docs not recognize a Facility as an Ambulatory Surgical Center if it is part of a Hospital. 

Anniversary Date means the date which is one year from the Effective Date of the Policy and each succeeding yearly date thereafter. 

Birthing Center means a Facility which mainly provides care and treatment for women during uncomplicated pregnancy. routine full-term 
delivery, and the immediate post-partum period. It must: 
a) provide full-time Skilled Nursing Care by or under the supervision of Nurses; 
b) be staffed and equipped to give emergency care; and 
c) have wriuen back-up arrangements with a local Hospital for emergency care. 

(Carrier! will recognize it if: 
a) it carries out its stated purpose under al I relevant state and local laws: or 
b) it is approved for its slated purpose by the Accreditation Association for Ambulatory Care: or 
c) it is approved for its stated purpose by Medicare. 

(Carrier) docs not recognize a Facility as a Birthing Center if it is part of a Hospital. 

Board means the Board of Directors of the New Jersey Small Employer Health Benefits Program. 

Calendar Year means each successive 12 month period which starts on January I and ends on December 31. 

Cash Deductible means the amount of Covered Charges that a Covered Person must pay before the Policy pays any benefits for such charges. 
Cash Deductible docs not include Coinsurance. Copayments and Non-Covered Charges. Sec the Cash Deductible section of the Policy for 
details. 

Church Plan has the same meaning given that term under Title I. section 3 of Pub.L.93-406. the "Employee Retirement Income Security Act 
of 197.J." 

Coinsurance means the percentage of a Covered Charge that must he paid hy a Covered Person. Coinsurance docs not include Cash 
Deductibles. Copayments or Non-Covered Charges. 

Copayment means a specified dollar amount a Covered Person 11111st pay for specified Covered Charges. 

Cosmetic Surgery or Procedure means any surgery or procedure which involves physical appearance. hut which does not correct or materially 
impwve a physiologic,11 function and is not Medically Necessary and Appropriate. 

Covered Charges arc Reasonable and Customary charges for the types of services and supplies described in the Covered Charges and 
Covered Charges \fith Special Limitations section of 1he Policy. The services and supplies must he: 
a) furnished or <>rdercd by a recognized hcal1h care Provider: and 
b) Medically Necessary anu Appropriate to diagnose or treat an Illness or ln1ury. 
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A Covered Charge is incurred on the date the scrvke or supply is furnished. Subject to all of the terms of the Policy. !Carrier! pays henefits for 
Covered Charg_es inrnrred hy a Covered Person while he or she is insured by the Policy. Read this entire Policy to find 01.1t what [Carrier] limits 
or excludes. 

Covered Person means an eligible Employee or [a Dependent I who is insured under the Policy. 

Creditable Coverage means. with respect to an Employee lor Dependent!. coverage ot the Employee [or Dependent] under any of the 
following: a Group Health Plan: a group or individual Health Benefits Plan: Part A or Part B of Title XVIII of the federal Social Security Act 
(Medicare); Title XIX of the federal Social Security Act (Medicaid). other than coverage consisting solely of benefits under section 1928 of 
Title XIX of the federal Social Security Act (the program for distribution of pediatric vaccmes); chapter 55 of Title 10. United States Code 
(medical and dental care for members and certain former members of the uniformed services and their dependents); a medical care program of 
the Indian Health Service or of a tribal organization: a state health benefits risk pool: a health plan offered under chapter 89 of Title 5. United 
States Code: a puhlic health plan as defined by federal regulation: a health benefits plan under section 5(e) of the "Peace Corps Act": or 
coverage under any other type of plan as set forth by the Commissioner of Banking and Insurance by regulation. 

Creditable Coverage does not include coverage which consists solely of the following: coverage only for accident or disability income 
insurance, or any combination thereof: coverage issued as a supplement to liability insurance; liability insurance. including general liability 
insurance and automobile liability insurance; workers' compensation or similar insurance: automobile medical payment insurance; credit only 
insurance; coverage for on-site medical clinics; coverage as specified in federal regulation. umler which benefits for medical care arc secondary 
or incidental to the insurance benefits; and other coverage expressly excluded from the definition of Health Benefits Plan. 

Current Procedural Terminology (C.P.T.) means the most recent edition of an annually revised listing published by the American Medical 
Association which assigns numerical codes to procedures and categories of medical care. 

Custodial Care means any service or supply, including room and board, which: 
a) is furnished mainly to help a person meet his or her routine daily needs; or 
b) can be furnished by someone who has no professional health care training or skills. 

Even if a Covered Person is in a Hospital or other recognized Facility. [Carrier] docs not pay for that part of the care which is mainly custodial. 

[Dependent means an Employcc·s: 
a) legal spouse [where legal spouse shall include a domestic partner pursuant to P.L. 2003. c.246]; 
b) unmarried Dependent child who is under age 19; and 
cJ unmarried Dependent child from age 19 until his or her 23rd birthday. who is enrolled as a full-time student at an Accredited School. Full-

time student status will be as defined by the Accredited School. [Carrier] can require periodic proof of a Dependent child"s status as a full-
ti me student. 

A Dependent is not a person who is: 
a) on active duty in any armed forces of any country; or 
b) eligible for coverage under the Policy as an Employee. 

Under certain circumstances. an incapacitated child is also a Dependent. Sec the Dependent Coverage section of the Policy. 

An Employec·s ·•unmarried Dependent child., includes: 

a) his or her legally adopted children. 
b) his or her step-child if such step-child depend on the Employee for most of his or her support and maintenance, [and I 
c) [ the child of his or her domestic partner if the <:hild depends on the Employee for most of his or her support and maintenance. and I 
d) children under a court appointed guardianship. 

(Carrier! treats a child as legally adopted from the time the child is placed in the home for purpose of adoption. [Carrier] treats such a child this 
way whether or not a final adoption order is ever issued.] 

(Dependent's Eligibility Date means the later of: 
a) the Employec·s Eligibility Date: or 
b) the <late the person first hecomcs a Dependent.] 

Developmental Disability or Developmentally Disabled means a severe. chronic.: disahility that: 
a) is attributable to a mental or physical impairment or a combination of mental and physical impairments: 
b) is manifested before the !Covered Person I attains age 19: 
c) is likely to continue indefinitely: 
d) results in substantial functional limitations in three or more of the following areas of major life a<:tivity: self-care: receptive and cKpressive 

language: learning: mobility: self-direction: capacity for independent living: economic self-sufficiency: 
c> rcllccts the !Covered Person"sJ need for a comhination and sequence of special interdisciplinary nr generic services. individuali,e<l 

suppmt. an<l other forms or assistance thm are Ii fclong or or l'Ktended duration anti arc individually planned and coordinated. 
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Diagnostic Services mc:.ins procedures ordereJ by a recognized Provider hccausc of spet:itk symptoms to diagnose a specific condition or 
disease. Some .\!Xamplcs arc: 
a) radiology, ultrasound and nuclear medicine: 
b) laooratory and pathology: and 
c) EKGs. EEGs and other electronic diagnostic tests. 

Except as allowed under the Preventive Care Covered Charge. Diagnostic Services arc not covered under the Policy if the procedures ordered as 
part of a routine or periodic physical examination or screening examination. 

Discretion/ Determination/ Determine means the \Carrier's I sole right to make a decision or determination. The decision will be applied in a 
reasonable and non-discriminatory manner. 

Durahle Medical Equipment is equipment which is: 
a) designed and able to withstand repeated use: 
h) primarily and customarily used to serve a medical purpose; 
c) generally not useful to a Covered Person in the absence of an Illness or Injury; and 
d) suitable for use in the home. 

Some examples arc walkers. wheelchairs. hospital-type beds. breathing equipment and apnea monitors. 

Among other things, Durable Medical Equipment docs not include adjustments made to vehicles. air conditioners. air purifiers. humidifiers. 
dehumidifiers, elevators, ramps. stair glides. Emergency Alert equipment. handrails. heat appliances. improvements made to the home or place 
of business. watcrbcds. whirlpool baths and exercise and massage equipment. 

Effective Date means the date on which coverage begins under the Policy for the Policyholder. or the date coverage begins under the Policy for 
an Employee [or Dependent], as the context in which the term is used suggests. 

Emergency means a medical condition manifesting itself by acute symptoms of suf!ic1enl severity including. but not limited to, severe pain. 
psychiatric disturbances and/or symptoms of Substance Abuse such that a prudent layperson. who possesses an average knowledge of health 
and medicine, could expect the absence of immediate medical attention to result in: placing the health of the individual (or with respect to a 
pregnant woman, the health of the woman or her unborn child) in serious jeopardy: serious impairment to bodily functions; or serious 
dysfunction of a bodily organ or part. With respect to a pregnant woman who is having contractions, an emergency exists where: there is 
inadequate time to effect a safe transfer to another Hospital before delivery; or the transfer may pose a threat to the health or safety of the 
woman or unborn child. 

Employee means a Full-Time bona-fide Employee (25 hours per week) of the Policyholder. Partners, Proprietors. and independent contractors 
will be treated like Employees. 1f they meet all of the Policy's conditions of eligibility. Employees who work on a temporary or substitute basis 
or who are participating in an employee welfare arrangement established pursuant to a collective bargaining agreement are not considered to be 
Employees for the purpose of the Policy. 

Employee's Eligibility Date means the later of: 
a) the date of employment; or 
b) [the day] after any applicable waiting period ends. 

Employer means [ABC Companyj. 

Enrollment Date means. with respect to a Covered Person. the Effective Date or, if earlier. the first day of any applicable waiting: period. 

Experimental or Investigationlll means [Carrier! determines a service or supply is: 

a) not of proven benefit for the particular diagnosis or treatment of a particular condition; or 
b) not generally recognized by the medkal community as effective or appropriate for the particular diagnosis or treatment of a particular 

condition: or 
c) provided or performed in special settings for research purposes or under a controlled environment or clinical protocol. 

Unless otherwise required by law with respect to drugs which have been prescribed for treatment for which the drug has not been approved by 
the United States Food and Drug Administration (FDA). [Carrier\ will not cover any services or supplies. including treatment. procedures. 
drugs. biological products or medical devices or any hospitalizations in connection with Experimental or lnvestigational services or supplies. 

[Carrier] will also not cover any technology or any hospilali7ation primarily to receive ~uch technology if such technology is obsolete or 
ineffective anc.1 is not used generally hy the medical community for the particular diagnosis or treatment of a partirnlar condition. 

Governmental approval of technology is not necessarily sufficient to render it of proven hcnet'it or appropriate or effective for a particular 
diagno,is or treatment of a particular condition. as explained below. 

!Carner I will apply the following riVL' nitL·ria in dL'lc'rmining whether scrYiccs or supplies arc Experimental or lnvestigational: 
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a) Any 1nc<lical devil.:c. drug. or biological product must have received final .ipprornl to market hy the FD/\ for. the particular diagnosis or 
condition. Any other approval granted as an inlerim step in the FDA regulatory process. e.g .. an lnvestigational Device Exemption or an 
Invcstigational New Drug Exemption. is not suffkient. Once FDA approval has been granted for a panieular diagnosis or condition, use of 
the medical device. drug or biological product for another diagnosis or condition will require that one or more of the following established 
reference compendia: 

I. The American Hospital Formulary Service Drug Information; or 
2. The United States Pharmacopoeia Drug Information 

recognize the usage as appropriate medical treatment. As an alternative to such recognition in one or more of the compendia. the usage of the 
drug will be recognized as appropriate if it is recommended by a clinical study or recommended by a review article in a major peer-reviewed 
professional journal. A medical device. drug, or biological product that meets the above tests will not be considered Experimental or 
lnvestigational. 

In any event, any drug whi1.:h the Food and Drug Administration has determined to be contraindicated for the specific treatment for which the 
drug has been prescribed will be considered Experimental or lnvcstigational. 

b) Conclusive evidence from the published peer-reviewed medical literature must exist that the technology has a definite positive effect on 
health outcomes; such evidence must include well-designed investigations that have been reproduced by non affiliated authoritative 
sources, with measurable results. hacked up hy the positive endorsements or national medical bodies or panels regarding scientific efficacy 
and rationale; 

c) demonstrated evidence as rctlected in the published peer-reviewed medical literature must exist that over time the technology leads to 
improvement in health outcomes, i.e .. the beneficial effects outweigh any harmful effects; 

d) Proof as rctlected in the puhlishcd peer-reviewed medical literature must exist that the technology is at least as effective in improving 
health outcomes as established technology, or is usable in appropriate clinical contexts in which established technology is not employable; 
and 

c) Proof as rctlccted in the published peer-reviewed medical literature must exist that improvements in health outcomes; as defined item c. 
above, is possible in standard conditions or medical practice, outside clinical investigatory settings. 

Extended Care Center means a Facility which mainly provides full-time Skilled Nursing Care for Ill or Injured people who do not need to be 
in a Hospital. fCarrierJ will recognize it if it carries out its stated purpose under all relevant state and local laws, and it is either: 
a) accredited for its stated purpose by the Joint Commission; or 
b) approved for its stated purpose by Medicare. In some places, an "Extended Care Center" may be called a "Skilled Nursing Facility." 

Facility means a place [CarricrJ is required by law to recognize which: 
a) is properly licensed. certified. or accredited to provide health care under the laws of the state in which it operates; and 
b) provides health care services which arc within the scope of its license, certificate or accreditation. 

},'ull-Time means a normal work week of 25 or more hours. Work must be at the Policyholder's regular place of business or at another place to 
which an Employee must travel to perform his or her regular duties for his or her full and normal work hours. 

Government Hospital means a Hospital operated by a government or any of its subdivisions or agencies, including but not limited to a 
Federal. military, state, county or city Hospital. 

Group Health Plan means an employee welfare benelit plan. as defined in Title I of section 3 of Pub.L.93-406. the "Employee Retirement 
Income Security Act of 1974" (ERISA) (29 U.S.C. § 1002( I)) to the extent that the plan provides medical care and includes items and services 
paid for as medical care to employees or their dependents <lircctly or through insurance, reimbursement or otherwise. 

Health Benelits Plan means any hospital and medical expense insurance policy or certificate; health. hospital, or medical service corporation 
contract or certificate; or health maintenance organization subscriber contract or certificate delivered or issued for delivery in New Jersey by 
any carrier to a Small Employer group pursuant to section 3 of P .L. 1992. c. 162 (C. 178: 27 A-19) or any other similar contract, policy. or plan 
issued to a Small Employer. not explicitly excluded from the definition of a health benefits plan. Health Benefits Plan docs not include one or 
more. or any combination of the following: coverage only for accident or disability income insurance. or any combination thereof; coverage 
issued as a supplement to liahility insurance; liability insurance. including general liability insurance and automobile liability insurance; 
workers· compensation or similar insurance; automobile medical payment insurance; credit-only insurance: coverage for on-site medical 
clinics; and other similar insurance coverage. as specilicd in federal regulations. under which benelits for medical care arc secondary or 
incidental to other insurance benefits. Health Benefits Plans shall not include the following benefits irthey arc provided under a separate policy, 
certificate or contract of insurance or arc otherwise not an integral pan of the plan: limited scope dental or vision benefits: benefits for long 
term care. nursing. home care. home health care. community hased care. or any comhination thereof: and such other similar. limited hcncfits as 
are specified in federal regulations. Health Benefits Plan shall not include hospital confinement indemnity coverage if the benefits arc provided 
under a separate policy. certificate or contract of insuran<.:c. there is no coordination between the provision of the hencfits and any exclusion of 
benefits under any group Health Benefits Plan rnainlained hy the same Plan Sponsor. and those benefits arc paid with respect 10 an event 
without regard to whether benefits arc proviueu with respect to such an event under any Group Health Plan maintained hy the same Plan 
Sponsor. Health Benefits Plan shall not include the lilllowing if it is offered as a separate policy. certificate or contract or insurance: Medicare 
supplemental health insurance as uefincd under section I 882(g)( I) of the federal Social Security Act: anu coverage ~upplemental to the 

Supp. 9-20-04 21-248 



SMALL EMPLOYER HEALTH BENEFITS PROGRAM 11:21 App. EXH. V 

coverage provided under chapter .~:i or Title I 0. U111tcd States Code: and similar supplemental coverage provided to coverage under a Group 
Health PJan. 

Health Status-Related J,'actor means any of the following factors: health status: medical condition. including both physical and mental Illness; 
claims experience: receipt of health care: medical history: genetic information: evidcm.:e of insurability. including conditions arising out of acts 
of domestic violence: and disability. 

Home Health Agency means a Provider which provides Skilled Nursing Care for Ill or Injured people in their home under a home health care 
program designed to eliminate Hospital stays. (Carrier] will recognize it if it is licensed by the state in which it operates. or it is certified to 
participate in Medicare as a Home Health Agency. 

Hospice means a Provider which provides palliative and supportive care for terminally Ill or terminally Injured people under a hospice care 
program. [Carrier] will recognize a hospice if it carries out its stated purpose under all relevant state and local laws. and it is either: 
a) approved for its stated purpose by Medicare; or 
b) it is accredited for its stated purp()se by either the Joint Commission or the National Hospice Organization. 

Hospital means a Facility which mainly provides Inpatient care for Ill or Injured people. !Carrier! will recognize it if it carries out its stated 
purpose under all relevant state and local laws, and it is either: 
a) accredited as a Hospital by the Joint Commission; or 
b) approved as a Hospital by Medicare. 
Among other things. a Hospital is not a convalescent home, rest or nursing Facility. or a Facility. or part of it, which mainly provides Custodial 
Care, educational care or rehabilitative care. A Facility for the aged or substance abusers is also not a Hospital. 

Illness or Ill means a sickness or disease suffered by a Covered Person or a description of a Covered person suffering from a sickness or 
disease. 

[Initial Dependent means those eligible Dependents an Employee has at the time he or she first becomes eligible for Employee coverage. If at 
the time the Employee docs not have any eligible Dependents, but later acquires them, the first eligible Dependents he or she acquires arc his or 
her Initial Dependents.] 

Injury or Injured means all damage lo a Covered Person's body. and all complications arising from that damage or a description of a Covered 
Person suffering from such damage. 

Inpatient means a Covered Person who is physically conlined as a registered bed patient in a Hospital or other recognized health care Facility 
or services and supplies provided in such settings. 

Joint Commission means the Joint Commission on the Accreditation of Health Care Organizations. 

Late Enrollee means an eligible Employee for Dependent) who requests enrollment under the Policy more than (30) days after first becoming 
eligible. However, an eligible Employee [or Dependent] will not be considered a Late Enrollee under certain circumstances. Sec the Employee 
Coverage [and Dependent Coverage] section[s} of the Policy. 

Medically Necessary and Appropriate means that a service (lr supply is provided by a recognized health care Provider. and [Carrier] 
determines at its Discretion, that it is: 

a) necessary for the symptoms and diagnosis or treatment of the condition. Illness or Injury; 
b) provided for the diagnosis. or the direct care and treatment, of the condition, lllness or Injury; 
c) in accordance with generally accepted medical practice; 
d) not for the convenience of a Covered Person; 
e) the most appropriate level of medical care the Covered Person needs: 
t) furnished within the framework of generally accepted methods of medical management currently used in the United States. 
The fact that an attending Practitioner prescribes. orders. recommends or approves the care, the level of care. or the length of time care is to he 
received. does not make the services Medically Necessary and Appropriate. 

Medicaid means 1hc health care program for the needy provided by Title XIX of the United States Social Security Act. as amended from time 
to time. 

Medicare means Paris A and B of the health care program for the aged and disabled provided by Title XVIII of the United States Social 
Security Act, as amended from time to lime. 

Mental or Nervous Condition means a condition which manifests symptoms which arc primarily mental or nervous. for which the primary 
treatment is psychotherapy or psychotherapeutic methods or psychotf(lpic medication. regardless of any underlying physical cause. A Mental or 
Nervous Condition includes. but is nm limi1ed to. psychoses. neurotic and anxiety disorders. schizophrenic disorders. affective disorders. 
personality disorders. and psychological or hchavi(>ral abnormalities associated with transient or permanent dysfunction of the hrain nr related 
neurohormonal systems. 
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In determining whether or not a particular condition is a Mental or Nervous Condition. (Carrier! may refer to the current edition of the 
Diagnostic and Statistical manual of Mental Disorders of the American Psychiatric Association. 

!Newly Acquired Dependent means an eligible Dependent an Employee acquires after he or she already has coverage in force for Initial 
Dependents. I 

Nicotine Dependence Treatment means .. Behavioral Therapy ... as defined below. and Prescription Drugs which have been approved by the 
U.S. Food and Drug Administration for the management of nicotine dependence. 

For the purpose of this definition, covered "Behavioral Therapy .. means motivation and behavior change techniques which have been 
demonstrated to be effective in promoting nicotine abstinence and long term recovery from nicotine addiction. 

Non-Covered Charges are charges which do not meet the Policy's definition of Covered Charges, or which exceed any of the benefit limits 
shown in the Policy, or which are specifically identified as Non-Covered Charges or arc otherwise not covered by the Policy. 

Nurse means a registered nurse or licensed practical nurse. including a nursing specialist such as a nurse mid-wife or nurse anesthetist. who: 
a) is properly licensed or certi ficd to provide medical care under the laws of the state where he or she practices; and 
b) provides medical services which arc within the scope of his or her license or certificate and are covered by the Policy. 

Outpatient means a Covered Person who is not confined as a registered bed patient in a Hospital or recognized health care Facility and is not 
an Inpatient: or services and supplies provided in such Outpatient settings. 

Per Lifetime means during the lifetime of an individual. regardless of whether he or she is covered under the Policy or any other policy or plan: 
a) as an Employee or Dependent: and 
b) with or without interruption. 

Period of Confinement means consecutive days of Inpatient services provided to an Inpatient or successive Inpatient confinements due to the 
same or related causes, when discharge and re-admission to a recognized Facility occurs within 90 days or less. (Carrier) determines if the 
causc(s) of the confinements arc the same or related. 

Plan means the [Carrier's] group health benefit plan purchased by the Employer. (Note: If the "Planholder" definition is employed. references 
in the Policy to "Policy" should be changed to read "Plan"] 

Planholder means the Employer who purchased this group health benefit plan. !Note: If the "Planholder" definition is employed. references in 
the Policy to "Policyholder" should be changed to read "Planholder"I 

Plan Sponsor has the meaning given that term under Title I. section 3 of Pub.L.93-406, the "Employee Retirement Income Security Act of 
1974" (ERISA) (29 U.S.C. § l002(16)(8)). That is: 
a) the Small Employer in the case of an employee benefit plan established or maintained by a single employer; 
b) the employee organization in the case of a plan established or maintained by an employee organization: or 
c) in the case of a plan established or maintained by two or more employers or jointly by one or more employers and one or more employee 

organizations. the association. committee, joint board of trustees, or other similar group of representatives of the parties who establish or 
maintain the plan. 

Plan Year means the year that is designated as the plan year in the plan document of a Group Health Plan, except if the plan document does not 
designate a plan year or if there is no plan document. the Plan Year is a Calendar Year. 

Podiatric Care means treatment of Illness or deformity below the ankle. but docs not include dislocations or fractures of the foot. 

Policy means this group policy. including the application and any riders. amendments. or endorsements. between the Employer and !Carrier]. 

Policyholder means the Employer who purchased the Policy. 

Practitioner means a person [Carrier I is required by law to recognize who: 
a) is properly licensed or certified to provide medical care under the laws of the state where he or she practices: and 
b) provides medical services which arc within the scope of his or her license or certilicatc. 

Pre-Approval or Pre-Approved means the (Carrier's I approval using paper or electronic means for specified services and supplies prior to the 
date charges are incurred. [Carrier) will reduce benefits by 50'ii- with respect to charges for treatment. services and supplies which require Pre-
Approval and are not Pre-Approved by !Carrier! provided that benefits would otherwise be payable under the Policy. 

Pre-Existing Condition means an Illness or Injury which manifests ibclf in the six months before a Covered Person's Enrollment Date. and for 
whid1 medical a<lvicc. diagnosis. care. or treatment was recommended or received <luring the six months immediately preceding the Enrollment 
Date. 

Supp. 9-20-04 21-250 



SMALL EMPLOYER HEALTH BENEFITS PROGRAM 11:21 App. EXH. V 

Pre-Existing Condition Limitation means. with respect lo coverage. a limitation or exclusion of henefits relating lo a condition hased on the 
f,1.ct that the condition was prc,ent before the Enrollment Date. whether or not any medical advi,:c. diagnosis. care. or treatment_ was 
recommended or received before that date. Genetic information will not be treated as a Pre-Existing Condition in the absence of a diagnosis of 
the condition related to that information. Pregnancy will not be treated as a Pre-Existing Condition 
Prescription Drugs are drugs. biologicals and compound prescriptions which are sold only hy prescription and which arc required to show on 
the manufacturer's lahcl the words: --caution-Federal Law Prohibits Dispensing Without a Prescription·• or other drugs and devices as 
determined by [Carrier!. such as msulin. 

Preventive Care means charges for routine physical examinations. including related laboratory tests and x-rays. immunizations and vaccines. 
well baby care. pap smears. mammography, screening tests. bone density tests and Nicotine Dependence Treatment. 

Private Duty Nursing means Skilled Nursing Care for Covered Persons who require individualized continuous Skilled Nursing Care provided 
by a registered nurse or a licensed practical nurse. 

Provider means a recognized Facility or Practitioner or health care in accordance with the terms of the Policy. 

Reasonable and Customary means an amount that is not more than the [lesser of: 
•the] usual or customary charge for the service or supply as determined hy [Carrier], based on a standard approved by the Board[; or 
[ •the negotiated fee schedule.] 

The Board will decide a standard for what is Reasonable and Customary under the Policy. The chosen standard is an amount which is most 
often charged for a given service by a Provider within the same geographic area. For charges that are not determined by a negotiated fee 
schedule, the [Covered Person I may be billed for the difference between the Reasonable and Customary charge and the charge billed by the 
Provider. 

Please note: The Coordination of Benefits and Services provision includes a distinct definition of Reasonable and Customary. 

[Referral means specific direction or instructions from a Covered Pcrson·s Primary Care Physician [or care manager] in conformance with 
[Carrier's I policies and procedures that directs a Covered Person to a Facility or Practitioner for health care.] 

Rehabilitation Center means a Facility which mainly provides therapeutic and restorative services to Ill or Injured people. [Carrier! will 
recognize it if it carries out its stated purpose under all relevant state and local laws. and it is either: 
a) accredited for its stated purpose by either the Joint Commission or the Commission on Accreditation for Rehabilitation Facilities; or 
b) approved for its stated purpose by Medicare. 

In some places a Rehabilitation Center is called a "rehabilitation hospital." 

Routine Foot Care means the cutting. dcbridemcnt. trimming. reduction. removal or other care of corns. calluses, f1at feet. fallen arches. weak 
feet. chronic foot strain. dystrophic nails. excrescences. helomas, hypcrkeratosis. hypertrophic nails, non-infected ingrown nails, deratomas. 
kcratosis, onychauxis. onychocryptosis. tylomas or symptomatic complaints of the feet. Routine Foot Care also includes orthopedic shoes, foot 
orthotics and supportive devices for the fool. 

Routine Nursing Care means the appropriate nursing care customarily furnished by a recognized Facility for the benefit of its Inpatients. 

Schedule means the Schedule of Insurance and Premium Rates contained in the Policy. 

Skilled Nursing Care means services which are more intensive than Custodial Care, arc provided hy a registered nurse or licensed practical 
nurse. and require the technical skills and professional training of a registered nurse or licensed practical nurse. 

Skilled Nursing F'acility (sec Extended Care Center.) 

Small Employer means. in connection with a Group Health Plan with respect to a Calendar Year and a Plan Year. any person. firm. 
corporation, partnership. or political subdivision that is actively engaged Ill business that employed an average of at least two but not more than 
50 eligible Employees 011 business days during the preceding Calendar Year and who employs at least eligible two Employees on the first day 
of the Plan Year. and the majority of the eligible Employees arc employed in New Jersey. All persons treated as a single employer under 
subsection (h). (c). (m) or ( o) of section 414 of the Internal Revenue Code of I 986 shall he treated as one employer. In the case of an employer 
that was not in existence dunng the preceding Calcmlar Year, the dctnmination of whether the employer is a small or large employer shall he 
baseJ on the average number of eligible Employees that it is expected that the employer will employ on business days in the current Calendar 
Year. 

Special Care Unit means a part of a Hospital set up for very ill patients who must he observed constantly. The unit must have a specially 
trained stall. And il must have special equipment and supplies on hand al all times. Some types of Special Care Units arc: 
al intensive care units: 
h) carJiac care units: 
u neonatal care units: and 
Jl hurn units 
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Substance Abuse means ahusc of or addiction to dru!!S-

Supplcmental Limited Uenelit Insurance means insurance that is provided in addition to a Health Benefits Plan on an.indemnity non•expense 
incurred basis. 

Surgery means: 
aJ the performance of generally accepted operative and cutting procedures. including surgical diagnostic procedures, specialized 

instrumentations. endoscopic examinations. and other invasive procedures: 
b) the correction or fractures and dislocations; 
c) Reasonable and Customary pre-operative and post-operative care. 

Therapeutic Manipulation means the treatment of the articulations of the spine and musculoskcletal structures for the purpose of relieving 
certain abnormal clinical conditions resulting from the impingement upon associated nerves causing discomfort. Some examples arc 
manipulation or adjustment of the spine. hot or cold packs, electrical muscle stimulation, diathermy. skeletal adjustments. massage, adjunctive. 
uhra•sound. Doppler. whirlpool or hydro therapy or other treatment of similar nature. 

Total Disability or Totally Disabled means. except as otherwise specified in the Policy, that an Employee who. due to Illness or Injury. cannot 
perform any duty of his or her occupation or any occupation for which he or she is, or may be, suited by education, training and experience, and 
is not. in fac1, engaged in any occupation for wage or profit. [A Dependent is 101ally disabled if he or she cannot engage in the normal activities 
of a person in good health and of like age and sex. I The Employee lor Dependent) must be under the regular care of a Practitioner. 

Urgent Care means care for a non-life 1hreatening condition thal requires care by a Provider wilhin 24 hours. 

[Waiting Period means. wi1h respec1 to a Group Heahh Plan and an individual who is a potcn1ial participant or beneficiary in 1he Group Heahh 
Plan. 1he period 1ha1 must pass wilh respecl to the individual before the individual is eligible to be covered for benefits under the 1erms of 1he 
Group Heallh Plan.I 

I We, Us, Our and [ Carrier J mean I Carrier I .1 

(You, Your and Yours mean an Employee who is insured under lhe Policy.I 

EMPLOYEE COVERAGE 

Eligible Employees 
Subject to the Conditions of Eligibility set forth below. and 10 all of lhe 01her conditions of the Policy. all of the Policyholder's Employees 
who are in an eligible class will be eligible if the Employees arc [Actively at Wmk] Full• Time Employees.( In certain situations, the Aclivcly at 
Work requiremen1 will no1 apply. If an Employee is not Actively at Work due 10 a Health Sta1us•Rela1ed Factor, the Employee will nevertheless 
be considered an Eligible Employee. In addition. refer to the Exception below.f 

For purposes of the Policy. (Carrier! will treat partners, proprietors and independent contrae1ors like Employees if they meet the Policy's 
Conditions of Eligibility. 

Conditions of Eligibility 

Full-Time Requirement 
IExcepl where an Employee is no1 Actively at Work due 10 a Health Sta1us•Rcla1cd Fac1or. and excepl as s1a1ed below, )[Carrier I will not insure 
an Employee unless the Employee is [an Aclively at Work) [al Full-Time Employee. 

Enrollment Requirement 
I Carrier I will no! insure lhe Employee until the Employee enrolls and agrees to make 1hc required payments, if any. If the Employee docs this 
wi1hin 130] days of lhe Ernploycc·s Eligibili1y Date, coverage is scheduled lo start on the Employee's Eligibility Date. 

If the Employee enrolls and agrees 10 make the required payments, if any: 
more than 1301 days af1er the Employee's Eligibili1y Dale; or 
after 1he Employee previously had coverage which ended because the Employee failed 10 make a required payment. 

!Carrier) will consider the Employee to he a Late Enrollee. Late Enrollees arc suhject to the Policy's Pre-Existing Condilions limitalion. if any 
applies. 

When an Employee initially waives coverage under lhe Policy. the Plan Sponsor lor ICarrierll should nolify 1he Employee of the requirement 
for the Employee to make a statement thal waiver was because he or she was covered under another group plan. if such other coverage was in 
fact the reason for the waiver. and the consequences of that requirement. If an Employee inilially waived coverage under 1he Policy and 1hc 
Employee sl;llcd .ii that lime th:11 s1Kh waiver was hcc.iuse he or $he was covcrc•d under an()lher group plan. and Employee now clccls 10 enroll 
under the Polu.:y. !Carner) will 11111 wnsidcr lhe Employee land his or her Dependent~! to tic lal Late Enrollcelsl- provided lhc coverage under 
1hc 01hcr plan ends Jue to one of the following events: 
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a) termination of employment or eligibility: 
bl reduction in the numhcr of hours of employment: 
cl involuntary termination: 
d) divorce or legal separation lor termination of the domestic partnership I; 
e) death of the Employee· s spouse: 
f) termination of the Employcr·s contribution toward coverage: or 
!P termination of the other plan·s coverage. 

But. the Employee must enroll under the Policy within 90 days of the date that any of the events described ahove occur. Coverage will take 
effect as of the date the applicable event occurs. 

If an Employee initially waived coverage under the Policy because he or she had coverage under a Consolidated Omnibus Budget 
Reconciliation Act (COBRA) continuation provision and the Employee requests coverage under the Policy within 30 <lays of the date the 
COBRA continuation ended. [Carrier( will not consider the Employee to he a Late Enrollee Coverage will take effect as of the date the 
COBRA continuation ended. 

In addition. an Employee land any Dependents] will not he considered [a] Late Enrollee[sf if the Employee is employed by an employer which 
offers multiple Health Benefits Plans and the Employee elects a different plan during the open enrollment period. 

(Further. an Employee and his or her Dependent spouse. if any. will not be considered Late Enrollees because the Employee initially waived 
coverage under the Policy for himself or herself and any then existing Dependents provided the Employee enrolls to cover himself or herself 
and his or her existing Dependent spouse. if any. under the Policy within 30 days of the marriage. birth. adoption or placement for adoption of a 
Newly Acquired Dependent.I 

[The Waiting Period 
The Policy has the following waiting periods: 

Employees in an eligible class on the Effective Date, who have completed at least (6 months( of continuous Full-Time service with the 
Policyholder by that date. are eligible for insurance under the Policy from the Effective Date. 

Employees in an eligible class on the Effective Date, who have not completed at least [6 months] of continuous Full-Time service with the 
Policyholder by that date. are eligible for insurance under the Policy from the day after Employees complete [6 months] of continuous Full-
Time service. 

Employees who enter an eligible class after the Effective Date are eligible for insurance under the Policy from the day after Employees 
complete (6 months] of continuous Full-Time service with the Policyholder.] 

Multiple Employment 
If an Employee works for both the Policyholder and a covered Affiliated Company, or for more than one covered Affiliated Company. [Carrier) 
will treat the Employee as if only one entity employs the Employee. And such an Employee will not have multiple coverage under the Policy. 
But, if the Policy uses the amount of an Employee's earnings or number of work hours to determine class, or for any other reason, such 
Employee•s earnings or work hours will be figured as the sum of his or her earnings or work hours from all Affiliated Companies. 

When Employee Coverage Starts 

[Except where You are not Actively at Work due to a Health Status-Related Factor. and except as stated helow. an ][You must be [Actively at 
Work, and ]working Your regular number of hours. on the date Your coverage is scheduled to start. And You must have met all the conditions 
of eligibility which apply to You. [If You arc not Actively at Work on the scheduled Effective Date. and do not qualify for the Exception lo the 
Actively at Work Requirement. iCarrierl will postpone the start of Your coverage until You return to Active Work.] 

!Sometimes. a scheduled Effective Date is not a regularly scheduled work <lay. But Your coverage will start on that date if You were Actively at 
Work. and working Your regular number of hours. on Your last regularly scheduled work day.) 

The Employee must elect to enroll and agree to make the required payments. if any. within [30] days of the Employee's Eligibility Date. If he 
or she does this within [301 days of the Emrloyce·s Eligibility Date. his or her coverage is scheduled to start on the Employee's Eligibility 
Date. Such Employee·s Eligibility Date is the Effective Date of an Employee's coverage. 

If the Employee docs this more than [301 days after the Employee·s Eligibility Date. (Carrier! will consider the Employee a Late Enrollee. 
Coverage is scheduled to start on the date the [Carrier·! or (Carrier's I authorized representative or agent receives the signed enrollment form. 

IEXCEPrlON to the Actively at Work Requirement 
The Exception applies if the Policyholder who purchased the Policy purchased ii to replace a pl;m the Policyholder had with some other carrier. 
An Employee who is not Actively at Work due to Total Disability on the date the Policy takes c!Tcct will initially he eligible for limited 
coverage under the Policy if: 
a) the Employee was validly covered under the Polieyholdcr·s old plan on the date the Policyholder's old plan cn<le<l: and 
h) the Policy tal-;cs effect immediately upon termination of the prior plan. 
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The coverage under the Policy will he limited lo coverageJor services or supplies for conditions other than the disahling coodition. Such 
limited coverage under the Policy will end one year from the date the person·s coverage under the Policy begins. Coverage for services or 
supplies for the disabling condition will be provided as stated in an extended health henclits. or like provision. contained in the Policyholder's 
old plan. Thereafter. coverage will not be limited as described in this provision. but will be subject lo the terms and conditions of the Policy.] 

When Employee Co,·erage Ends 
An Employee·s insurance under the Policy will end on the first of the following dates: 

a) [the dateJ an Employee ceases to be [an Actively at Work] la]Full-Time Employee for any reason. Such reasons include. death. retirement. 
lay-off. leave of ahsence. and the end of employment. 

b) [the dale] an Employee stops being an eligible Employee under the Policy. 
c) the date the Policy ends. or is discontinued for a class of Employees to which the Employee belongs. 
d) the last day of the period for which required payments are made for the Employee. subject to the Payment of Premiums-Grace Period 

section. 

[DEPENDENT COVERAGE 

Eligible Dependents for Dependent Health Benefits 
Your eligible Dependents are Your: 
a) legal spouse [where legal spouse shall include a domestic partner pursuant to P.L. 2003. c.2461: 
b) unmarried Dependent children who are under age 19; and 
c) unmarried Dependent children. from age 19 until their 23rd birthday, who are enrolled as full-time students al Accredited Schools. Full-

time students will be. as defined by the Accredited School. 

A Dependent is not a person who is: 
a) on active duty in the armed forces of any country: or 
b) eligible for coverage under the Policy as an Employee. 

Under certain circumstances. an incapacitated child is also a Dependent. Sec the Incapacitated Children section of the Policy. 

Your "unmarried Dependent child"' includes: 
a) Your legally adopted children. 
b) Your step-children if such step children depend on You for most of their support and maintenance. [andJ 
c) (the child of his or her domestic partner if the child depends on the Employee for most of his or her support and maintenance, and J 

d) children under a court appointed guardianship. 

[Carrier] treats a child as legally auopted from the time the child is placed in the home for purpose of adoption. [Carrier I treats such a child this 
way whether or not a final adoption orucr is ever issued. 

Incapacitated Children 
An Employee may have an unmarried child with a mental or physical incapacity. or developmental disability, who is incapable of earning a 
living. Subject to all of the terms of this section and the Policy. such a child may stay eligible for Dependent health benefits past the Policy's 
age limit for eligible Depcnuents. 

The child will stay eligible as long as the child stays unmarried and incapable of earning a living. if: 
a) the child's condition started before he or she reached the Policy·s age limit; 
b) the child became insured by the Policy or any other policy before the child reached the age limit and stayed continuously insured after 

reaching such limit; and 
c) the chi Id depends on the Employee for most of his or her suprort and maintenance. 

But. for the child lo slay eligible. the Employee must send [Carrier] written proof that the child is incapacitated or developmentally disabled and 
depcnus on the Employee for most of his or her support aml maintenance. The Employee has 31 days from the date the child reaches the age 
limit to do this. !Carrier] can ask for periodic proof that the child's condition continues. But, after two years. [Carrier! cannot ask for this more 
than once a year. 

The child"s coverage cnus when the Employec·s coverage cnus. 

Enrollment Requirement 
You must enroll Your eligihlc DcpcnJcnts in orJcr fur them to he CO\'Crcd unucr the Policy. [Carrier! considers :m eligible Dependent to be a 
Late Enrollee. if You: 
a) enroll a Dependent and agree to make the required rayments more than 130! Jays after the Dependent's Eligihilily Date: 
b) in the case of a Newly Acquircu Dcpcnuent. have other eligible Dependents whose coverage previously ended hccause You railed to make 

the rcquireJ contrihutinns. or otherwise chose to cnu such coverage. 

Late Enrollees arc subject lo the Pnlicy·s Pre-Existing Conditions limitations section. tf any applies. 
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If the Employee·s depemlcnt coverage ends for any reason. meludmg failure to make the required payments. his or her Dependents will he 
considered Late Enrollees when their coverage begins again. 
When an Employee initially waives coverage for a spouse an<l/or eligible Dependent children under the Policy. the Plan Sponsor [or [Carrier)) 
should notify the Employee of the requirement for the Employee lo make a statement that waiver was hecause the spouse and/or cligihlc 
Dependent children were covered under another group plan, if such other coverage was in fact the reason for the waiver, and the consequences 
of that requirement. If the Employee previously waived coverage for the Employee's spouse or eligible Dependent children under the Policy 
and staled at that time that such waiver was hecause they were covered under another group plan. and the Employee now elects to enroll them 
in the Policy, the Dependent will not be considered a Late Enrollee. provided the Dependent's coverage under the other plan ends due to one of 
the following events: 
a) termination of employment or eligibility: 
b) reduction in the number of hours of employment: 
c) involuntary termination: 
d) divorce or legal separation [or termination of the domestic partnership]: 
e) death of the Employee's spouse: 
f) termination of the contribution toward coverage that was being made by the employer that offered the group plan under which the 

Dependent was covered; or 
g) termination of the other plan's coverage. 

But. the Employee's spouse or eligible Dependent children must be enrolled by the Employee within 90 days of the date that any of the events 
described above occur. Coverage will take effect as of the date the applicable event occurs. 

And, [Carrier] will not consider an Employce•s spouse or eligible Dependent children for which the Employee initially waived coverage under 
the Policy. to be a Late Enrollee, if: 
a) the Employee is under legal obligation to provide coverage clue to a court order: and 
h) the Employee's spouse or eligible Dependent children are enrolled hy the Employee within 30 days of the issuance of the court order. 

Coverage will take effect as of the date required pursuant to a court order. 

In addition, if an Employee initially waived coverage under the Policy for the Employee's spouse or eligihle Dependent children because the 
spouse an<l/or Dependent children had coverage under a Consolidated Omnibus Budget Reconciliation Act (COBRA) continuation provision 
and the Employee requests coverage for the spouse and/or Dependent children under the Policy within 30 days of the date the COBRA 
continuation ended, [Carrier] will not consider the spouse an<l/or Dependent children to be Lute Enrollees. Coverage will take effect as of the 
date the COBRA continuation ended. 

When Dependent Coverage Starts 
In order for an Employee·s dependent coverage to begin the Employee must already be insured for Employee coverage or enroll for Employee 
and Dependent coverage al the same Lime. Subject to all of the terms of the Policy. the date an Employee's dependent coverage starts depends 
on when the Employee elects to enroll the Employce·s Initial Dependents and agrees to make any required payments. 

If the Employee docs this within [30! days of the Dependent's Eligibility Date. the Dependent's Coverage is scheduled to start on the later of: 

a) the Dependcnt·s Eligibility Date, or 
b) the date the Employee becomes insured for Employee coverage. 

If the Employee docs this more than [30] days after the Dependent"s Eligibility Date, [Carrier] will consider the Dependent a Late Enrollee. 
Coverage is scheduled to start on the later of: 

a) the dale the !Carrier] or [Carrier"s] authorized representative or agent receive the signed enrollment form: or 
b) the date the Employee hecomes insured for Employee coverage. 

Once an Employee has dependent coverage for Initial Dependents. Lhe Employee must notify !Carrier! of a Newly Acquired Dependent within 
[30] days after the Newly Acquired Dependent's Eligibility Date. If the Employee docs not. the Newly Acquired Dependent is a Late Enrollee. 

A Newly Acquired Dependent other than a newborn child or newly adopted child will be covered from the later of: 
a) the date the Employee notifies [Carrier] and agrees to make any additional payments, or 
b) the Depemlcnt"s Eligibility Date for the \Jcwly Acquired Dependent 

If the Policyholder who purchased the Policy purchased it to rcplan~ a plan the Policyholder had with some other carrier. a Dependent whc> is 
Totally Disabled on the date the Policy takes effect will initially he eligible for limited coverage under the Policy if 

a) the Dependent was validly covered under the Policyholder"s old plan on the date the Policyholder's old plan ended: and 
h) the Policy takes effect 1mmedrntcly upon termination of the prior plan. 

The rnvcrage under thee Policy will he limited to coverage l\>r services or supplies for conditions other than the disabling: condition. Such 
limited coverage under the Policy will end one year from the date the rcrstlll 0 S coverage under Lhc Policy begins. Coverage for services or 
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supplies for the disahling wndition will he provided as stated in an e:<.tended health benefits. or like provision. contained in the Policyholder's 
old plan. Thereafter. coverage will not be limited as described in this provision. but will bQ subject to the terms and condition..~ of the Policy. 

Newborn Children 
[Carrier) will cover an Employee's newborn child for 31 days from the date of birth without additional premium. Health benefits may be 
continued beyond such 31-day period as stated below: 
a) If the Employee is already covered for Dependent child coverage on the date the child is born. coverage automatically continues beyond 

the initial 31 days. provided the premium required for Dependent child coverage continues to be paid. The Employee must notify [Carrier] 
of the birth of the newborn child as soon as possihle in order that [Carrier] may properly provide hencfits under the Policy. 

b) If the Employee is not covered for Dependent child coverage on the date the child is born. the Employee must: 
•give written notice to enroll the newborn child; and 
•pay the premium required for Dependent child coverage within 31 days after the date of birth. 

If the notice is not given and the premium is not paid within such 31-day period, the newborn child's coverage will end at the end of such 31-
day period. If the notice is given and the premium paid after that 31-day period. the child will be a Late Enrollee. 

When Dependent Coverage Ends: 
A Dependent's insurance under the Policy will end on the first of the following dates: 

a) [the date) Employee coverage ends: 
b) the date the Employee stops being a member of a <.:lass of Employees eligible for such coverage; 
c) the date the Policy ends; 
d) the date Dependent coverage is terminated from the Policy for all Employees or for an Employee's class; 
e) the date an Employee fails to pay any required part of the cost of Dependent coverage. It ends on the last day of the period for which the 

Employee made the required payments, unless coverage ends earlier for other reasons; 
t) at 12:01 am [o the last day of the calendar month] (on] the date the Dependent stops being an eligible Dependent. 

PREJ.<ERRED PROVIDER ORGANIZATION PROVISIONS 

The Employer, XYZ Health Care Network, and the [Carrier] 

The Policy encourages a Covered Person to use services provided by members of [XYZ Health Care Network a Preferred Provider 
Organization (PPO). I A PPO is a network of health care providers located in the Covered Person's geographical area. In addition to an 
identification card, the Covered Person will periodically be given up-to-date lists of (XYZ Health Care Network] preferred providers. The up-to 
date lists will be furnished automatically. without charge. 

Use of the network is strictly voluntary. but [Carrier] generally pays a higher level of benefits for most covered services and supplies furnished 
to a Covered Person by [XYZ Health Care Network). Conversely, [Carrier] generally pays a lower level of benefits when covered services and 
supplies are not furnished hy [XYZ Health Care Network] (even if an [XYZ Health Care Network] Practitioner orders the services and 
supplies). Of course, a Covered Person is always free to be treated by any Practitioner or Facility. And, he or she is free to change Practitioners 
or Facilities at any time. 

In the case of Urgent Care or an Emergency. a Covered Person may go to a [XYZ Health Care Network I provider or a non-[XYZ Health Care 
Network] provider. If a Covered Person receives Urgent Care or care and treatment for an Emergency from a non-[XYZ Health Care Network! 
provider. and the Covered Person calls [Carrier) within 48 hours. or as soon as reasonably possible, [Carrier! will provide benefits for the 
Urgent Care or Emergency care and treatment to the same extent as would have been provided if care and treatment were provide by a (XYZ 
Health Care Network! provider. However. follow-up care or treatment by a non-[XYZ Health Care Network] provider will be treated as 
Network benefits only to the extent it is Medically Necessary and Appropriate care or treatment rendered before the Covered Person can return 
to the IXYZ Health Care Network I service area. 

A Covered Person may use any [XYZ Health Care Network] Provider. He or she just presents his or her [XYZ Health Care Network! 
identification card to the [XYZ Health Care Network] Practitioner or Facility furnishing covered services or supplies. Most [XYZ Health Care 
Network) Practitioners and facilities will prepare any necessary claim forms for him or her. and submit the forms to [Carrier). The Covered 
Person will receive an explanation of any insurance payments made hy the Policy. And if there is any balance due. the [XYZ Health Care 
Network I Practitioner or Facility will bill him or her directly. 

The Policy also has utilization review features. Sec the Utilization Re,·iew Features section for details. 

What [Carrier] pays is subject to all the terms of the Policy. The Employee should read his or her certificate carefully and keep it ava1lahlc 
when consulting a Practitioner. 

Sec 1he Schedule for specific benefit levels. payment rates and payment limit,. 

If an Employee has any questions after reading his or her certificate. he or she should call [Carrier I !Group Claim Office at the numhcr shown 
on his or her identification ,ard.) 
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!!Different) providers in !Carrier's) Network have agreed to he paid [111 different ways by (Carrier!. A Provider may be paid I [each time he or 
she treats a Covered Person ("fee for service"![. or may be paid I I a set fee for each moJ1th for each Covered Person whetl)cr or not the Covered 
Person actually receives services ("eapitation .. JJ [ . or may rcccivcj I a salary). )These payment methods may include financial incentive 
agreements to pay some providers more ("bonuses") or less ("withholds") based on many factors: Covered Person satisfaction. 4uality of care. 
and control of costs and use of services among them.) If a Covered Person desires additional information about how [Carrier's I primary care 
physicians or any other Provider in [Carrier's] Network are compensated. please call [Carrier] at [telephone number) or write [address I. 

The laws of the state of New Jersey. at N.J.S.A. 45:9-22.4 et seq., mandate that a physician, chiropractor or podiatrist who is permitted to make 
Referrals to other health care Providers in which he or she has a significant financial interest inform his or her patients or any significant 
financial interest he or she may have in a health care Provider or Facility when making a Referral to that health care Provider or Facility. If A 
Covered Person wants more information about this, contact the Covered Person's physician, chiropractor or podiatrist. Ir a Covered Person 
believes he or she is not receiving the information to which he or she is entitled. contact the Division of Consumer Affairs in the New Jersey 
Department of Law and Public Safety at (973) 504-6200 OR (800) 242-5846.) 

[Note: Used only if coverage is offered as a PPO. I 

POINT OF SERVICE PROVISIONS 

Definitions 
a) Primary Care Practitio11er (PCP) means the Practitioner the Covered Person selects to supervise and coordinate his or her health care in 

the [XYZJ Provider Organization. [Carrier) will supply the Covered Person with a list of PCPs who are members of the IXYZJ Provider 
Organization. 

b) Provider Orga,1izatiofl (PO) means a network of health care Providers located in a Covered Person's Service Area. 
c) Network Be11ejits mean the benefits shown in the Schedule which are provided if the Primary Care Practitioner provides care, treatment. 

services, and supplies to the Covered Person or if the Primary Care Practitioner refers the Covered Person to another Provider for such 
care, treatment, services, and supplies. 

d) Non-Network Be11ejits mean the benefits shown in the Schedule which are provided if the Primary Care Practitioner docs not authorize the 
care. treatment. services, and supplies. 

e) Service Area means the geographical area which is served by the Practitioners in the [XYZI Provider Organization. 

Provider Organization (PO) 
The Provider Organization for the Policy is the [XYZ I Provider Organization. The Policy requires that the Covered Person use the services of a 
PCP. or be referred for services by a PCP, in order to receive Network Benefits. The Covered Person will periodically be given up-to date lists 
of [XYZJ PO Providers. The up-to date lists will be furnished automatically. without charge. 

The Primary Care Practitioner (PCP) 
The PCP will supervise and coordinate the Covered Person's health care in the [XYZJ PO. The PCP must authori.£e all services and supplies. In 
addition, he or she will refer the Covered Person to the appropriate Practitioner and Facility when Medically Necessary and Appropriate. The 
Covered Person must obtain an authorized Referral from his or her PCP before he or she visits another Practitioner or Facility. Except in case of 
Urgent Care or an Emergency. if the Covered Person does not comply with these re4uirements, he or she may only be eligible for Non-Network 
Benefits. 

[Carrier! provides Network Benefits for covered services and supplies furnished to a Covered Person when authorized by his or her PCP. 
[Carrier) pays Non-Network Benefits when covered services and supplies are not authorized by the PCP. However. if the PCP refers a Covered 
Person to a Non-Network Provider for a service or supply, the service or supply shall be covered as a Network service or supply and [Carrier) is 
fully responsible for payment to the Provider and the Covered Person is only responsible for any applicable Network level Copayment, 
Coinsurance or Deductible for the service or supply. 

If services or supplies arc obtained from IXYZ] Providers. even though they arc not authorized by the PCP. the Covered Person will be eligible 
for Non-Network Benefits where the [XYZ] provider's charges and the Covered Person's liability are limited to the negotiated fee for the 
service or supply. 

A Covered Person may change his or her PCP to another PCP [once per month). He or she may select another PCP from the list of 
Practitioners, and notify [XYZ] PO by [phone or in writing]. For a discretionary change. the new PCP selection will take effect no more than 14 
days following the date of the request. For a change necessitated by termination of the prior PCP from the Network, the new PCP selection will 
take effect immediately. 

When a Covered Person uses the services of a PCP. he or she must present his or her ID card and pay the Copayment. When a Covered 
Person's PCP refers him or her to another [XYZ) PO Provider. the Covered Person must pay the Copayment to such Provider. [Most [XYZI PO 
Practitioners will prepare any necessary claim forms and submit them to ICarricrl-1 

A female Covered Person may use the services of a !XYZ] PO gynecologist for non-surgical gynecological care and routine pregnancy care 
without Referral from her PCP. She must obtain authorization from her PCP for other services. 

Non-:'ietwork Servkes 
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If a Coverei..1 Pcrwn uses the services of a Provii..ler without having been rdcrrci..l by his or her PCP. he or she will not be eligible for Network 
Benefits. Except as stated below. for services which have not been referred by the Covered Person·, PCP. whether pc.ovidcd by an [XYZI PO 
PrnviJer or otherwise. the Covered Person may only be eligible for Non-Network Benefits. Exception: If a [Covered Person] is admitted to a 
Network facility by a Non-Network Provider. the network facility will nevertheless be paid Network benefits. 
Emergency Services 
If a Covered Person requires services for Urgent Care or an Emergency which occurs inside the PO Service Arca, he or she must notify his or 
her PCP within 48 hours or as soon as reasonably possible thereafter. 

Emergency room visits to PO Facilities arc subject to a Copaymenl. and such visits must be retrospectively reviewed [by the PCPl. [Carrier! 
will waive the emergency room Copayment if the Covered Person is huspitalizeu within 24 hours of the visit. 

In the case uf Urgent Care or an Emergency. a Covered Person may go to a [XYZ Health Care Network! provider or a non-[XYZ Health Care 
Network] provii..lcr. If a Covered Person receives Urgent Care or care and treatment for an Emergency from a non-[XYZ Health Care Network] 
provider. and the Covered Person calls [Carrier! within 48 hours. or as soon as reasonably possible. [Carrier] will provide benefits for the 
Urgent Care or Emergency care and treatment to the same extent as would have been provided if care and treatment were provide by a [XYZ 
Health Care Network] provider. However. follow-up care or treatment by a non-[XYZ Health Care Network] provider will be treated as 
Network Benefits only to the extent it is Medically Necessary and Appropriate care or treatment rendered before the Covered Person can return 
to the [XYZ Health Care Network] service area. 

Vtilization Review 
The Policy has utilization features. See the Utilization Review }'eatures section of the Policy. 

Benefits 
The Schedule shows Network Benefits. Non-Network Benefits, and Copayments applicable to the Point of Service arrangement. 

What [Carrier! pay, is subject to all the terms of the Policy. 

Service Area 
[Carrier must include a dcscnption of the Service Arca, as required by NJ .A.C. 8:38-17 .3(a) 111 

[[Different] providers in [Carrier's] Network have agreed to be paid [in different ways by [Carrier]. A Provider may be paid] [each time he or 
she treats a Covered Person ("fee for service"] [, or may be paid] [ a set fee for each month for each Covered Person whether or not the Covered 
Person actually receives services ("capitation")] [ . or may receive] l a salary]. [These payment methods may include financial incentive 
agreements to pay some providers more ("bonuses'') or less ("withholds") hased on many factors: Covered Person satisfaction. quality of care. 
and control of costs and use of services among them.] If a Covered Person desires additional information about how [Carrier's] primary care 
physicians or any other Provider in [Carrier's] Network are compensated. please call [Carrier] at [telephone numherl or write [address]. 

The laws of the state of New Jersey. at N.J.S.A. 45:9-22.4 et seq., mandate that a physician, chiropractor or podiatrist who is permitted to make 
Referrals to other health care Providers in which he or she has a significant financial interest inform his or her patients of any significant 
financial interest he or she may have in a health care Provider or Facility when making a Referral lo that health care Provider or Facility. If a 
Covcrei..1 Person wants more information about this. contact the Covered Person's physician. chiropractor or podiatrist. If a Covered Person 
believes he or she is not receiving the information to which he or she is entitled. contact the Division of Consumer Affairs in the New Jersey 
Department of Law and Public Safety at (973) 504-6200 OR (800) 242-5846.] 

[Note: Used only if coverage is issued as POS. I 

[APPEALS PROCEDURE 

The Appeal Procedure text must satisfy the requirements of N.J.A.C. 8:38-8.5 ct seq. or N.J.A.C. 8:38A-3.4 ct seq .. as appropriate. The text 
must include specific information regarding the Stage l. Stage 2 and External Appeals process. 

In addition. Carriers arc reminded that 29 CFR Part 2560 addresses claims procedures. It is expected that the text included in this Appeals 
Procedure section will include information the Carrier deems necessary to comply with the requirements of 29 CFR Part 2560. 

[CONTINUATION OF CARE 

[Carrier! shall provide written notice LO each Covered Person at least 30 business days prior to the termination or withi..lrawal from [Camcr'sl 
Provider network nf a Covered Pcrson·s PCP and any other Provider from which the Covered Person is currently receiving a course of 
treatment. as reported lo I Carner]. The 30-day prior notice may be waived in cases of immediate termination of a health care professional based 
on a breach of contract by the health care professional. a determination of fraud. or where I Carrier's I medical director is of the opinion that the 
health care professional is an imminent danger to Lhc patient or the public health. safety or welfare. 

[Carrierf shall assure ,onlinucJ coverage or covered services at the contract rate by a tenninateJ health care professional for up to four months 
in cases where it i, Medically Necessary anJ Appropriate for the Co,·crc<l Person to continue treatment with the terminated health care 
professional. In case or pre!!nam:y (11' a Covered Person. coverage or services for the terminated health care pro!'essional shall continue to the 
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postpartum cvalua11on of the Covered Person. up to six weeks after the dc:livcry. With respect 10 pregnancy. Medical Necessity and 
Appropriateoess shall he deemed to have hccn demonstrated. 

For a Covered Person who is receiving post-operative follow-up care. [Carrier I shall continue lo cover the services rendered by the health care 
professional for the duration of the treatment or for up 10 six months. whichever occurs first. 
For a Covered Person who is receiving oncological treatment or psychiatric treatment. [CarrierJ shall continue to cover services rendered by the 
health care professional for the duration of the treatment or for up to 12 months. whichever occurs first. 

For a Covered Person receiving the above services in an acute care Facility, [carrier I will continue to provide coverage for services rendered by 
the health care proressional regardless of whether the acute care Facility is under contract or agreement with [Carrier]. 

Services shall be provided to the same extent as provided while the health care professional was employed by or under contact with [Carrier]. 
Reimbursement for services shall he pursuant to the same schedule used to reimburse the health care professional while the health care 
professional was employed by or under contract with [Carrier]. 

lf a Covered Person is admitted to a health care Facility on the date the Policy is terminated. [Carrier I shall continue to provide benefits for the 
Covered Person until the date the Covered Person is discharged from the facility or exhaustion of the Covered Person's benefits under the 
Policy. whichever occurs first. 

[Carrier! shall not continue services in those instance in which the health care professional has been terminated based upon the opinion of 
!Carrier's] medical director that the health care professional is an imminent danger to a patient or to the public health. safety and welfare, a 
determination of fraud or a breach of contract by a health care professional. The determination of the Medical Necessity and Appropriateness of 
a Covered Person's continued treatment with a health care professional shall be subject to the appeal procedures set forth in the Policy. [Carrier] 
shall not be liable for any inappropriate treatment provided to a Covered Person by a health care professional who is no longer employed by or 
under contract with !Carrier!. 

If [Carrier] refers a Covered Person to a Non-Network provider. the service or supply shall be covered as a network service or supply. [Carrier] 
is fully responsible for payment to the health care professional and the Covered Person's liability shall be limited lo any applicable Network 
Copayment. Coinsurance or Deductible for the service or supply.] 

HEAL TH BENEFITS INSURANCE 

This health benefits insurance will pay many of the medical expenses incurred by a Covered Person. 

Note: [Carrier] payments will be reduced if a Covered Person does not comply with the Utilization Review and Pre-Approval 
requirements contained in the Policy. 

BENEFIT PROVISION 

The Cash Deductible 
Each Calendar Year. each Covered Person must have Covered Charges that exceed the Cash Deductible before [Carrier] pays any benefits to 
that person, The Cash Deductible is shown in the Schedule. The Cash Deductible cannot be met with :--Jon-Covered Charges. Only Covered 
Charges incurred by the Covered Person while insured by the Policy can be used to meet this Cash Deductible. 

Once the Cash Deductible is met, [Carrier] pays benefits for other Covered Charges above the Cash Deductible incurred by that Covered 
Person. less any applicable Coinsurance or Copayments. for the rest of that Calendar Year. But all charges must be incurred while that Covered 
Person is insured by the Policy. And what [Carrier] pays is based on all the terms of the Policy. 

!Family Deductible Limit 
The Policy has a family deductible limit of two Cash Deductibles for each Calendar Year. Once two Covered Persons in a family meet their 
individual Cash Deductibles in a Calendar Year. [Carrier! pays benefits for other Covered Charges incurred by any member of the covered 
family. less any applicable Coinsurance or Copaymcnts. for the rest of that Calendar Y car. What [Carrier] pays is based on all the terms of the 
Policy.I 

!Per Covered Family 
The Per Covered Family Calendar Year Cash Deductible is shown in the Schedule. Once three or more Covered Persons in a family have 
incurred a combined total or Covered Charges toward their Per Covered Person Cash Deductible equal to the per Covered Family Cash 
Deductible. each Covered Person in that l'amily will be comidcred to have met his or her Per Covered Person Cash Deductible for the rest of 
that Calendar Year. The Covered Charges that ea.:h Covered Person in a family may use toward the Per Covered Family Cash Deductible may 
not exceed the amount of the Per Covered Person Cash Deductible. I 

[Maximum Out of Pocket 
Maximum out of pocket me-ans the annual maximum dollar amount that a Covered Person must pay as Copayment. Deductihle and Coinsurance 
for all covered services and supplies in a Calendar Year. All amDunts paid as Copayment. Dcductit.lc and Coinsur,mcc sh,dl count lPward the 
Maximum Out or Pocket. Once the Maximum Out or Pocket has been reacbcd. the Covered Person has no further ohlig:ation to pay any 
amount:, as Cllpaym,'nl. Dcduc\ibk and Coinsurance for L'O\'CrcJ services and supplies for the remainder of lhe C:ilcndar Year. I 
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!Note to Carriers: Use this :vtaximum Out of Pocket text for a pure indemnity Jllanl 

[Network Maximum Out of Pocket 

DEPT. OF INSURANCE 

Network Maximum Out of Pocket means the annual maximum dollar amount that a Covered Person must pay as Copaymcnt. Dc<luctihlc and 
Coinsurance for all Network covered services and supplies in a Calendar Year. All amounts paid as Copayment. Deductible and Coinsurance 
shall count toward the Network Maximum Out of Pocket. Once the Network Maximum Out of Pocket has been reached, the Covered Person 
has no further obligation to pay any amounts as Copaymcnt. Deductible and Coinsurance for Network covered services and supplies for the 
remainder of the Calendar Year. I 

(Non-Network Maximum Out of Pocket 
Non-Network Maximum Out of Pocket means the annual maximum dollar amount that a Covered Person must pay as Copayment, Deductible 
and Coinsurance for all Non-Network covered services and supplies in a Calendar Year. All amounts paid as Copayment, Deductible and 
Coinsurance shall count toward the Non-Network Maximum Out of Pocket. Once the Non-Network Maximum Out of Pocket has been reached, 
the Covered Person has no further obligation to pay any amounts as Copayment. Deductible and Coinsurance for Non-Network covered 
services and supplies for the remainder of the Calendar Year.) 

[Note to Carriers: Use these paragraphs if the Maximum Out of Pocket is separate for Network and Non-Network I 

[Network Maximum Out of Pocket 
Network Maximum Out of Pocket means the annual maximum dollar amount that a Covered Person must pay as Copayment, Deductible and 
Coinsurance for all Network and Non-Network covered services and supplies in a Calendar Year. All amounts paid as Copayment. Deductible 
and Coinsurance shall count toward the Network Maximum Out of Pocket. Once the Network Maximum Out of Pocket has been reached, the 
Covered Person has no further obligation to pay any amounts as Copayment, Deductible and Coinsurance for Network or Non-Network 
covered services and supplies for the remainder of the Calendar Y car.] 

[Note to Carriers: Use this text if the Maximum Out of Pocket is common to both Network and Non-Network services and supplies.) 

Payment Limits 
(Carrier] limits what (Carrier] will pay for certain types of charges. [Carrier] also limits what (Carrier) will pay for all Illnesses or Injuries for 
each Covered Person's Per Lifetime. See the Schedule for these limits. 

Benefits From Other Plans 
The benefits [Carrier] will pay may be affected by a Covered Person heing covered by 2 or more plans or policies. Read the provision 
Coordination of Benefits to sec how this works. 

The benefits [Carrier] will pay may also be affected by Medicare. Read the Medicare as Secondary Payor section for an explanation of how 
this works. 

Ir This Plan Replaces Another Plan 

The Employer who purchased the Policy may have purchased it to replace a plan the Employer had with some other carrier. 

The Covered Person may have incurred charges for covered expenses under the Employer's old plan before it ended. If so. these charges will be 
used to meet the Policy's Cash Deductible if: 
a) the charges were incurred during the Calendar Year in which the Policy starts; 
b) the Policy would have paid benefits for the charges. if the Policy had heen in effect; 
c) the Covered Person was covered by the old plan when it ended and enrolled in the Policy on its Effective Date; and 
d) the Policy takes effect immediately upon termination of the prior plan. 

Please note: Although Deductible credit is given. there is no credit for Coinsurance. 

The Covered Person may have satisfied part of the eligibility Waiting Period under the Policyholder's old plan hcfore it ended. If so. the time 
satisfied will be used to satisfy the Policy's eligibility waiting period if: 
a) the Employee was employed by the Policyholder on the date the Policyholder's old plan ended: and 
b) the Policy takes effect immediately upon tcrmi nation of the prior plan. 

Extended Health Benefits 
If the Policy ends. and a Covered Person is Totally Disabled on such date. and under a Practitioner's care. !Carrier] will extend health benefits 
for that person under the Policy as cxpluincd below. This is done at no cost to the Covered Person. 

fCarricrl will only extend benefits for CovcrcJ Charges Jue to the disabling condition. The charges must be incurred before the extension ends. 
And what [Carrier( will pay is hased on all the terms of the Policy. 

[Carrier( docs not pay for charges due lo other conditions. And [Carrier! does not pay for charges incurred hy other covered family members. 
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The extension ends on the earliest of: 
a) tbe <late the Total Disability ends: or 
h) one year from the <late the pcrson·s insurance under the Policy ends: or 
c) the <late the person has reached the payment limit for his or her disabling condition. 
The Employee must suhmit evidence to !Carner] that he or she Jor his or her Dependent! is Totally Disabled. it" JCarrierl rcque5ts it. 

COVERED CHARGES 

This section lists the types of charges !Carrier] will consider as Covered Charges. But what !Carrier] will pay is subject to all the terms or the 
Policy. Read the entire Policy to find out what [Carrier] limits or excludes. 

Charges while Hospitalized 
[Carrier) covers charges incurred while a Covered Person is an Inpatient in a Hospital up to 30 days per Covered Person per Calendar Year. 
Covered Charges are as follows: 

a) Hospital room and board 
h) Routine Nursing Care 
c) Prescription Drugs 
d) Blood transfusions 
e) Infusion Therapy 
f) Chemotherapy 
g) Radiation Therapy 
h) Medically Necessary and Appropriate Hospital services and supplies provided to the Covered Person during the Inpatient confinement. 

!Carrier! limits what it pays for each day to the room and hoard limit shown in the Schedule. 

If a Covered Person incurs charges as an Inpatient in a Special Care Unit, [Carrier] covers the charges up to the daily room and board limit for a 
Special Care Unit shown in the Schedule. 

Except as stated below, [Carrier) covers charges for Inpatient care for: 
a) a minimum of72 hours following a modified radical mastectomy; and 
b) a minimum of 48 hours following a simple mastectomy. 
Exception: The minimum 72 or 48 hours. as appropriate. of Inpatient care will not be covered if the Covered Person. in consultation with the 
Practitioner, determines that a shorter length of stay is medically necessary and appropriate. 

As an exception to the Medically Necessary and Appropriate requirement of the Policy. [Carrier] also provides coverage for the mother and 
newly born child for: 
a) a minimum of 48 hours of Inpatient care in a Hospital following a vaginal delivery; and 
h) a minimum of96 hours of Inpatient Hospital cure following a Cesarean Section. 

[Carrier] provides such coverage subject to the following: 
a) the attending Practitioner must determine that Inpatient care is medically necessary; or 
b) the mother must request the Inpatient care. 
[As an alternative to the minimum level of care described above. the mother may elect to participate in a home care program provided by 
[Carrier].] 
I Carrier I will also cover Outpatient Hospital services. 

Any charges in excess of the Hospital semi-private daily room and board limit are a Non-Covered Charge. The Policy's utilization review 
features have penalties for non-compliance that may reduce what [Carrier! pays for Hospital charges. 

Note: (Carrier) covers charges for Inpatient Hospital care up to 30 days per Covered Person per Calendar Year. Such 30 Inpatient days may be 
exchanged for other types of care. as explained in the Extended Care or Rehabilitation Charges, Home Health Care Charges and Hospice 
Charges sections. 

Hospital Copayment Requirement 
Each time a Covered Person is confined in a Hospital. he or she must pay a $250 Copaymcnt for each day or confinement. up to a maximum of 
S 1,250 per Period of Confinement, subject to a maximum 52.500 Copaymcnt per Calendar Y car. 

Emergency and Urgent Care Services 
Coverage for Emergency and Urgent Care 111cludc coverage of trauma services at any designated level I or II trauma center as Medically 
Necessary and Appropriate. which shall he continued at least until. 111 the judgement of the at1cnd111g physician. the Covered Person is 
medically stable. no longer requires critical care. and can he safely transferred to another racility. !Carrier! also provides coverage for a medical 
screening examination provided upon a Covered Pcrson·s arrival in a Hospital. as required 10 he performed by the Hospital in accordance with 
Federal law. hut only as necessary to determine whether an emergency medical condition exists. I Please note that the ··91 I .. emergency 
response system may oc used whenever a Covcr.:d person has ,1 potentially life-threatening condition. Information on the use of the ··91 r· 
system is included on the identification card. I 
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Testing Charges 
[Carrierj covers x-ray and laboratory lesls needed for a planncll Hospital admission or Surgery. !Carrier I only covers these tests if. the tests arc 
done on an Outpatient basis within seven days of the planned admission or Surgery. 
However, [Carrier! will not cover tests that arc repeated after allmission or before Surgery. unless the admission or Surgery is deferred solely 
due to a change in the Covered Person· s health. 

X-ray and laboratory tests which are not performed in connection with a planned Hospital admission or Surgery are Non-Covered Charges. 

Extended Care or Rehabilitation Charges 
Subject to !Carrier's I Pre-Approval, when Extended Care and Rehabilitation care can take the place of Inpatient Hospital care, jCarrierl covers 
such care provided to a Covered Person on an Inpatient basis in an Extended Care Center or Rehabilitation Center. Each 2 days of Extended 
Care and Rehabilitation Charges will reduce the number of Inpatient Hospital days available to a Covered Person by I day. Charges above the 
daily room and board limit arc a Non-Covered Charge. 

And !Carrier] covers all other Medically Necessary and Appropriate services and supplies provided to a Covered Person during the 
confinement. But the confinement must: 

a) start within 14 days of a Hospital stay; and 
b) be due to the same or a related condition that necessitated the Hospital stay. 

[Carrier] will reduce benefits by 50% with respect to charges for treatment, services and supplies for Extended Care or Rehabilitation 
which are not Pre-Approved by [Carrier] provided that benefits would otherwise be payable under the Policy. 

Home Health Care Charges 
Subject to !Carrier·s1 Pre-Approval. when Home Health Care can take the place of Inpatient Hospital care, [Carrier] covers such care furnished 
to a Covered Person under a written home health care plan. Each 2 days of Home Health Care will reduce the number of Inpatient Hospital days 
available to a Covered Person by I day. (Carrier! covers all Medically Necessary and Appropriate services or supplies, such as: 

a) Nursing Care furnished by or under the supervision of a registered Nurse; 
b) physical therapy; 
c) occupational therapy: 
d) medical social work; 
c) nutrition services; 
f) speech therapy; 
g) home health aide services; 
h) medical appliances and equipment, drugs and medications. laboratory services and special meals to the extent such items and services 

would have been covered under this policy if the Covered person had been in a Hospital; and 
i) any Diagnostic or therapeutic service. including surgical services performed in a Hospital Outpatient department, a Practitioner's office or 

any other licensed health care Facility. provided such service would have been covered under the Policy if performed as Inpatient Hospital 
services. 

Payment is subject to all of the terms of the Policy and to the following conditions: 
a. The Covered Person's Practitioner must certify that home health care is needed in place of Inpatient care in a recognized Facility. Home 

health care is covered only in situations where continuing hospitalization or confinement in a Skilled Nursing Facility or Rehabilitation 
Center would otherwise have been required if Home Health Care were not provided. 

b. The services and supplies must be: 
I. ordered by the Covered Person's Practitioner: 
2. included in the home health care plan: and 
3. furnished by. or coordinated by. a Home Health Agency according to the written home health care plan. 
The services and supplies must be furnished by recognized health care professionals on a part-time or intermittent basis. except when full-
time or 24 hour service is needed on a short-term (110 more than three-day) basis. 

c. The home health care plan must be set up in writing by the Covered Person's Practitioner within 14 days after home health care starts. And 
it must be reviewed by the Covered Person ·s Practitioner at least once every 60 days. 

d. l Carrier I does not pay for: 
I. services furnished to family members. other than the patient: or 
2. services and supplies not included in the home health care plan. 

Any visit by a member of a home health care team on any day shall he t·onsidercd as one home health care visit. 

[Carrier] will reduce hcnetits by 50% with respect to charges for treatment, services and supplies for llome Health Care which are not 
Pre-Approved hy [Carrier] provided that benefits would otherwise he payable under the Policy. 

Food and Food Products for Inherited :Vletaholic Diseases 
!Carrier I covers charges incurred for the therapeutic treatment or inherited metabolic diseases. including the purchase of medical foods (cnteral 
formula) :md low protein modified food products as c.letermined lo he mcdirnlly necessary by the Covered Person's Practitioner. 
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for the purpose of this benefit: 
"inherited metabolic disease .. means a disease caused by an inherited abnormality of body chemistry for which testing is mandated by law: 
"low protein modified food product" means a food product that is specially formulated to have less than one gram of protein per serving and is 
intended to be used under the direction of a Practitioner for the dietary treatment of an inherited metabolic disease. but does not include a 
natural food that is naturally low in protein; and 
;<medical food" means a food that is intended for the dietary treatment of a disease or condition ti.)r which nutritional requirements are 
established by medical evaluation and is formulated to be consumed or administered enterally under the direction of a Practitioner. 

Practitioner's Charges for Non-Surgical Care and Treatment 
[Carrier] covers Practitioner's charges for the Medically Necessary and Appropriate non-surgical care and treatment of an Illness or Injury 
which arc incurred while the Covered Person is an Inpatient in a Hospital. 

Practitioner's Charges for Surgery 
[Carrier I covers Practitioner's charges for Medically Necessary and Appropriate Surgery. 

[Carrier] docs not pay for Cosmetic Surgery unless it is required as a result of an Illness or Injury or to correct a functional defect resulting from 
a congenital abnormality or developmental anomaly. 

[Carrier] covers reconstructive breast Surgery. Surgery to restore and achieve symmetry between the two breasts and the cost of prostheses 
following a mastectomy on one breast or both breasts. {Carrier) also covers treatment of the physical complications of mastectomy. including 
lymphedemas. 

Second Opinion Charges 
[Carrier! covers Practitioner's charges for a second opinion and charges for related x-rays and tests when a Covered Person is advised to have 
Surgery or enter a Hospital. If the second opinion differs from the first, [Carrier] covers charges for a third opinion. [Carrier! covers such 
charges if the Practitioners who give the opinions: 

a) are board certified and qualified, by reason of their specialty, to give an opinion on the proposed Surgery or Hospital admission; 
b) are not business associates of the Practitioner who recommended the Surgery: and 
c) in the case of a second surgical opinion. they do not perform the Surgery if it is needed. 

Ambulatory Surgical Center Charges 
[Carrier! covers charges made by an Ambulatory Surgical Center in connection with covered Surgery. 

Hospice Care Charges 
Subject to [Carrier! Pre-Approval. when Hospice Care can take the place of Inpatient Hospital Care. [Carrier] covers charges made by a 
Hospice for palliative and supportive care furnished to a terminally Ill or terminally Injured Covered Person under a Hospice care program. 
Each 2 days of Hospice Care will reduce the number of Inpatient Hospital days available to a Covered Person by I day. 

"Palliative and supportive care" means care and suppurt aimed mainly at lessening or controlling pain or symptoms; it makes no attempt to cure 
the Covered Person's terminal Illness or terminal Injury. 

"Terminally ill" or "terminally injured'' means that the Covered Person's Practitioner has certified in writing that the Covered Person's life 
expectancy is six. months or less. 

Hospice care must be furnished according to a written "hospice care program." A "hospice care program" is a coordinated program with an 
interdisciplinary team for meeting the special needs of the terminally Ill or terminally Injured Covered Person. It must be set up and reviewed 
periodically by the Covered Person's Practitioner. 

Under a Hospice care program. subject to all the terms of the Policy. (Carrier! covers any services and supplies including Prescription Dmgs. to 
the extent they arc otherwise covered by the Policy. Services and supplies may be furnished on an Inpatient or Outpatient basis. 

The services anti supplies must be: 

a) needed for palliative and supportive care; 
b) on.lcred by the Covered Person's Practitioner: 
c) inclu<lc<l in the Hospice care program: and 
d) furnished by. or coordinated by a Hospice. 

IC arri er I docs not pay for: 

a) services and supplies provided hy volunteers or others who do not regularly charge for their services: 
h) funeral services and arrangements: 
c) legal or financial counseling or services: or 
<l) tr.::atmcnt not incluJed in the Hospice care plan. 
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[Carrier) will reduce benefits by Silo/to with res11ect to charges for treatment, services and supplies for Hospice Care which are oot Pre-
Approved by [Carrier) provided that benefits would otherwise be payable under the Policy. 
Pregnancy 
The Policy pays for pregnancies the same way tCarricrl would cover an Illness. The charges !Carrier) covers for a newborn child arc explained 
[on the next page.] 

mrthing Center Charges 
!Carrier] covers Birthing Center charges made by a Practitioner for prenatal care. delivery. and postpartum cure in connection with a Covered 
Person's pregnancy. (Carrier! covers charges up to the daily room and board limit for room and board shown in the Schedule when Inpatient 
care is provided to a Covered Person by a Birthing Center. But charges above the daily room and board limit are a Non-Covered Charge. 

[Carrier! covers all other Medically Necessary and Appropriate services and supplies during the confinement. 

( Benefits l'or a Covered Newborn Child 
(Carrier I covers charges for the child's routine nursery care while he or she is in the Hospital or a Birthing Center. Charges are covered up to a 
maximum of 7 days following the date or birth. This includes: 
a) nursery charges: 
b) charges for routine Practitioner's examinations and tests; and 
c) charges for routine procedures, like circumcision. 

Subject to all of the terms of the Policy, [Carrier] covers the care and treatment of a covered newborn child if he or she is Ill, Injured. 
premature, or born with a congenital birth defect.] 

Anesthetics 
[Carrier! covers anesthetics and their administration. 

COVERED CHARGES WITH SPECIAL LIMITATIONS 

The following "Pre-Existing Conditions Limitation" and "Continuity of Coverage" prov1s1ons only apply to Policies issued to 
Policyholders of at least two hut not more than five eligible Employees. These provisions also apply to "Late Enrollees" under the 
Policies issued to any Small Employer. However, this provision does not apply to Late Enrollees if 10 or more Late Enrollees request 
enrollment during any (30) day enrollment period provided for in the Policy. See the Policy's EMPLOYEE COVERAGE and 
[DEPENDENT COVERAGE) section[s] to determine if a Covered Person is a Late Enrollee. [The "Pre-Existing Conditions 
Limitation" provision does not apply to a Dependent who is an adopted child or who is a child placed for adoption or to a newborn 
child if the Employee enrolls the Dependent and agrees to make the required payments within (31] days after the Dependent's 
Eligibility Date.] 

Pre-Existing Conditions Limitation 
A Pre-Existing Condition is an Illness or Injury which manifests itself in the six months before a Covered Person's Enrollment Date, and for 
which medical advice. diagnosis, care. or treatment was recommended or received during the six months immediately preceding the Enrollment 
Date. 

!Carrier I does not pay benefits for charges for Pre-Existing Conditions for 180 days measured from the Enrollment Date. This 180 day period 
may be reduced by the length of time the Covered Person was covered under any Creditable Coverage if. without application of any Waiting 
Period. the Creditable Coverage was continuous to a date not more than 90 days prior to becoming a Covered Person. Refer to the Continuity of 
Coverage section below. 

This limitation docs not affect benefits for other unrelated conditions !or] pregnancy (. or birth defects in a covered Dependent child). Genetic 
information will not be treated as a Pre-Existing Condition in the absence of a diagnosis of the condition related to that information. And 
[Carrier) waives this limitation for a Covered Person's Pre-Existing Condition if the condition was payable under Creditable Coverage which 
insured the Covered Person right before the Covered Person's coverage under the Policy started. The next section shows other exceptions. 

<..:ontinuity of Coverage 
[NOTE: COVERAGE UNDER TUE POLICY IS SUBJECT TO THE ALTEl{i'IATIVE METHOD FOR COUNTING CREDITABLE 
COVERAGE] 
If a new Covered Person was covered under Creditable Coverage prior to enrollment under the Policy and the Creditable Coverage was 
continuous lo a date not more than 90 days prior to the Enrollment Date under the Polir.:y. [Carrier] will provide credit as follows. [Standard 
method[[[Carrierl gives r.:redit for the time the Covered Person was covered under the Cretlitablc Coverage without regard to the specific 
bencfils irn.:lmled in the Crcditahlc Coverage. I ( Alternative n1cthodl fl Carrier) gives credit for the time the Covered Person was covered under 
the Crcditahlc Coverngc basctl on coverage for the following !category] I categories lof benefits: lmenlal health:! jsubstance abuse treatment:! 
lprcscriplion drugs:! [dental carc:I [orl [vision carcj. [Carrier) will count a period of Creditahle Coverage with respect to a category of benefits 
if any level of benefits is covered within that category. For all other hencfits. [Carrier I gives cretlit for the time the Covered Person was covered 
under the Crcditahlc Coverage without regard to the specific hencfits included in the Creditahlc Coverage. I [Carrier I counts the days the 
Covered Person was covered under Creditahlc Coverage. except that days that occur hcfon: any lapse in coverage of more than 90 days arc not 
counted. (Carrier I applies these days to reduce the Liurntion of the Pre-Existing Condition limitation under the Policy. The person must sign and 
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rnmplctc his or her enrollment form within 30 days or the date the Employee's jactivcJ Full-Time service hegins. Any conditiun arising 
hctween the date his or her coverage under the Creditahle Covs:rage ends and the Enrollment Date is Pre-Existing. {Carrier! docs no_t cover any 
charges actually incurred before the pcrson·s coverage under the Policy starts. If the Employer has included an eligibility wailing period in the 
Policy. an Employee must still meet it, hefore becoming insured. 
Private Duty Nursing Care 
[Carrier! only covers charges hy a Nurse for Medically Necessary and Appropriate private duty nursing care if such care is authorized as part of 
a home health care plan. coordinated by a Home Health Agency. and covered under the Home Health Care Charges section. Any other 
charges for private duty nursing care are a Non-Covered Charge. 

Therapy Services 
Therapy Services mean the following services or supplies. ordered by a Practitioner and used to treat. or promote recovery from. an Injury or 
Illness: 

!Carner] covers the Therapy Services listed below when provided on either an Inpatient or on an Outpatient hasis. 

a) Chemotherapy-the treatment of malignant disease by chemical or biological antincoplastic agents. 
b) Radiatio11 Therapy-the treatment of disease hy x-ray. radium, cohalt, or high energy particle sources. Radiation therapy includes rental or 

cost of radioactive materials. Diagnostic Services requiring the use of radioactive materials are not radiation therapy. 

!Carrier covers the therapy Services listed helow hut only when provided on an Inpatient basis. 

c) C/zelatio11 Therapy-means the administration of drugs or chemicals to remove toxic concentrations of metals from the body. 
d) Respiration Therapy-the introdm:tilln Df dry or moist gases into the lungs. 
e) Cognitive Rehabilitatio11 Thaapy-the retraining of the brain to perform intellectual skills which it was able to perform prior to disease, 

trauma, Surgery or previous therapeutic process; or the training of the brain to perform intellectual skills it should have been ahle to 
perform if there were not a congenital anomaly. 

f) Speech Therapy-treatment for the correction of a speech impairment resulting from Illness. Surgery, Injury, congenital anomaly, or 
previous therapeutic processes. 

Coverage for Cognitive Rehabilitation Therapy and Speech Therapy, combined, is limited to 30 visits per Calendar Year. 

g) Ocrnpationaf Therapv-trcatmcnl to restore a physically disabled person's ability to perform the ordinary tasks of daily living. 
h) Physical Therapy-the treatment by physical means to relieve pain, restore maximum function. and prevent disability following disease, 

Injury or loss or limb. 

Coverage for Occupational Therapy and Physical Therapy, combined. is limited to 30 visits per Calendar Year. 

j) Infusion 11zerapy-thc administration of antibiotic. nutrients. or other therapeutic agents by direct infusion. 

Note: The limitations on Therapy Services contained in this Therapy Services provision do not apply to any therapy services that arc received 
under the Home Health Care provision. 

Preventive Care 
[Carrier] covers charges for routi11e physical examinations including related laboratory tests and x-rays. [Carrier] also covers charges for 
immunizations and vaccines. well haby care. pap smears. mammography, bone density testing, screening tests and Nicotine Dependence 
Treatment. But !Carrier! limits what [Carrier I pays each Calendar Year to $100 per Covered Person[. $300 per Covered Family J. 

Immunizations and Lead Screening 
JCarrierj will cover charges for: 
a) screening by blood measurement for lead poisoning for children. including confirmatory blood lead testing and medical evaluation as 

specified by the New Jersey Department of Health and Senior Services and any necessary medical follow-up and treatment for lead 
poisoned children: and 

h) all childhood immunizations as rernmmcndcd by the Advisory Committee on Immunization Practices of the United States Public Health 
Services and New Jersey Department of l lealth and Senior Services. 

!Transplant Benefits 
JCarrierJ covers charges for: 

a) [Autologous Berne 'vlarrow transplant and Associated Dose-Intensive Chemotherapy. but only if performed by institutions approved by the 
National Cancer lnstztutc. or pursuant to protocols consistent with the guidelines of the American Society of Clinical Oncologists: 

h) Peripheral Blood Stem Cell transplants. but cmly if performed by institutions approved by the National Cancer Institute. or pursuant to 
protocols consistent with the guidelines or the 1\merican Society of Clinical Oncologists. I 

[\IPORTANT NOTICE 
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!The Policy has utili1:ation review rcaturcs. Under these features. IABC - Systems, a health care review organization] reviews Hospital 
admissions and Surgery performed outside of a Practitioner"s. office (for Carrier I. These feature_s must be complied \\.-ith if a Covccc<l Person: 

a) is admitted as an Inpatient to a Hospital. or 
b) is advised to enter a Hospital or have Surgery performed outsid~ of a Practit1oncr"s office. If a Covered Person docs not comply with these 

utilization review features, he or she will not be eligible for full benefits under the Policy. Sec the Utilization Revic\v Features section J<>r 
details.·1 

[The Policy has Specialty Case Management. Under these features, [DEF. a Case Coordinator! reviews a Covered Person·s medical needs in 
clinical situations with the potential for catastrophic claims to determine whether alternative treatment may be available and appropriate. See the 
Specialty Case Management section for details.] 

[The Policy has centers of excellence features. Under these features. a Covered Person may obtain necessary care and treatment from Providers 
with whom (Carrier] has entered into agreements. See the Centers of Excellence Features section for details.] 

(What [Carrier I pays is subject lo all of the terms of the Policy. Read the Policy carefully and keep it available when consulting a Practitioner. 

If an Employee has any questions after reading the Policy he or she should [call The Group Claim Office at the number shown on his or her 
identification card.) 

The Policy is not responsible for medical or other results arising directly or indirectly from the Covered Person's participation in these 
Utilization Review, Specialty Case Management or Centers of Excellence Features. I 

!UTILIZATION REVIEW FEATURES 

Important Notice: If a Covered Person does not comply with the Policy's utilization review features, he or she will not be eligible for 
full benefits under the Policy. 

Compliance with the Policy's utilization review features docs not guarantee what (Carrier] will pay for Covered Charges. What I Carrier I pays is 
based on: 
a) the Covered Charges actually incurred; 
b) the Covered Person being eligible for coverage under the Policy at the time the Covered Charges are incurred; and 
c) the Cash Deductible, Copayment and Coinsurance provisions. and all of the other terms of the Policy. 

Definitions 
"Hospital admission" means admission of a Covered Person to a Hospital as an Inpatient for Medically Necessary and Appropriate care and 
treatment of a Illness or Injury. 

By "covered professional charges for Surgery" [Carrier) means Covered Charges that arc made by a Practitioner for performing Surgery. Any 
surgical charge which is not a Covered Charge under the terms of the Policy is not payable under the Policy. 

"Regular working <lay" means [Monday through Friday from 9 a.m. to 9 p.m. Eastern Time. I not including legal holidays. 

Grievance Procedure 
Carriers must include the disclosure requirements set forth in N.J.A.C. 8:38A-3.2. 

!REQUIRED HOSPITAL STAY REVIEW 

Important Notice: If a Covered Person does not comply with these Hospital stay review reatures, he or she will not be eligible for full 
benefits under the Policy. 

Notice of Hospital Admission Required 
ICanicrl requires notice of all Hospital admissions. The times and manner in which the notice must be given is described below. When a 
Covered Person does not comply with the requirements of this section (Carrier! reduces what it pays for covered Hospital charges as a penalty. 

Pre-Hospital Review 
All non-Emergency Hospital admission~ must be n:vicwcd by [ABC! before they occur. The Covered Person or the Covered Person's 
Practitioner must notify [ABC! and request a pre-hospital review. fABCI must receive the notice and request as soon as possible before the 
admission is scheduled to occur. For a maternity admission, a Covered Person or his or her Practitioner must notify !ABC\ and request a pre-
hospital review at least [60 days I bci'orc the expected date of delivery. or as soon as reasonably possible. 

When [ABC! receives the notice and request. \they! evaluate: 
a) the Medical Necessity and Appropri.itcncss of the Hospital admission 
h) the :inticipated length of stay and 
c) 1hc appropriateness of health care alternatiws. like home ht:alth care or other out-patient care. 
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IABCI notifies the Covered Person's Practitioner. lhy phone. of the outcome or their review. And [they l rnnfirm the outcome of (their! review 
in writing.I 

If {ABC I authorizes a Hospital admission. the authorization is valid for: 
a) the specilicd Hospital: 
b) the named attending Practitioner: and 
c) the authorized length of stay. 

The authorization becomes invalid and the Covered Person's admission must be reviewed by [ABC! again if: 
a) he or she enters a Facility other than the specified Facility: 
b) he or she changes attending Practitioners; or 
c) more than [60 days] elapse between the time he or she obtains authorization and the time he or she enters the Hospital. except in the case 

of a maternity admission. 

Emergency Admission 
(ABC) must be notified of all Emergency admission by phone. This must be done by the Covered Person or the Covered Person ·s Practitioner 
no later than the end of the next regular working day, or as soon as possible after the admission occurs. 

When [ABC) is notified [by phone.I they require the following information: 

a) the Covered Person's name. social security number and date of birth; 
b) the Covered Person group plan number; 
c) the reason for the admission: 
d) the name and location of the Hospital: 
e) when the admission occurred: and 
I) the name of the Covered Person's Practitioner. 

Continued Stay Review 
The Covered Person or his or her Practitioner. must request a continued stay review for any Emergency admission. This must be done at the 
time [ABC] is notified of such admission. 

The Covered Person. or his or her Practitioner, must also initiate a continued stay review whenever it is Medically Necessary and Appropriate 
to change the authorized length of a Hospital stay. This must be done before the end of the previously authorized length of stay. 

[ABC] also has the right to initiate a continued stay review of any Hospital admission. And [ABC] may contact the Covered Person's 
Practitioner or Hospital by phone or in writing. 

In the case of an Emergency admission. the continued stay review evaluates: 
a) the Medical Necessity and Appropriateness of the Hospital admission; 
hJ the anticipated length of stay: and 
c) the appropriateness of health care alternatives. 

In all other cases, the continued stay review evaluates: 
a) the Medical Necessity and Appropriateness of extending the authorized length of stay; and 
h) the appropriateness of health care alternatives. 

[ABC] notifies the Covered Person's Practitioner (by phone. of the outcome of the review. And !ABC] conlirms the out-come of the review in 
writing.I The notice always includes any newly authori1.cd length of stay. 

Penalties for Non-Compliance 
In the case of a non-Emergency Hospital admission. as a penalty for non-compliance. [[Carrier I reduces what it pays for covered Hospital 
charges, by 50%1 if: 
a) the Covered Person does not request a pre-hospital review: or 
h) the Covered Person does not request a pre-hospital review as soon as reasonably possible before the Hospital admission is scheduled to 

occur: or 
cl [ABC's) authori1.ation becomes invalid and the Covered Person docs not ohtain a new one: or 
d) !ABC) docs not authorize the Hospital admission. 

In the case of an Emergency admission. as a penally for non-compliance. [[Carrier! reduces what it pays for covered Hospital charges hy 50%], 
i r: 
a) I ABC I is not notified of the admission at the times and in the manner described above: 
h) the Covered Person docs not request a continued stay review: or 
c) the Covered Person docs not receive authorization for such continued stay. 

The penalty applies to covered Hospital charges incurred after the applicahlc time limit allowed for giving notice ends. 
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For any Hospital admission. if a Covered Person stays in the Hospital longer than IABCI authorizes. [Carrier I reduces what it pays for covered 
Hospital charges incurred after the authori1.ed length of stay ends hy 50'k as a penalty fm non-compliance. 

Penalties cannot be used to meet the Policy's Maximum Out of Pocket or Cash Deductible. 
JRRQUIREI> PRII-SURGICAL REVIEW 

Important Notice: If a Covered Person does not comply with these pre-surgical review features, he or she will not be eligible for full 
henefits under the Policy. 

!Carrier! requires a Covered Person to get a pre-surgical review for any non-Emergency procedure performed outside of a Practitioner's office. 
When a Covered Person docs not comply with the requirements of this section [Carrier I reduces what it pays for covered professional charges 
for Surgery, as a penalty. 

The Covered Person or his or her Practitioner. must request a pre-surgical review from [ABCJ. !ABC] must receive the request at least 24 hours 
hcfore the Surgery is scheduled to occur. If the Surgery is being done in a Hospital, on an Inpatient basis, the pre-surgical review request should 
be made at the same time as the request for a pre-hospital review. 
When [ABC J receives the request. they evaluate the Medical Necessity and Appropriateness of the Surgery and they either: 
a) approve the proposed Surgery; or 
b) require a second surgical opinion regarding the need for the Surgery. 

(ABC! notifies the Covered Person's Practitioner. (by phone. of the outcome of the review. IABCJ also confirms the outcome of the review in 
writing.] 

Second Surgical Opinion 
If !ABC's] review docs not confirm the Medical Necessity and Appropriateness of the Surgery. the Covered Person may ohtain a second 
surgical opinion. If the second opinion does not confirm the medical necessity of the Surgery, the Covered Person may obtain a third opinion. 
although he or she is not required to do so. 

(IABCI will give the Covered Person a list of Practitioners in his or her area who will give a second opinion.] The Covered Person may get the 
second opinion from [a Practitioner on the list. or from] a Practitioner of his or her own choosing, if the Practitioner: 
a) is board certified and qualified, by reason of his or her specialty. to give an opinion on the proposed Surgery; 
b) is not a business associate of the Covered Person's Practitioner; and 
c) does not perform the Surgery if it is needed. 

(IABCJ gives second opinion forms 10 the Covered Person. The Practitioner he or she chooses fills them out. and then returns them to [ABC].] 

!Carrier] covers charges for additional surgical opinions. including charges for related x-ray and tests. But what [Carrier! pays is ba~ed on all 
the terms of the Policy, except. these charges arc not subject to the Cash Deductible or Coinsurance. 

Pre-Hospital Review 
If the proposed Surgery is to be done on an Inpatient basis. the Required Pre-Hospital Review section must be complied with. Sec the Required 
Pre-Hospital Review section for details. 

Penalties for Non-Compliance 
As a penalty for non-compliance. [!Carrier] reduces what it pays for covered professional charges, for Surgery by 50%] if: 
a) the Covered Person docs not request a pre-surgical review: or 
h) IABCJ is not given at least 24 hours to review and evaluate the proposed Surgery; or 
c) [ABC] requires additional surgical opinions and the Covered Person does not get those opinions hefore the Surgery is done: 
d) [ABCJ does not confirm the need for Surgery. 

Penalties cannot be used to meet the Policy's Maximum Out of Pocket or Cash Deductible. 

[SPECIALTY CASE MANAGEMENT 
Important Notice: No Covered Person is required, in any way. to accept a Specialty Case Management Plan recommended by [DEF]. 

Definitions 
.. Specialty Case Management" means those services and supplies whkh meet hoth of the following tests: 
al They are determined. in advance. by (Carner! lo be Medically Necessary and i\ppropriale and cost effective in meeting the long term or 

intensive care needs of a Covered Person in connection with a Catastrophic Illness or Injury. 
hl While there arc other covered services and supplies avail:1hle under the Poli<.:y f6r the Covered Person's condition. the services and 

supplies the JCarrierl offers to make availahle under the terms of this provision would not otherwise be payable under the Policy. 

Please note: [ Carrier I has sole Discretion to determine whether to consider Specialty Case Management for a Covered Person. 

··cmastrophi<.: Illness or Injury" means one of the following: 
al heat.I injury rcquiring an Inpatient stay 
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b) spinal cord Injury 
c) severe burQ_s over 2(Vii or more of the body 
d) multiple injuries due to an accident 
e) premature birth 
f) CV A or stroke 
g) congenital defect which severely impairs a bodily function 
h) brain damage due to either an accident or curdiac arrest or resulting from a surgical procedure 
i) terminal Illness. with a prognosis of death within 6 months 
j) Acquired Immune Deficiency Syndrome (AIDS) 
k) chemical dependency 
I) mental. nervous and psychoncurotic disorders 
m) any other Illness or Injury determined by [DEF] or (Carrier) to be catastrophic. 

Specialty Case Management Plan 
[DEFI will identify cases of Catastrophic Illness or Injury. The appropriatene~s of the level of patient care given to a Covered Person as well as 
the selling in which it is received will be evaluated. In order to maintain or enhance the quality of patient care for the Covered Person, fDEFJ 
will develop a Specialty Case Management Plan. 

A Specialty Case Management Plan is a specific written document, developed by !DEF] through discussion and agreement with: 
a) the Covered Person. or his or her legal guardian. 1f necessary: 
b) the Covered Person's attending Practitioner: and 
c) !Carrier]. 

The Specialty Case Management Plan includes: 
a) treatment plan objectives: 
b) course of treatment to accomplish the stated objectives; 
c) the responsibility of each of the following parties in implementing the plan: 

•[DEF] 
•attending Practitioner 
•Covered Person 
•Covered Person's family. if any; and 

d) estimated cost and savings. 

If [Currier!, [DEFI, the attending Practitioner, and the Covered Person agree lin writing.I on a Specialty Case Management Plan. the services 
and supplies required in connection with such Specialty Ca~e Management Plan will be considered as Covered Charges under the terms of the 
Policy. 

The agreed upon Specialty Case Management treatment must be ordered by the Covered Person's Practitioner. 

Benefits payable umler the Specialty Case Management Plan will he considered in the accumulation of any Calendar Year and Per Lifetime 
maximums. 

Exclusion 
Specialty Case Management docs not include services and supplies that [Carrier! determines to be Experimental or lnvestigational. f 

(CENTERS OF EXCELLENCE FEATURES 

Important Notice: No Covered Person is required, in any way, to receive medical care and treatment at a Center of Excellence. 
Definitions 

"Center of Excellence" means a Provider that has entered into an agreement with [Carrier! to provide health benefit services for specific 
procedures. The Centers of Excellence arc [identified in the Listing of Centers of Excellence.] 

"Pre-Treatment Screening Evaluation" means the review of past and present medical records and current x-ray and laboratory results by the 
Center of Excellence to delerminc whether the Covered Person is an appropriate candidate for the Procedure. 

"Procedure·· means one or more surgical procedures or medical therapy performed in a Center of Excellence. 

Covered Charges 
In order for charges to he Covered Charge~. the Center of Excellence must: 
al perform a Pre-Treatment Screening Evaluation: and 
b) dctcrnune that the Procedure is Medically Necessary and Appropriate for the treatment of the Covered Person. 

Benefits for services and supplies al a Center of Excellence will he [subject 1(1 the terms and conditions of the Policy. However. the Utilization 
Review features will n(>l .tpply.11 
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EXCLUSIONS 

Payment will not tic ma<lc for any .:hargcs incurred for or in connection with: 

Care or treatment by means of ac11p1111ct11re except when used as a substitute for other forms of anesthesia. 

Care or treatment of alcolwl ab11se. 

Services for ambula11ce for transportation. 

Blood or blood pla.~ma which is replaced by or for a Covered Person. 

Care an<l/or treatment by a Christia,, Scie11ce Practitioner. 

Completio11 of claim forms. 

DEPT. OF INSURANCE 

Services or supplies related to Cosmetic Surgery except as otherwise stated in the Policy; complications of Cosmetic Surgery; drugs prescribed 
for cosmetic purposes. 

Services related to custodial or domiciliary care. 

De11tal care or treatment. including appliances and dental implants. 

Charges made by a dialysis ce11ter for dialysis services. 

Care or treatment by means of dose-illte11sive chemotherapy[,except as otherwise stated in the Policy. I 

Durable Medical Eq11ipme11t 

Services or supplies. the primary purpose of which is educational providing the Covered Person with any of the following: training in the 
activities of daily living; instruction in scholastic skills such as reading and writing; preparation for an occupation; or treatment for learning 
disabilities. 

Care or treatment in an emerge11cy room unless the Covered Person is admitted within 24 hours. 

Experimental or l11vestigati<mal treatments. procedures. hospitalizations, drugs, biological products or medical devices, except as otherwise 
stated in the Policy. 

Extractio11 of teeth, except for bony impacted teeth. 

Services or supplies for or in connection with: 

a. exams to determine the need for (or changes of) eyeglasses or lenses of any type: 
b. eyeglasses or lenses of any type except initial replacements for loss of the natural lens; or 
c. eye surgery such as radial keratotomy or Jasik surgery. when the primary purpose is to correct myopia (nearsightedness), hypcropia 

(farsightedness) or astigmatism (blurring). 

Services or supplies provided tiy one of the following members of the Employee's family: spouse, child. parent, in- law, brother. sister or 
grandparent. 

Services or supplies furnished in connection with any procedures to enhance fertility. 

Services or supplies related to heari11g aids a11d heari11g exams to determine the need for hearing aids or the need to adjust them. 

Services or supplies related to herbal medici11e. 

Services or supplies related to hyp11otism. 

Services or supplies necessary hcrnusc the Covered Person engaged. or tried to engage. in an illegal occnpatfrm or committed or tried to 
commit an indictahle offense in rhc jurisdiction in which it is commilted, or a felony. 

f.."xcept llS stated below, Illness or l1!j1try, including a condition which is the result of disease or bodily infirmity. whic.:h occurred on the job and 
which is covered or could have hc.:n covered for ticnelits provided under workers· compensation. employer's liahility. occupational disease or 
similar law. 
Jfrceptio11: This e~dusion docs not apply to the following persons for whom coverage under workers' compensation is optional unless such 
persons arc .ictually wwn:J l'or workers· compensation: a self-employed person or a partner of a limited liatiility partnership. members of a 

Supp. 9-20-04 21-270 



SMALL EMPLOYER HEALTH BENEFITS PROGRAM 11:21 App. EXH. V 

limited Jiaoility company or partners of a partncr~hip who actively perform services on behalf of the self-employed ousiness. the limited 
liability p_artnership. limitcd liaoility company or the partnership. 

Local a11esthesia charges hilled separately if such charges are included in the fee for the Surgery. 
Care and treatment for M<'11tal or Nen•o11s Co11ditio11s and Substance Abuse. 

Membership costs for health dubs. weight loss clinics and similar programs. 

Services and supplies related to marriage, career or fi11a11cial cou11seli11g, sex therapy or family therapy, 1111tritio11al co1111seli11g and related 
services. 

Nicoti11e Depe11de11ce Treatme11t, except as otherwise stated in the Preventive Care section of the Policy. 

Any charge identified as a No11-Covered Charge or which arc specifically limited or excluded elsewhere in the Policy. or which arc not 
Medically Necessary and Appropriate. except as otherwise stated in the Policy. 

No11-prescription drug~· or supplies. except 
a) insulin needles and syringes an glucose test strips and lancets; 
o) colostomy bags. belts and irrigators; and 
c) as stated in the Policy for food and food products for inherited metabolic diseases. 

Services provided by a pastoral co1111selor i11 the course of his or her normal duties as a religious person. 

Personal co11ve11ie11ce or comfort items including. but not limited to, such items as TV's, telephones. first aid kits, exercise equipment, air 
conditioners, humidifiers, saunas, hot tubs. 

Podiatric care 

Practitioner visits, except as otherwise stated in the Policy. 

Prescription Drugs obtained while not confined in a Hospital on an Inpatient basis. 

Services or supplies that arc not furnished by an eligible Provider. 

Services related to Private D11ty N11rsi11g care. except as provided in the Home Health Care section of the Policy. 

Prosthetic Devices 

The amount of any charge which is greater than a Reasonable and Customary Charge. 

Services or supplies related to rest or co11valesce11t c11res. 

Room a11d board charges for a Covered Person in any Facility for any period of time during which he or she was not physically present 
overnight in the Facility. 

Except as stated in the Preventive Care section, Ro11ti11e exami11atio11s or preventive care. including related x-rays and laboratory tests, except 
where a specific Illness or Injury is revealed or where a definite symptomatic condition is present; pre-marital or similar examinations or tests 
not required to diagnose or treat Illness or Injury. 

Services or supplies related to Ro11ti11e F1wt Care. 

Self-admi11istered services such as: hiofccdhack. patient-controlled analgesia on an Outpatient basis. related diagnostic testing. self-care and 
self-help training. 

Services provided oy asocial worker. except as otherwise stated in the Policy. 

Services 11r supplies: 
a) eligible for payment under either federal or state programs (except Medicaid and Medicare). This provision applies whether or not the 

Covered Person asserts his or her rights to obtain this coverage or payment for these services; 
b) for which a charge is not usually made. such as a Practitioner treating a professional or business associate. or services at a puhlic health 

fair; 
c) for which a Covered Person would not h,ivc hccn charged ir he or she <lid not have health care covcragc: 
<l) provided hy or in a government Hospital except as stated ocl1l\~. or unless the services arc for trcatmenc 

•of a non-service Emergency: nr 
•oy a Veterans· Auministration Hospital 1>f a non-service rclate<l lllncss or Injury: 
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Exception: This exclusion Jocs not apply to military retirees, their Dependents anJ the Dependents of active duty military personnel who are 
covered under both the Policy and under military health coverage and who receive care in facilities of the.Uniformed Services. 

e) provided outside the United States unless the Covered person is outside the United States for one of the following reasons: 
•travel. provided the travel is for a reason other than securing health care diagnosis and/or treatment. and travel is for a period of 6 months 
or less; 
•business assignment. provided the Covered Person is temporarily outside the United States for a period of 6 months or less: or 
•Subject to !Carrier! Pre-Approval, eligibility for full-time student status, provided the Covered person is either enrolled and attending an 
Accredited School in a foreign country: or is participating in an academic program in a foreign country, for which the institution of higher 
learning a which the student matriculates in the United States, grants academic credit. Charges in connection with full-time students in a 
foreign country for which eligibility as a full-time student has not been Pre-Approved by [Carrier] are Non-Covered Charges. 

Stand-by sen,ices required by a Provider. 

Sterilization reversal-services and supplies rendered for reversal of sterilization. 

Surgery, sex hormones. and related medical. psychological and psychiatric services to change a Covered Person's sex; services and supplies 
arising from complications of sex transformation. 

Telepho11e cons11ltatio11s. 

Therapeutic Ma11ip11latio11. 

Transplallts [, except as otherwise slated in the Policy -l 

Tra11sportatio11; travel. 

Vision therapy. 

Vitami11s and dietary supplements. 

Services or supplies received as a result of a war, declared or undeclared; police actions; services in the armed forces or units auxiliary thereto. 

Weight reduction or control, unless there is a diagnosis of morbid obesity: special foods, food supplements, liquid diets, diet plans or any 
related products and except as provided in the Food Products for Inherited Metabolic Diseases provision. 

Wigs, toupees, hair transpla11ts, hair weavi11g or any drug if such drug is used in connection with baldness. 

CONTINUATION RIGHTS 

COORDINATION AMONG CONTINUATION RIGHTS SECTIONS 

As used in this section, COBRA means the Consolidated Omnibus Budget Reconciliation Act of 1985 as enacted, and later amended. 

A Covered Person may be eligible to continue his or her group health benefits under the Policy's COBRA CONTINUATION RIGHTS 
(CCR) section and under other continuation sections of the Policy al the same time. 

Continuation Under CCR and NEW JERSEY GROUP CONTINUATION RIGHTS (NJGCR): If a Covered Person is eligible to continue his 
or her group health benefits under both the Policy's CCR and NJGCR sections, he or she may elect to continue under CCR,~but cannot continue 
under NJGCR. 

Continuation Under CCR and any other continuation section of the Policy: 

If a Covered Person elects to continue his or her group health benefits under both the Policy's CCR and NJGCR, the continuations: 
a) start al the same time: 
b) run concurrently: and 
c) end independently on their own terms. 

While covered under more than one continuation section. the Covered Person: 

a) will not be entitled to duplkatc benefits: and 
b) will not be subject to the premium requirements of more 1l1an one section at thi: same time. 

AN IMPORTAl'.T NOTICE ABOUT CONTINUATION RI<alTS 
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The following COBRA CONTINUATION 1m;1rrs section may not apply to the Employer's Policy. The Employee must contact his or 
her Employer to lind out if': 

a) the Employer is subject to the COBRA CONTINUATION RIGHTS section in which case; 
h) the section applies to the Employee. 
(Generally applies to employer groups with 20 or more employees) 
Important Notice 
Under this section, "Qualified Continuee .. means any person who. on the day before any event which would qualify him or her for continuation 
under this section. is covered for group health benefits under the Policy as: 
a) an active, covered Employee: 
b) the spouse of an active. covered Employee; or 
c) the Dependent child of an active, covered Employee. Except as stated below. any person who becomes covered under the Policy during a 

continuation provided by this section is not a Qualified Continuce. 
Exception: A child who is born to the covered Employee. or who is placed for adoption with the covered Employee during the continuation 
provided by this section is a Qualified Continuee. 

If An Employee's Group Health Benefits Ends 
If an Employee's group health benefits end due to his or her termination of employment or reduction of work hours. he or she may elect to 
continue such benefits for up to 18 months, unless he or she was terminated due to gross misconduct. 
A Qualified Continuee may elect to continue coverage under COBRA even if the Qualified Continuee: 
a) is covered under another group plan on or before the date of the COBRA election; or 
b) is entitled to Medicare on or before the date of the COBRA election. 

The continuation: 
a) may cover the Employee and any other Qualified Continuee; and 
b) is subject to the When l:ontinuation Ends section. 

Extra Continuation for Disabled Qualified Continuees 
If a Qualified Conlinuee is determined to be disabled under Title II or Title XVI of the United States Social Security Act on the date his or her 
group health benefits would otherwise end due to the Employee's termination of employment or reduction of work hours or during the first 60 
days of continuation coverage, he or she and any Qualified Continuee who is not disabled may elect to extend his or her 18 month continuation 
period above for up to an extra 11 months. 

To elect the extra I I months of continuation. the Qualified Continuee must give the Employer written proof of Social Security's determination 
of his or her disability before the earlier of: 
a) the end of the 18 month continuation period; and 
b) 60 days after the date the Qualified Continuee is determined to be disabled. 

If, during this extra 11 month continuation period, the Qualified Continuee is determined to be no longer disabled under the Social Security 
Act, he or she must notify the Employer within 30 days of such determination, and continuation will end. as explained in the When 
Continuation Ends section. 

An additional 50%· of the total premium charge also may be required from the Qualified Continuee by the Employer during this extra 11 month 
continuation period. 

If An Employee Dies While Insured 
If an Employee dies while insured. any Qualified Continuee whose group health benefits would otherwise end may elect to continue such 
benefits. The continuation can last for up to 36 months. subject to the When Continuation Ends section. 

If An Employee's Marriage Ends 
If an Employee's maniage ends due to legal divorce or legal separation for termination of a domestic partnership! any Qualified Continuee 
whose group health benefits would otherwise end may elect to continue such benefits. The continuation can last for up to 36 months. subject to 
the When Continuation Ends section. 

If A Dependent Loses Eligibility 
If a Dependent child"s group health benefits end due to his or her loss of dependent eligibility as defined in the Policy. other than the 
Employee's coverage ending. he or she may elect to continue such benclits. However. such Dependent child must be a Qualified Continuee. 
The continuation can last for up to 36 months. subject to When Continuation Ends. 

Concurrent Continuations 
If a Dependent elects to continue his or her group health benelits due to the Employee's termination of employment or reduction of work hours. 
the Dependent may elect to extend his or her 18 month continuation period to up to 36 months. if during the 18 month continuation period. 
either: 
a) the Dependent hccomes eligible for 36 months of group health hencfits due lo any of the reasons stated ahnve: or 
bl the Employee hccomes entitled to Medicare. 
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The 36 month continuation pn10J starts on the Jate the 18 month continuation period started. and the two continuation periods will he JccmcJ 
to have run concurrently. 

Special Medicare Rule 
Except as stated below. the "special rule" applies to Dependents of an Employee when the Employee becomes entitled to Medicare prior to 
tcrmmation of employment or reduction in work hours. The continuation period for a Dependent upon the Employee's subsequent termination 
of employment or reduction in work hours will be the longer of the following: 
a) 18 months from the date of the Employee's termination of employment or reduction in work hours; or 
h) 36 months from the date of the Employee· s earlier entitlement to Medicare. 

Exception: If the Employee becomes entitled to Medicare more than I 8 months prior to termination of employment or reduction in work hours, 
this "special rule'' will not apply. 

The Qualified Continuee's Responsibilities 
A person eligible for continuation under this section must notit'y the Employer. in writing, of: 
a) the legal divorce or legal separation [or termination of the domestic partnership] of the Employee from his or her spouse; or 
h) the loss of dependent eligihility, as defined in the Policy, of an insured Dependent child. 

Such notice must be given to the Employer within 60 days of either of these events. 

The Employer's Responsibilities 
The Employer must notify the Qualified Continucc, m writing, of: 
a) his right to continue the Policy's group health benefits; 
bJ the monthly premium he or she must pay to continue such benefits; and 
e) the times and manner in which such monthly payments must be made. 

Such written notice must he given 10 the Qualified Continuec within 44 days of: 
a) the date a Qualified Continuee's group health benefits would otherwise end due to the Employee's death or the Employee's termination of 

employment or reduction of work hour; or 
b) the date a Qualified Continuec notifies the Employer, in writing, of the Employee's legal divorce or legal separation [or termination of the 

domestic partnership] from his or her spouse, or the loss of dependent eligibility of an insured Dependent child. 

The Employer's Liability 
The Employer will be liable for the Qualified Continuee·s continued group health benefits to the same extent as, and in place of, [Carrier], if: 
a) the Employer fails to remit a Qualified Continuce's timely premium payment to [Carrier] on time, thereby causing the Qualified 

Continuee·s continued group health benefits to emL or 
b) the Employer fails to notify the Qualified Continuee of his or her continuation rights, as described above. 

Election of Continuation 
To continue his or her group health benefits. the Qualified Continuee must give the Employer written notice that he or she elects to continue. 
An election by a minor Dependent Child can be made by the Dependent Child's parent or legal guardian. This must be done within 60 days of 
the <late a Qualified Continuee receives notice of his or her continuation rights from the Employer as described above. And the Qualified 
Continuee must pay the first month's premium in a timely manner. 

The subsequent premiums must be paid to the Employer. by the QualilieJ Continuec. in advance, at the times and in the manner specified by 
the Employer. No further notice of when premiums are due will be given. 

The monthly premium will he the total rate which would have been charged for the group health benefits had the Qualified Continuce stayed 
insured under the Policy on a regular basis. It includes any amount that would have been paid by the Employer. Except as explained in the 
Extra Continuation for Disabled Qualified Continuees section. an additional charge of two percent of the total premium charge may also be 
required hy the Employer 

If the Qualified Continuec fails to give the Employer notice of his or her intent to continue. or fails to pay any required premiums in a timely 
manner. he or she waives his or her continuation rights. 

Grace in Payment of Premiums 
A Qualific<l Continucc's premium rayment is timely if. with respect to the first payment after the Qualified Continuce elects to continue. such 
payment is made no later than 45 Jays after such election. In all nthcr cases. such premium payment is timely ifit is maJe within 31 Jays of the 
specified Jatc. 

If timely rayment is made to the plan in an amount that 1s not significantly less than the amount the Employer requires to he paid for the period 
or coverage. then the amount paid is Jee med to satisfy the Emrloyer' s requirement ror the amount that must he paid. unless the rlan notifies the 
Qualified Continuce of the amount of the deficiency anJ grants an a<l<litional 30 days for payment of the deficiency to be made. An amount 1s 
not significantly less than the amount the Employer requires to he paid for a period of coverage if and only if the shortfall is no greater than the 
lesser of the l<illnwing: two amounts, 
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a) Fifty dollars (or such other amount as the Commissioner may provic.le in a revenue ruling. notice. or other guidance published in the 
Internal Revenue Code Bulletin): or 

h) Ten percent of the amount the plan requires to be paid. 

Payment is considered as made on the date on which it is sent to the Employer. 
When Continuation Ends 
A Qualified Continucc·s continued group health benefits end on the first of the following: 
aJ with respect to continuation upon the Employee· s termination of employment or reduction of work hours. the end of the 18 month period 

which starts on the date the group health benefits would otherwise end: 
b) with respect to a Qualified Continuee who has elected an additional 11 months of continuation. due to his or her own <lisability or the 

disability of a family member. the earlier of: 
•the end of the 29 month period which starts on the date the group health benefits would otherwise end: or 
•the first day of the month which coincides with or next follows the date which is 30 days after the date on which a final determination is 
made that a disabled Qualified Continuee is not longer disabled under Title l l or Title XVI of the United States Social Security Act: 

c) with respect to continuation upon the Employee's death. the Employee's legal divorce or legal separation [or termination of the domestic 
partnership]. or the em! of an insured Dependent's eligibility. the end of the 36 month period which starts on the date the group health 
benefits would otherwise end; 

d) with respect to a Dependent whose continuation is extended due to the Employcc·s entitlement to Medicare. the end of the 36 month 
period which starts on the date the group health benefits would otherwise end: 

e) the date the Policy ends: 
fl the end of the period for which the last premium payment is made: 
g) the <late he or she becomes covered under any other group health plan which contains no limitation or exclusion with respect to any Pre-

Existing Condition of the Qualified Continuee or contains a pre-existing conditions limitation or exclusion that is eliminated through the 
Qualified Continuee·s total period of Creditable Coverage.: 

h) the date he or she becomes entitled to Medicare. 
i) termination of a Qualified Continuee for cause (e.g. submission of a fraudulent claim) on the same basis that the Employer terminates 

coverage of an active employee for cause. 

NEW JERSEY GROUP CONTINUATION RIGHTS 

If An Employee's Group Benefits End 
If an Employee's health coverage ends due to termination of employment for a reason other than for cause, or reduction of work hours to below 
25 hours per week. he or she may elect to continue such benefits for up to 12 months, subject to the When Continuation Ends section. At the 
Employee's option. he or she may elect to continue health coverage for any of his or her then insured Dependents whose coverage would 
otherwise end at this time. If an Employee acquires one or more Dependents after the continued health coverage begins, he or she may elect to 
add such Newly Acquired Dependents to the continued coverage for the remaining period of continued health coverage. In order to continue 
health coverage for his or her Dependents. the Employee must elect to continue health coverage for himself or herself. 

What the Employer Must Do 
At the time of termination of employment or reduction of work hours, the Employer must notify the Employee. in writing, of: 
a) his or her right to continue the Policy's group health benefits; 
b) the monthly premium he or she must pay to continue such benefits: and 
c) the times and manner in which such monthly payments must be made. 

What The Employee Must Do 
To continue his or her health coverage. the Employee must send a written request to the Employer within 30 days of the date of termination of 
employment or reduction of work hours. The Employee must also pay the first month's premium. The first premium payment must be made 
within 30 days of the date the Employee elects continuation. 

The subsequent premiums must be paid to the Employer. by the Employee. in advance. at the times and in the manner [Carrier] specifies. 

The monthly premium will be the total rate which would have been charged for the small group benefits had the Employee stayed insured under 
the Policy on a regular hasis. It includes any amount that the Employer would have paid. And an additional charge of two percent of the total 
premium may be chargeJ for the continued coverngc. 

If an Employee fails to give the Employer notice that he or she elects to continue. or fails to make any premium payment in a timely manner. he 
or she waives his or her continuation rights. All premium payments. except the first. will be considered timely if they are made within 31 days 
of the speci ficd due dates. 

The Continued Conrage 
The Employee· s continued coverage will be identical to the coverage he or she had when covered under the Policy on a regular basis. Any 
modifications made unJcr the Policy will apply to similarly situated continue-cs. !Carricr1 docs not ask for proof of insurability in orJcr for an 
Employee to continue. 

\Vhen Continuation Ends 
A (\l\cn:d Pcrsun·, continued health ,:m-erngc end un the first nf the t'olluwin~: 
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a) the date which is 12 months from the date the small group benefits would otherwise cm!; 
bl the date the Covered Person becomes eligible for Medicare; 
c) the end of the pcrio<l li.ir which the last premium payment is made; 

DEPT. OF INSURANCE 

d) the date the Covered Person becomes covered unuer another group health benefits plan which contains no limitation or exclusion with 
respect to any Pre-Existing Condition of the Covered Person; 

el with respect to a Covered Person who becomes covered under another group health bcnelits plan which contains a limitation or exclusion 
with respect to a Pre-Existing Condition of the Covered Person, the date such limitation or exclusion ends: 

t) the date the Employer no longer provides any health benefit plans for any of the Employer's Employees or their eligible Dependents; or 
g) with respect to a Dependent. the date he or she is no longer an eligible Dependent as defined in the Policy. 

A TOTALLY DISABLl.m EMPLOYEE'S RIGHT TO CONTINUE GROUP HEALTH BENKFITS 
If An Employee is Totally Disabled 
An Employee who is Totally Disabled and whose group health benefits end because his or her active employment or membership in an eligible 
class ends due to that disability, can elect to continue his or her group health benefits. But he or she must have been insured by the Policy for at 
least three months immediately prior to the date his or her group health benefits ends. The continuation can cover the Employee. and at his or 
her option, his or her then insured Dependents. 

How And When To Continue Coverage 
To continue group health benefits. the Employee must give lhe Employer written notice that he or she elects to continue such benefits. And he 
or she must pay the first month's premium. This must be done within 31 days of the date his or her coverage under the Policy would otherwise 
end. 

Subsequent premiums must be paid to the Employer monthly, in advance, at the times and in the manner specified by the Employer. The 
monthly premium the Employee must pay will be the total rate charged for an active Full-Time Employee, insured under the Policy on a regular 
basis. on the date each payment is due. It includes any amount which would have been paid by the Employer. 

[Carrier] will consider the Employee's failure to give notice or to pay any required premium as a waiver of the Employee's continuation rights. 

If the Employer fails. after the timely receipt of the Employee's payment. to pay [Carrier] on behalf of such Employee, thereby causing the 
Employee's coverage to end; then such Employer will be liable for the Employee's benefits. to the same extent as, and in place of, [Carrier!. 

When This Continuation Ends 
These continued group health benefits end on the first of the following: 
a) the end of the period for which the last payment is made, if the Employee stops paying; 
b) the date the Covered Person becomes employed and eligible or covered for similar benefits by another group plan, whether it be an insured 

or uninsured plan; 
c) the date the Policy ends or is amended to end for the class of Employees to which the Employee belonged; or 
d) with respect to a Dependent. the date he or she stops being an eligible Dependent as defined in the Policy. 

AN EMPLOYEE'S RIGHT TO CONTINUE GROUP HEAL TH BENEF'ITS DURING A FAMILY LEA VE O}' ABSENCE 

Important Notice 

This section may not apply to an Employer's Policy. The Employee must contact his or her Employer to find out if: 
a) the Employer must allow for a leave of absence under Jo'ederal law in which case; 
b) the section applies to the Employee. 

If An Employee's Group Health Coverage Ends 
Group health coverage may end for an Employee because he or she ceases Full-Time work due to an approved leave of absence. Such leave of 
absence must have been granted to allow the Employee to care for a sick family member or after the birth or adoption of a child. If so, his or her 
group health benefits insurance will be continued. Dependents· insurance may also be continued. The Employee will be required to pay the 
same share of premium as before the leave of absence. 

When Continuation Ends 
Insurance may rnntinue until the earliest of: 
a) the date the Employee returns to Full-Time work: 
b) the end of a total leave period of 12 weeks in any 12 month period; 
c) the date on which the Employee's coverage would have ended had the Employee not been on leave: or 
<ll the end of the period for which the premium has been paid. 

[A DEPENDENT'S RIGHT TO CONTINUE GROUP HEALTH HENEHTS 

If an Employee dies. any of his or her Depenc.lcnts who were insurcc.l under the Policy may elect to continue coverage. Subject to the payment of 
the required premium. rnvcrnge 1m1y he continued until the earlier of: 
a) 180 <lays following the date of the Employcc·s c.lcath; or 
b) the <late the Dcpcnuc111 is no longer eligible under the terms of the Policy. I 
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[CONVERSIO!\'. RIGIITS H>R DIVOl{CED SPOUSES 

IF AN EMPLOYEE'S MARRIAGE [OR DOMESTIC PARTNERSIIIP] ENDS 

If an Employee's marriage ends by legal divorce or :mnulment !or if the domestic partnership lcrminatcs]. the group health benefits for his or 
her former spouse ends. The former spouse muy convert to an individual major medical policy during the conversion period. The former spouse 
may insure under his or her mdividual policy any of his or her Dependent children who were insured under the Policy on the date the group 
health benefits ends. See exceptions below. 

Exceptions 
No former spouse may use this conversion right: 
a) if he or she is eligible for Medicare: or 
b) if ii would cause him or her to he ovcrinsured. 

This may happen if the spouse is covered or eligible for coverage providing similar benefits provided by any other plan. insured or not insured. 
[Carrier] will determine if overinsurancc exists using its standards for overinsurance. 

HOW ANJ> WIIKN TO CONVERT 

The conversion period means the 31 days after the date group health benefits ends. The former spouse must apply for the individual policy in 
writing and pay the first premium for such policy during the conversion period. Evidence of insurability will not be required. 

THE CONVERTED POLICY 

The individual policy will provide the medical benefits that [Carrier] is required to offer in the state where the Employer is located. 

The individual policy will take effect on the day after group health benefits under the Policy ends. 

After group health benefits under the Policy ends. the former spouse and any children covered under the individual policy may still be paid 
benefits under the Policy. If so, benefits to be paid under the individual policy will be reduced by the amount paid under the Policy.) 

EFFECT OF INTERACTION WITH A HEALTH MAINTENANCE ORGANIZATION PLAN 
HEALTH MAINTENANCE ORGANIZATION ("HMO") means a prepaid alternative health care delivery system. 

A Policyholder may offer its Employees HMO membership in lieu of the group health benefits insurance provided by the Policy. If the 
Employer docs. the following provisions apply. 

IF AN INSURED EMPLOYEE ELECTS HMO MEMBERSIIIP 

Date Group Health Benefits Insurance Ends 
Insurance for an Employee and his or her Dependents will end on the dale the Employee becomes an HMO member. 

Benefits After Group Health Benefits Insurance Ends 
When an Employee becomes an HMO member. the Extended Health Benefits section of the Policy will not apply to him or her and his or her 
Dependents. 

Exception: 
IF, on the date membership takes effect, the HMO docs not provide benefits due to: 
a) an HMO waiting period 
b) an HMO Pre-Existing Conditions limit. or 
C) a confinement in a Hospital not affiliated with the HMO 

AND the HMO provides benefits for Total Disability when membership ends 

THEN group health benefits will he paid until the first of the following occurs: 
a) 30 days expire from the dale membership takes effect 
b) the 1-IMO's waiting period ends 
c) the HMO's Pre-Existin~ Conditions limit e.xpires. or 
d) hospitalirntinn ends. 

IF AN HMO MEMUER ELECTS GROUP HEALTH UENEHTS INSURA1'CE PROVIDED BY THE POLICY 
Date Transfer To Such Insurance Takes Effect 
Each Employee who is an IIMO mcmhcr may transfer to such insurance by wrillcn rcquc~t. If he or she elects to do so. any Dcpem.lents who arc 
HMO mcmhcrs must abo be mdudcd in such request. The <late such persons arc to be insured dt·pcnds on when ,md why the trnnsfcr request is 
made. 
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request made during an open enrollment period 
[Carrier I and the Policyholder will agree when this period will he. If an Employee requests insurance during this pcnod. he or she and his or her 
Dependents will be insured on the date such period ends. 

request made because: 
a) an HMO ends its operations 
b) the Employee [moves outside] [no longer lives, works or resides in] the HMO service area 

Ir an Employee requests insurance because membership ends for these reasons. the date he or she and his or her Dependents are to be insured 
depends on the date the request is made. 

If it is made: 
a) on or before the date membership ends. they will be insured on the date such membership ends 
b) within 31 days after the date membership ends. they wi 11 be insured on the date the request is made 
c) more than 31 days after the date membership ends. the Employee and his or her Dependents will be Late Enrollees. 

request made because an HMO becomes insoh·ent 
If an Employee requests insurance because membership ends for this reason. the date he- or she and his or her Dependents arc to be insured 
depends on the date the request is made. 

If it is made: 
a) within 31 days after the date membership ends, they will be insured on the date the request is made 
b) more than 31 days after the date membership ends, the Employee and his or her Dependents will be Late Enrollees. 

request made at any other time 
An Employee may request insurance at any time other than that described above. In this case. he or she and his or her Dependents will be Late 
Enrollees. 

Other Provisions Affected By A Transfer 
If a person makes a transfer. the following provisions. if required by the Policy for such insurance, will not apply on the transfer date: 
a) [an Actively at Work requirement] 
b) a waiting period. to the extent it has already been satisfied. or 
c) Pre-Existing Conditions Limitation provisions to the extent it has already been satisfied. 

Charges not covered 
Charges incurred before a person becomes insured will be considered Non-Covered Charges. 

Maximum benefit 
The total amount of benefits to be paid for each person will be the maximum benefit specified in the Policy. regardless of any interruption in 
such person's insurance under the Policy. 

Right to change premium rates 
[Carrier I has the right to change premium rates when. in its opinion, its liability under the Policy is changed by interaction with an HMO plan. 

COORDINATION OJ<' BENEFITS AND SJ<:RVICES 

Purpose or This Provision 
A [Covered Person I may be covered for heallh benefits or services by more than one Plan. For instance. he or she may be covered by this 
[Policy I as an Employee and by another plan as a Dependent of his or her spouse. If he or she is covered by more than one Plan, this provision 
allows [Carrier] to coordinate what JCarrierl pays or provides with what another Plan pays or provides. This provision sets forth the rules for 
determining which is the Primary Plan and which is the Secondary Plan. Coordination of benefits is intended to avoid duplication of benefits 
while at the same time preserving certain rights to coverage under all Plans under which the [Covered Person] is covered. 

DEFINITIONS 
The words shown below have special meanings when used in this provision. Please read these definitions carefully. [Throughout this provision, 
these defined terms appear with their initial lcuer capitalit.ed, I 

Allowable Expense: The charge for any health care service. supply or other item of expense for which the [Covered Person I is liable when the 
health cure service. supply or other item of expense is covered at least in part um.ler any of the Plans involved. except where a swtule re<.1uires 
unothcr definition. or as otherwise stated below. 

When this [Policy I 1s coordinating hcncfits with a Plan that provides benefits only for dental care. vision care. prescription drugs or hearing 
aids. Allowable Expense is limited to like items (if expense. 
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ICarrierl will not consider the difference betwc.::n the cost of a pnvatc hospital room and that or a semi-private hospital room as an Allowable 
Expense unless the stay in a private room is Medically Necessary and Appropriate. 

When this [Policy] is coordinating benefits with a Plan that restricts coordination of benefits to a specific coverage. [Carrier! will only consider 
corresponding services. supplies or items of expense to which coordination of benefits applies as an Allowable Expense. 

Claim Determination Period: A Calendar Year. or portion of a Calendar Year, during which a !Covered Person! is covered by this [Policy I 
and at least one other Plan and incurs one or more Allowable Expcnse(s) under such plans. 

Plan: Coverage with which coordination of benefits is allowed. Plan includes: 
a) Group insurance and group subscriber contracts. including insurance continued pursuant to a Federal or State continuation law: 
b) Self-funded arrangements of group or group-type coverage, including insurance continued pursuant to a Federal or State continuation law: 
c) Group or group-type coverage through a health maintenance organization (HMO) or other prepayment, group practice and individual 

practice plans. including insurance continued pursuant to a Federal or State continuation law; 
d) Group hospital indemnity benefit amounts that exceed $150 per day; 
e) Medicare or other governmental benefits. except when, pursuant to law, the benefits must be treated as in excess of those of any private 

insurance plan or non-governmental plan. 

Plan docs not include: 
a) Individual or family insurance contracts or subscriber contracts: 
b) Individual or family coverage through a health maintenance organization or under any other prepayment, group practice and individual 

practice plans; 
c) Group or group-type coverage where the cost of coverage is paid solely by the [Covered Person! except that coverage being continued 

pursuant to a Federal or State continuation law shall be considered a Plan; 
d) Group hospital indemnity benefit amounts of $150 per day or less: 
e) School accident-type coverage: 
f) A State plan under Medicaid. 

Primary Plan: A Plan whose benefits for a [Covered Person's I health care coverage must be determined without taking into consideration the 
existence of any other Plan. There may be more than one Primary Plan. A Plan will be the Primary Plan if either either "a" or "b" below exist: 
a) The Plan has no order of benefit determination rules, or it has rules that differ from those contained in this Coordination of Benefits and 

Services provision; or 
b) All Plans which cover the [Covered Person I use order of benefit determination rules consistent with those contained in the Coordination of 

Benefits and Services provision and under those rules. the plan determines its benefits first. 

Reasonable and Customary: An amount that is not more than the usual or customary charge for the service or supply as determined by 
!Carrier], based on a standard which is most often charged for a given service by a Provider within the same geographic area. 

Secondary Plan: A Plan which is not a Primary Plan. If a [Covered Person I is covered by more than one Secondary Plan. the order of benefit 
determination rules of this Coordination of Benefits and Services provision shall be used to determine the order in which the benefits payable 
under the multiple Secondary Plans arc paid in relation to each other. The benefits of each Secondary Plan may take into consideration the 
benefits of the Primary Plan or Plans and the benefits of any other Plan which. under this Coordination of Benefits and Services provision, has 
its benefits determined before those of that Secondary Plan. 

PRIMARY AND SECONDARY PLAN 
[Carrier I considers each plan separately when coordinating payments. 

The Primary Plan pays or provides services or supplies first. without taking into consideration the existence of a Secondary Plan. If a Plan has 
no coordination of benefits provision. or if the order of benefit determination rules differ from those set forth in these provisions. it is the 
Primary Plan. 

A Secondary Plan lakes into consideration the benefits provided by a Primary Plan when, according to the rules set forth below, the plan is the 
Secondary Plan. If there is more than one Secondary Plan. the order of benefit determination rules determine the order among the Secondary 
Plans. During each Claim Determination Period. the Secondary Plan(s) will pay up to the remaining unpaid allowable expenses, but no 
Secondary Plan will pay more than it would have paid if it had been the Primary Plan. The method the Secondary Plan uses to dctenmne the 
amount to pay is set forth below in the "Procedures to be Followed by the Secondary Plan to Calculate Benefits" section of this provision. 

The Secondary Plan shall not reduce Allowable Expenses for medically necessary and appropriate services or supplies on the basis t11at 
prcccrtification. preapproval. notification or second surgical opinion procedures were not followed. 

RULES FOR THE ORDER OF RENEFIT DETERi'VllNA TION 

The l:>encfits of the Plan that covers the I Covered PcrslH1 I as an employee. member. subscril:>er or retiree shall l:>c determined before those of the 
Plan that covers the ICovcrcd Person I as a Dependent. The wvcragc as an employee. member. subscriber or retiree b the Primary Plan. 
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The benefits of the Plan that c.:ovcrs the !Cmerc<l PcrsonJ as an employee who is neither laid off nor retired. or as a dependent of such person. 
shall be determined before those for the Plan that covers the !Covered PcrsooJ as a laid off or retired cmplox.cc. or as such a person's 
Dependent. If the other Plan docs nut contain this rule. and as a result the Plans do not agree on the order of benefit determination. this portion 
of this provision shall he ignored. 

The benefits of the Plan that covers the [Covered Person] as an employee, member. subscriber or retiree. or Dependent of such person. shall be 
determined before those of the Plan that covers the [Covered Person I under a right of continuation pursuant to Federal or State law. If the other 
Plan does not contain this rule. and as a result the Plans do not agree on the order of benefit determination, this portion of this provision shall be 
ignored. 

If a child is covered as a Dependent under Plans through both parents. and the parents are neither separated nor divorced. the following rules 
apply: 
a) The benefits of the Plan of the parent whose birthday falls earlier in the Calendar Y car shall be determined before those of the parent 

whose birthday falls later in the Calendar Y car. 
b) If both parents have the same birthday. the benefits of the Plan which covered the parent for a longer period of time shall be determined 

before those of plan which covered the other parent for a shorter period of time. 
c) Birthday. as used above, refers only to month and day in a calendar year, not the year in which the parent was born. 
d) If the other plan contains a provision that determines the order of benefits based on the gender of the parent. the birthday rule in this 

provision shall be ignored. 

If a child is covered as a Dependent under Plans through both parents. and the parents arc separated or divorced. the following rules apply: 
a) The benefits of the Plan of the parent with custody of the child shall be determined first. 
b) The benefits of the Plan of the spouse of the parent with custody shall be determined second. 
c) The benefits of the Plan of the parent without custody shall be determined last. 
d) If the terms of a court decree state that one of the parents is responsible for the health care expenses for the child. and if the entity 

providing coverage under that Plan has actual knowledge of the terms of the court decree, then the benefits of that plan shall be determined 
first. The benefits of the plan of the other parent shall be considered as secondary. Until the entity providing coverage under the plan has 
knowledge of the terms of the court decree regarding health care expenses. this portion of this provision shall be ignored. 

If the above order of benefits docs not establish which plan is the Primary Plan, the benefits of the Plan that covers the employee, member or 
subscriber for a longer period of time shall be determined before the benefits of the Plan(s) that covered the person for a shorter period of time. 

Procedures to be Followed by the Secondary Plan to Calculate Benefits 

In order to determine which procedure to follow 1l is necessary to consider: 
a) the basis on which the Primary Plan and the Secondary Plan pay benefits: and 
b) whether the provider who provides or arranges the services and supplies is in the network of either the Primary Plan or the Secondary Plan. 

Benefits may be based on the Reasonable and Customary Charge (R&C). or some similar term. This means that the provider bills a charge and 
the l Covered Person I may be held liable for the full amount of the billed charge. In this section. a Plan that bases benefits on a reasonable and 
customary charge is called an "R&C Plan.'' 

Benefits may be based on a contractual fee schedule. sometimes called a negotiated fee schedule, or some similar term. This means that 
although a provider. called a network provider. bills a charge. the [Covered Person] may be held liable only for an amount up to the negotiated 
fee. In this section. a Plan that bases benefits on a negotiated fee schedule is called a "Fee Schedule Plan." If the !Covered Person] uses the 
services of a non-network provider. the plan will tic treated as an R&C Plan even though the plan under which he or she is covered allows for a 
fee schedule. 

Payment to the provider may be based on a "capitation." This means that then HMO or other plans pays the provider a fixed amount per 
[Covered Person]. The !Covered Person! is liable only for the applicable deductible. coinsurance or copayment. If the [Covered Person) uses 
the services of a non-network provider, the HMO or other plans will only pay benefits in the event of emergency care or urgent care. In this 
section. a Plan that pays providers based upon capitation is called a "Capitation Plan." 

In the rules below, "provider" refers to the provider who provides or arranges the services or supplies and "HMO" refers to a health 
maintenance organization plan. 

Primary Plan is R&C Plan and Secondary Plan is R&C Plan 
The Secondary Plan shall pay the lesser of: 
al the difference between the amount of the billed charges and the amount paid by the Primary Plan: or 
h) the amount the Secondary Plan would have paid if it had been the Primary Plan. 
When the benefits of the Secondary Plan arc redlKCd as a result of this cakulat1on. each benefit shall be reduced in proportion. and the amount 
paid shall be charged against any appl 1cablc benefit limit of the plan. · 

Primary Plan is Fee Schedule Plan and Sewndarv Plan is Fee Schedule Plan 
If the provider is a network provider in hoth the Primary Plan ,tnd the Set(1ndary Plan. the Allowahlc Expense sh.ill he the fee schedule of the 
Primary Plan. The Sccont.lary Plan shall pay the lesser of: 
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a) The amount of any deductible. coinsuram.:c or copayment required by the Primary Plan: or 
b) the a.mount the Secondary Plan would have paid if it had been the Primary. Plan. 
The total amount the provider receives from the Primary plan. the Secondary plan and the (Covered Person) shall not exceed the foe schedule of 
the Primary Plan. In no event shall the (Covered Person I be rcsponsihle for any payment in excess of the copayment. coinsurance or dcductihle 
of the Secondary Plan. 

Primarv Plan is R&C Plan and Secondary Plan is Fee Schedule Plan 
If the provider is a network provider in the Secondary Plan. the Secondary Plan shall pay the lesser of: 
al the difference between the amount of the billed charges for the Allowahle Expenses and the amount paid by the Primary Plan; or 
h/ the amount the Secondary Plan would have paid if it had been the Primary Plan. 
The [Covered Person] shall only be liable for the copayment, deductible or coinsurance under the Secondary Plan if the [Covered Person( has 
no liability for copayment. deductible or coinsurance under the Primary Plan and the total payments by both the primary and Secondary Plans 
arc less than the provider's billed charges. In no event shall the [Covered Person I be responsible for any payment in excess of the copaymcnl. 
coinsurance or deductible of the Secondary Plan. 

Primary Plan is Fee Schedule Plan and Secondary Plan is R&C Plan 
If the provider is a network provider in the Primary Plan. the Allowable Expense considered by the Secondary Plan shall be the fee schedule of 
the Primary Plan. The Secondary Plan shall pay the lesser of: 
a) The amount of any deductible. coinsurance or copaymcnl required by the Primary Plan; or 
b) the amount the Secondary Plan would have paid if it had been the Primary Plan. 

Primary Plan i'> Fee Schedule Plan and Secondary Plan is R&C Plan or fee Schedule Plan 
If the Primary Plan is an HMO plan that docs not allow for the use of non-network providers except in the event of urgent care or emergency 
care and the service or supply the fCovered Person] receives from a non-network provider is not considered as urgent care or emergency care. 
the Secondary Plan shall pay benefits as if it were the Primary Plan. 

Primary Plan is Capitation Plan and Secondary Plan is Fee Schedule Plan or R&C Plan 
If the f Covered Person] receives services or supplies from a provider who is in the network of both the Primary Plan and the Secondary Plan. 
the Secondary Plan shall pay the lesser of: 
a) The amount of any deductible. coinsurance or copayment required by the Primary Plan; or 
b) the amount the Secondary Plan would have paid if it had been the Primary Plan. 

Primary Plan is Capitation Plan or 'Fee Schedule Plan or R&C Plan and Secondary Plan is Capitation Plan 
If the !Covered Person] receives services or supplies from a provider who is in the network of the Secondary Plan. the Secondary Plan shall he 
liable to pay the capitation to the provider and shall not be liable to pay the deductible, coinsurance or copayment imposed by the Primary Plan. 
The [Covered Person] shall not be liable to pay any deductible, coinsurance or copayments of either the Primary Plan or the Secondary Plan. 

Primary Plan is an HMO and Secondary Plan is an HMO 
If the Primary Plan is an HMO plan that does not allow for the use of non-network providers except in the event of urgent care or emergency 
care and the service or supply the [Covered Personl receives from a non-network provider is not considered as urgent care or emergency care, 
but the provider is in the network of the Secondary Plan. the Secondary Plan shall pay benefits as if it were the Primary Plan. Except that the 
Primary Plan shall pay out-of-Network services. if any. authorized by the Primary Plan. 

BENEJ<Trs FOR AUTOMOBILE RELATED INJURIES 

This section will he used to determine a person's benefits under the Policy when expenses are incurred as a result of an automobile related 
Injury. 

Definitions 
"Automobile Related Injury'' means bodily Injury sustained by a Covered Person as a result of an accident: 
a) while occupying, entering. leaving or using an automobile: or 
h) as a pedestrian: 

caused by an automobile or by an object propelled by or from an automobile. 

"Allowahle Expense means a medically necessary. reasonable and customary item of expense covered at least in part as an eligible expense hy: 
a} the Policy; 
b) PIP: or 
c) OSAIC. 

''Elig1ble Expense" means that portion of expense incurred for treatment of i1n Injury which is covered under the Policy without application of 
Cash Deductihli:s anti Copaymcnts. if any or Coinsurance. 

"Out-of-State Automnhik Insurance Coverage" or "OSi\lC" means any covcr,\gc for medical expenses under an automohilc insurance policy 
,,thcr than PIP. OSAIC includes automobile insurance policies issued in another state or jurisuiction. 
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.. PIP" means personal injury protedion ~·overage provided a.~ part of" an aulomohilc insurance policy issued in New Jersey. PIP refers 
specifi~ally to provisions for medical expense coverage. 

Determination of primary or secondary coverage. 
The Policy pmvides secondary coverage lo PIP unless heahh coverage has hecn elected as primary coverage by or for the Covered Person 
under the Policy. This election is made hy the named insured under a PIP policy. Such election affects that person's family members who arc 
not themselves named insureds under another automobile policy. The Policy may be primary for one Covered Person. but not for another ir the 
person has separate automobile policies and has made different selections regarding primacy of health coverage. 
The Policy is secondary to OSAIC. unless the OSAIC contains provisions which make it secondary or excess to the policyholder's plan. In that 
case the Policy will be primary. 

If there is a dispute as to which policy is primary. the Policy will pay benefits as if it were primary. 

Henefits the Policy will pay If it is primary to PIP or OSAIC. 
If the Policy is primary to PIP or OSAIC it will pay benefits for eligible expenses in accordance with its terms. 

The rules of the COORDINATION OI•' BENEFITS section of the Policy will apply if: 
a) the Covered Person is insured under more than one insurance plan: and 
b) such insurance plans are primary to automobile insurance coverage. 

Benefit~ the Policy will pay if it is secondary to PIP or OSAIC. 
If the Policy is secondary to PIP or OSAIC the actual benefits payable will be the lesser of: 
a) the allowable expenses left uncovered after PIP or OSAIC has provided coverage after applying Ca.-;h Deductibles and Copayments, or 
b) the benefits that would have been paid if the Policy had been primary. 

Medicare 
If the Policy supplements coverage under Medicare it can be primary to automobile insurance only to the extent that Medicare is primary to 
automobile insurance. 

MEDICARE AS SECONDARY PAYOR 

IMPORTANT NOTICE 

The following sections regarding Medicare may not apply to the Employer's Policy. The Employee must contact hi.,; or her Employer to 
find out if the Employer Is subject to Medicare as Secondary Payor rules. 

If the Employer is subject to such rules, this Medicare as Secondary t•ayor section applies to the Employee. 

If the Employer is NOT subject to i.11ch rules, this Medicare as Secondary Payor section does not apply to the Employee, in which case, 
Medicare will be the primary health plan and the Polley will be the secondary health plan for Covered Persons who are eligible for 
Medicare. 

The following provisions explain how the Policy's group health benefits interact with the benefits available under Medicare as Secondary Payor 
rules. A Covered Person may be eligihle for Medicare by reason of age. disability. or End Stage Renal Disease. Different rules apply to each 
type (>f Medicare eligibility. as explained bel()W. 

With respect to the following provisions: 
a) "Medicare .. when used above. means Part A and 8 of the health care program for the aged and disabled pmvided by Title XVI of the 

United States Social Security Act. as amended from time to time. 
b) A Covered Person is considered to bc eligihle for Medicare by reason of age from the first day of the month during which he or she 

reaches age 65. However. if the Covered Person is born on the first day of a month. he or she is considered to be eligible for Medicare 
from the lirst day of the month which is immediately prior to his or her 65th hirthday. 

c) A ·'primary" health plan pays benefits for a Covered Person's Covered Charge first. ignoring what the Covered PerS(in's "secondary" plan 
pays. A "secondary" health plan then pays the remaining unpaid allowable expenses. Sec the Coordination or Benefits section for a 
definition of ··allowable expense.·• 

d) ["We" means Carrier! 

MEDICARE 1-;ummLITY BY IU:ASON OF AGE (Genen11ly applies to employer groups with 2U or more employees) 

Applkability 
This section applies to an Employee or his or her insured spouse who is eligible for Medicare by reason of age. 

Under this scl·tion. sm:h an Employee or insured ~rouse is referred to as a '·Medicare eligible." 

This section docs not ,tpply to: 
al a Covered Person. other than an Employee or insured spouse 
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b) an Employee or insured spouse who is under age 65. or 
c\ _ a Covered Person who is eligible for Medicare solely on the basis o(End Stage Renal Disease. 

When An Employee or Insured Spouse Uecomes Eligible For Medicare 
When an Employee or insured spouse becomes eligible for Medicare by reason of age. he or she must choose one of the two options below. 

Option (A)-Thc Medicare eligible may choose the Policy as his or her primary health plan. If he or she docs. Medicare will be his or her 
secondary health plan. Sec the When The Policy is Primary section below. for details. 
Option (BJ-The Medicare eligible may choose Medicare as his or her primary health plan. If he or she docs. group health benefits under the 
Policy will end. Sec the When Medicare is Primary section below. for details. 

If the Medicare eligible fails to choose either option when he or she becomes eligible for Medicare by reason of age, [Carrier I will pay benefits 
as if he or she had chosen Option (A). 

When the Policy is primary 
When a Medicare eligible chooses the Policy as his or her primary health plan, if he or she incurs a Covered Charge for which benefits arc 
payable under both the Policy and Medicare. the Policy is considered primary. The Policy pays first. ignoring Medicare. Medicare is considered 
the secondary plan. 

When Medicare is primary 
If a Medicare eligible chooses Medicare as his or her primary health plan. he or she will no longer be covered for such benefits by the Policy. 
Coverage under the Policy will end on the date the Medicare eligible elects Medicare as his or her primary health plan. 

A Medicare eligible who elects Medicare as his or her primary health plan, may later change such election, and choose the Policy as his or her 
primary health plan. 

MEDICARE ELIGIBILITY BY REASON 01<' DISABILITY (Generally applies to employer groups with 100 or more employees) 

Applicability 
This section applies to a Covered Person who is: 
a) under age 65; and 
b) eligible for Medicare by reason of disability. 

Under this section, such Covered Person is referred to as a "disabled Medicare eligible." 

This section does not apply to: 
a) a Covered Person who is eligible for Medicare by reason of age; or 
b) a Covered Person who is eligible for Medicare solely on the basis of End Stage Renal Disease. 

When A Covered Person Becomes Eligible For Medicare 
When a Covered Person becomes eligible for Medicare by reason of disability. the Policy is the primary plan. Medicare is the secondary plan. 

If a Covered Person is eligible for Medicare by reason of disability. he or she must be covered by both Parts A and 8. Benefits will be payable 
as specified in the COORDINATION OF BENEHTS section of the Policy. 

MEDICARE ELIGIBILITY BY REASON OF END STAGE RENAL DISEASE (Applies to all employer groups) 

Applicability 
This section applies to a Covered Person who is eligible for Medicare on the basis of End Stage Renal Disease (ESRD). 

Under this section such Covered Person is referred to as a "ESRD Medicare eligible." 

This section docs not apply to a Covered Person who is eligible for Medicare by reason of disability. 

When A Covered Person necomes Eligible For Medicare Due to ESRD 
When a Covered Person becomes eligible for Medicare solely on the basis of ESRD. for a period of up to 30 consecutive months. if he or she 
incurs a charge for the trcalmcnt of ESRD for which benefits are payable under hoth the Policy and Medicare. the Policy is considered primary. 
The Policy pays first. ignoring Medicare. Medicare is considered the secondary plan. 

This 30 month period begins on th,· earlier of: 
a) the first day of the month during which a regul:1r course of renal dialysis starts: and 
b) with respect to a ESRD McJicarc digihle who receives a kidney transplant. the first Jay of the month <luring which such Covered Person 

becomes eligitilc for Mcdicarc. 

After the 30 month period <kscrrhc•d ah11vc ends. if an ESRD Medicare eligible incurs a charge for which benefits arc payable under both the 
Policy and Meuicarc. :',kJicarc 1, the prinrnry plan. The Policy is the secondary plan. If a Covered Person 1s eligible for Meuicare on the basis 
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of ESRD. he or she must he ..:ovcml hy hoth Parts A and 8. Benefits will be payable as speci11cd in the COORJ)INATION O.F UENEFlTS 
section of the Policy. 

STATEMENT OF ERISA RIGIITS 
The following Statement may not apply to the Employer's Policy. The Employee must contact his or her Employer to find out it' lhe 
Employer is subject to these ERISA requiremenls 

As a plan participant. you arc cntttled 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 a 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 operation of the plan. including insurance contracts 
and collective bargaining agreements. and copies of the latest annual report (Form 5500 Series) and updated summary plan description. The 
administrator may make a rcasonatlle charge for the copies. 

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

Conlinue Group Health Plan Coverage 
Continue health care coverage lc.>r 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 the summary plan description and the documents governing the plan on 
the rules governing your COBRA continuation coverage rights. if COBRA is applicable to your plan. 

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 COBRA continuation coverage, when your COBRA 
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 conditions exclusion for 6 months after your enrollment date in your 
coverage. 

Prudent Actions by Plan Fiduciaries 
In addition to creating rights for plan participants ERISA imposes duties upon the people who are 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 benefit or exercising your rights under ERISA. 

Enforce Your Rights 
If your claim for a benefit is denied or ignored. in whole or in part, 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 111e 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 SI 10 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 claims for benefits which is denied or ignored. in whole or in part, you 
may file suit in a state or Federal court. In addition. if you disagree with the plan's decision or lack thereof concerning the qualified status of a 
domestic relations order or medical 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 arc 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. 

Assistance Wilh Your Questions 
If you have any questions ahout your plan. you should contact the plan administrator. II' you have any questions ahnut this statement or about 
your rights under ERISA. or if you need assistance in ohtaining: dornments from the plan administrator. you should contact the nearest office of 
the Pension and Welfare Benefits Administration. U.S. Department of Lahor. listed in your telephone directory or the Division of Technical 
Assistance and Inquiries. Pension am.I Welfare Benefits Administration. U.S. Department of Labor. 200 Constitution Avenue. N.W .. 
Washington. D.C. 20210. You may also ohtain certain puhlication~ ahout your rights and responsibilities under ERISA hy calling: the 
puhlications hotline of the Pcnsi<111 and Welfare Benefits Adtrnnistrntion. 

!CLAIMS PROCEDURE 
Carriers should include claims procedures consistent with the requirements of ERISA. I 

New Rule, R.1994 d.47, effective December 22, 1993. 
See: 25 N.J.R. 5017(a), 26 N.J.R. 400(a). 
Amended by R.1994 d.498, effective September 2, 1994. 

Supp. 9-20-04 

See: 26 N.J.R. 2843(a), 26 N.J.R. 3867(a), 26 N.J.R. 4066(a). 
Amended by R.1995 d.580, effective November 6, 1995 (operative 

January 1, 1996). 
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See: 27 N.J.R. 3051(a), 27 N.J.R. 4371(a). 
Amended by R.1997 d.280, effective July 7, 1997 (operative September 

1, 1997). 
See: 29 N.J.R. 1090(a), 29 N.J.R. 2931(a). 
Amended by R.1997 d.501, effective January 1, 1998. 
See: 29 N.J.R. 4620(a), 29 N.J.R. 5069(a). 
Amended by R.1998 d.512, effective September 25, 1998. 

11:21 App. EXH. V 

See: 30 N.J.R. 2815(a), 30 N.J.R. 3840(a). 
Amended by R.1999 d.376, effective October 6, 1999 (operative No-

vember 1, 1999). 
See: 31 N.J.R. 2442(a), 31 N.J.R. 3340(a). 
Repeal and New Rule, R.2004 d.107, effective March 15, 2004 (opera-

tive October 1, 2004). 
See: 35 N.J.R. S0ll(a), 36 N.J.R. 1594(a). 
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RXIIIBIT W 

!Carrier I PLANS B, C, D, E 
SMALL GROUP HEALTH BENEFITS [CERTIFICATRJ 

!Carrier] certifies that the Employee named [below] is entitled to the benelits described in this [certificate]. as of the effective date shown 
[below I. subject to the eligibility and effective date requirements of the Policy. 

This I certificate I replaces any and all !certificates] previously issued to the Employee under any group policies issued by !Carrier! providing the 
types of benefits described in this [certificate I-

The Policy is a contract between [Carrier! and the Policyholder. This [certificate] is a summary of the Policy provisions that affect Your 
insurance. All benefits and el(clusions are subject to the terms of the Policy. 

POLICYHOLDER: 
GROUP POLICY NUMBER: 
EMPLOYEE: 
CERTIFICATE NUMBER: 
EFFECTIVE DATE; 
CALENDAR YEAR CASH DEDUCTIBLE 

PER COVERED PERSON: 
PER COVERED FAMILY: 

COINSURANCE: 
MAXIMUM OUT OF POCKET 

PER COVERED PERSON: 
PER COVERED FAMILY: 

[Secretary 

[Dividends arc apportioned each year.) 

[ABC Company) 
[G-12345) 
!JOHN DOEi 
[C-12345671 
01-01-04 

$1,000 
$2,000 
20'ir 

$3,000 
$6,000] 

President) 

["DC" THE SMALL GROUP HEALTH BENE .. 'ITS POLICY (INDEMNITY PLAN), ISSUED BY [CARRIER] IS ISSUED IN 
CONJUNCTION WITH THE SMALL GROUP HEALTH MAINTENANCE ORGANIZATION CONTRACT (HMO PLAN) ISSUED 
BY [CARRIER]. TOGETHER, THIS INDEMNITY PLAN AND THE HMO PLAN ISSUED BY [CARRIER] PROVIDE POINT OF 
SERVICE COVERAGE.] 

[Include legal name, trade name. phone. fax and e-mail numbers by which consumers may contact the carrier. including at least one toll-free 
number for Covered Persons)] 

CERTIFICATE INDEX 

SECTION 
["DC" Overview of Point of Service Plan! 
Schedule of Insurance 
General Provisions 
Claims Provisions 
Definitions 
Employee Coverage 
[Dependent Coverage] 
I Preferred Provider Organization Provisions] 
[Point of Service Provisions I 
[Appeals Procedure! 
[Continuation of Care J 
Health Benefits Insurance 
l Utilization Review Features I 
I Specialty Case Management] 
[Centers of Excellence Features I 
Exclusions 
Continuation Rights 
(Conversion Rights for Divorced Spouses I 
!Effect of Interaction with a l-lcalth Maintcnam:c Organization Plan I 
Coordination of Benefits and Services 
Benefits for Automohile Related Injuries 
Medicare as Sccom.lary Payor 
Statement of ERISA Rights 

Supp. 9-20-04 
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Claims Procedure 

r"DC" OVERVIEW ()I< POINT 01'' SERVICE PLA:'11 (Copayment. Deuuctibles. and Coinsurance) 
[NETWORK) (Provided under the HMO Plan) 

Copayment 
Emergency Room Copayment 

Coinsuram;c 

[NON-NETWORK] (Provided under this Indemnity Plan) 
Cash Deductible (calendar 
year. all cause) 

Emergency Room Copayment (waived 
if admitted within 24 hours) 

Coinsurance 

Network Maximum Out of Pocket 

$15. unless otherwise stated 
$50. credited toward Inpatient admission if 
admitted within 24 hours 
O'k [except as stated on the HMO Plan's 
Schedule of Services anu Supplies for 
Prescription Drugs! 

$2.500 per person 
$5.000 per family Note: Must 
be individually satisfied by 2 separate Members 
$7,500 

$50 

20'7c except as stated below 

$5.000 

11:21 App. EXH. W 

MAXIMUM LIFETIME BENEFITS 

SCHEDULE OF INSURANCE 

Unlimited, except as otherwise stated! 

EMPLOYEE [AND DEPENDENT] HEALTH BENEFITS 

Calendar Year Cash Deductible 
for Preventive Care NONE 
for immunizations and 
lead screening for children 
For all other Covered Charges 
Per Covered Person 

NONE 

[$250 to $5.000J 
[Per Covered Family (Dollar amount which is two times the inuividual 

Deductible. [Note: Must be inuividually satisfied by 2 
separate Covered Persons ]l 
[Dollar amount which is three times the indiviuual 
Deductible)] 

Hospital Confinement Copayment 
-per day 
-maximum Copayment per Period of Confinement 
-maximum Copayment per Covered Person per Calendar 

$ 200 
$1.000 

Year $2.000 

[PLAN BJ 

Note: The Hospital Confinement Copaymcnt is payable in addition to the applicable Deductible and Coinsurance and Copayment, if any. 

Emergency Room Copayment (waived if aumitted 
within 24 hours) [at the option of the Carrier, $50. $75. or $1001 
Note: The Emergency Room Copayment is payable in addition to the applicable Deductible and Coinsurance. 

Coinsurance 

Coinsurance is the percentage of a Covered Charge that must be paid by a Covered Person. However. !Carrier! will waive the Coinsurance 
requirement once the Maximum Out of Pocket has been reached. The Policy's Coinsurance. as shown hclow, docs not include Cash 
Deductibles. Copayments. penalties incurred under the Policy's Utilization Review provisions. or any other Non-Covered Charge. 

The Coinsurance for the Policy is as follows: 40'if 

Maximum Out of Pocket 
Maximum Out of Pocket means the ,mnual maximum uollar amourn th;it a Covercu Person must pay as Copaymcnt. Deductible and 
Coinsurance for all covered services and supplies in a Calendar Year. All amounts paid as Copaymcnt, Deductible and Coinsurance shall count 
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toward the Maximum Out of Pocket. Once the Maximum Out of Pocket has heen reached. the Covered Person has no further obligation to pay 
any amounts as Copaymcnt. Deductible and Coinsurance for covered services and supplies forJhe remainder of the Calendar YC<tf. 
The Maximum Out of Pocket for the Policy is as follows: 
Per Covered Person per Calendar Year [An amount equal to 1$2,000 

- $10.0001 plus the Deductible I 
[Per Covered Family per Calendar Year [Dollar amount equal to two 

times the per Covered person 
maximum. [Note: Must be 
individually satisfied by 2 
separate Covered Persons II 
[Dollar amount equal to three 
times the per Covered person 
maximum]] 

Note: The Maximum Out of Pocket cannot be met with Non-Covered Charges. 

SCHEDULE OF INSURANCE 

EMPLOYEE [AND DEPENDEN'f] HEAL TH BENEFITS 

Calendar Year Cash Deductible 
for Preventive Care NONE 
for immunizations and 
lead screening for children 
For al I other Covered Charges 
Per Covered Person 
!Per Covered Family 

NONE 

($250 to $5,000} 
[Dollar amount which is two times the individual 
Deductible. [Note: Must be individually satisfied by 2 
separate Covered Persons]] 
[Dollar amount which is three times the individual 
Deductible II 

Emergency Room Copayment (waived if admitted 
within 24 hours) lat the option of the carrier. $50. $75 or $1001 
Note: The Emergency Room Copayment is payable in addition to the applicable Deductible and Coinsurance. 

Coinsurance 

[PLAN CJ 

Coinsurance is the percentage of a Covered Charge that must be paid by a Covered Person. However, !Carrier] will waive the Coinsurance 
requirement once the Maximum Out of Pocket has been reached. The Policy's Coinsurance. as shown below, does not include Cash 
Deductibles, Copaymcnts. penalties incurred under the Policy's Utilization Review provisions. or any other Non-Covered Charge. 

The Coinsurance for the Policy is as follows: 30% 

Maximum Out of Pocket 
Maximum Out of Pocket means the annual maximum dollar amount that a Covered Person must pay as Copayment, Deductible and 
Coinsurance for all covered services and supplies in a Calendar Year. All amounts paid as Copayment, Deductible and Coinsurance shall count 
toward the Maximum Out of Pocket. Once the Maximum Out of Pocket has been reached. the Covered Person has no further obligation to pay 
any amounts as Copaymcnt, Deductible and Coinsurance for covered services and supplies for the remainder of the Calendar Year. 
The Maximum Out of Pocket for the Policy is as follows: 
Per CovereQ Person per Calendar Year ( An amount equal to [$2,000 

- $10,0001 plus the Deductihlel 
[Per Covered Family per Calendar Year I Dollar amount equal to two 

times the per Covered Person 
maximum. [Note: Must be 
individually satisfied by 2 
separate Covered Persons II 
[Dollar amount equal to three 
times the per Covered Person 
maximum[ 

Note: The Maximum Out of Pocket cannot be met with Non-Covered Charges. 

SCHEDULE OF l~SURANCI-: 

EMl'I.OYEE [AND l>IWENDl-:NTJ 111•:ALTII BENF:FITS 

Calendar Year Cash l>educlible 

Supp. 9-20-04 21-288 
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for Preventive Care 
for immunizations and 
lead screening for chi ldrcn 
For all other Covered Charges 
Per Covered Person 
[Per Covered Family 

NONE 

NONE 

1$250 to $5.0001 
!Dollar amount which is two times the individual 
Deductible. !Note: Must be individually satisfied by 2 
separate Covered Personsl] 
I Dollar amount which is three times the individual 
Deductible II 

Emergency Room Copayment (waived if admitted 
within 24 hours) lat the option of the carrier. $50. $75 or$ 100] 
Note: The Emergency Room Copaymcnt is payable in addition to the applicable Deductible and Coinsurance. 

Coinsurance 

11:21 App. EXH. W 

Coinsurance is the percentage of a Covered Charge that must be paid by a Covered Person. However. !Carrier) will waive the Coinsurance 
requirement once the Maximum Out of Pocket has been reached. The Policy's Coinsurance, as shown below, docs not include Cash 
Deductibles. Copayments, penalties incurred under the Policy's Utilization Review provisions. or any other Non-Covered Charge. 

The Coinsurance for the Policy is as follows: 20% 

Maximum Out of Pocket 
Maximum Out of Pocket means the annual maximum dollar amount that a Covered Person must pay as Copayment. Deductible and 
Coinsurance for all covered services and supplies in a Calendar Year. All amounts paid as Copayment. Deductible and Coinsurance shall count 
toward the Maximum Out of Pocket. Once the Maximum Out of Pocket has been reached, the Covered Person has no further obligation to pay 
any amounts as Copayment. Deductible and Coinsurance for covered services and supplies for the remainder of the Calendar Year. 
The Maximum Out of Pocket for the Policy is as follows: 
Per Covered Person per Calendar Year [An amount equal to ($2,000 

• $10,000] plus the Deductible] 
[Per Covered Family per Calendar Year [Dollar amount equal to two 

times the per Covered person 
maximum. [Note: Must be 
individually satisfied by 2 
separate Covered Persons)] 
I Dollar amount equal to three 
times the per Covered Person 
maximum!] 

Note: The Maximum Out of Pocket cannot be met with Non-Covered Charges. 

SCHEDULE o:F INSURANCE 

EMPLOYEE [AND DEPENDENT] HEALTH BENEl"ITS 

Calendar Year Cash Deductible 
for Preventive Care NONE 
for immunizations and 
lead screening for children 
For all other Covered Charges 
Per Covered Person 
(Per Covered family 

NONE 

$150 
1S300 
Note: !Must be individually satisfied by 2 separate 
Covered Persons II 
[$--1501 

Emergency Room Copayment (waived if admitted 
within 24 hours) lat the option of the carrier. $50. $75 or $1001 
Note: The Emergency Room Copayment is payable in addition to the applicable Deductible and Coinsurance. 

Coinsurance 

[PLAN El 

Coinsurance is the pcrrentagc of a Covered Charge that must he paid by a Covered Person. However. [Carrier! will waive the Coinsurance 
requirement once the Maximum Out of Pocket has been reached. The Policy's Coinsurance. as shown oclow, docs not include Cash 
Dcduetillles. Copaymcnts. penalties incurred under the Policy's Utilization Review provisions. or any other Non-Covered Charge. 
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The Coinsurance for the Policy is as follows: 

Maximum Out of Pocket 
Maximum Out of Pocket means the annual max11num dollar amount that a Covered Person must pay as Copayment, Deductible and 
Coinsurance for all covered services and supplies in a Calendar Year. All amounts paid as Copayment. Deductible and Coinsurance shall count 
toward the Maximum Out of Pocket. Once the Maximum Out of Pocket has heen reached. the Covered Person has no further obligation to pay 
any amounts as Copayment. Deductible and Coinsurance for covered services and supplies for the remainder of the Calendar Year. 
The Maximum Out of Pocket for the Policy is as follows: 
Per Covered Person per Calendar Year $1,650 
!Per Covered Family per Calendar Year 1$3.300 

[Note: Must be individually 
satisfied by 2 separate Covered 
Persons JI 
1$4,950]J 

Note: The Maximum Out of Pocket cannot be met with Non-Covered Charges. 

SCHEDULE Of' INSURANCE EXAMPLE PPO 
(using Plan C, without Copayment, separate Network and Non-Network Deductibles and Maximum Out of Pockets) 

EMPLOYEE [AND DEPENDENT] HEALTH BENEFITS 

Calendar Year Cash Deductibles 
For treatment, services and supplies given by a Network Provider, except for Prescription Drugs 
for Preventive Care NONE 
for immunizations and 
lead screening for children NONE 
for all other Covered Charges 

($250 to $2.500] Per Covered Person 
I Per Covered Family [Dollar amount which is two times the individual 

Deductible.] [Note: Must be individually satisfied by 2 
separate Covered Persons I] 

For treatment. services and supplies given by a Non-Network Provider, and for Prescription Drugs 
for Preventive Care NONE 
for immunizations and 
lead screening for children NONE 
for all other Covered Charges 

Per Covered Person [Dollar amount not to exceed three times the Network 
Deductible) 

[Per Covered Family [Dollar amount equal to two times the Non-Network 
Deductible) Note: Must be individually satisfied by 2 
separate Covered Persons 

Emergency Room Copayment (waived if admitted 
within 24 hours) [at the option of the carrier. $50, $75 or 100) 
Note: The Emergency Room Copaymcnt is payable in addition to the applicable Deductible and Coinsurance. 

Coinsurance 
Coinsurance is the percentage of a Covered Charge that must be paid by a Covered Person. However. [Carrierl will waive the Coinsurance 
requirement once the Network Maximum Out of Pocket has been reached with respect to Network services and supplies. and [Carrier] will 
waive the Coinsurance requirement once the Non-Network Maximum Out of Pocket has been reached with respect to Non-Network services 
and supplies. The Policy's Coinsurance. as shown below. does not include Cash Deductibles, Copayments. penalties incurred under the Policy's 
Utilization Review provisions. or any other Non-Covered Charge. 

The Coinsurance for the Policy is as follows: 
•if treatment. services or supplies arc given by a 
Network Provider 
•if treatment. services or supplies are given hy a 
Non-Network Provider 
Exception: The Coinsurance for Prcsniption Drugs does 
not vary according to use or a Nd,vork Provider or a Non-
Network Provider. The (\,insurance for Prescription Drugs is: 

Network Maximum Out of' Porket 
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Network Maximum Out of Pocket means the annual maximum Jollar amount that a CovercJ Person must pay as Copaymcnt, Deductible anJ 
Coinsurnnce (pr all Network covcreJ services and supplies in a CalcnJar Year. All amounts paid as Copaymcnt. Dcpuctiblc and Coinsurance 
shall count toward the Network Maximum Out of Pocket. Once the Network Maximum Out of Pockc'l has been reached, the Covered Person 
has no further obligation to pay any amounts as Copayment, Deductible and Coinsurance for Network covered services and supplies for the 
remainder of the Calendar Year. 
The Network Maximum Out of Pocket for the Policy is as follows: 
Per Covered Person per Calendar Year I i\n amount not to exceed 

$5,000] 
I Per Covered Family per Calendar Year I Dollar amount equal to two 

times the per Covered Person 
maximum.] [Note: Must be 
individually satisfied by 2 
separate Covered Persons)] 

Note: The Network Maximum Out of Pocket cannot be met with Non-Covered Charges, 

Non-Network Maximum Out of Pocket 
Non-Network Maximum Out of Pocket means the annual maximum dollar amount that a Covered Person must pay as Copaymcnt. Deductible 
and Coinsurance for all Non-Network covered services and supplies in a Calendar Year. All amounts paid as Copayment, Deductible and 
Coinsurance shall count toward the Non-Network Maximum Out of Pocket. Once the Non-Nc1work Maximum Out of Pocket has been reached, 
the Covered Person has no further obligation to pay any amounts as Copayment, Deductible and Coinsurance for Non-Network covered 
services and supplies for the remainder of the Calendar Year. 
The Non-Network Maximum Out of Pocket for the Policy is as follows: 
Per Covered Person per Calendar Year [An amount not to exceed 

three times the Network 
Maximum] 

[Per Covered Family per Calendar Year !Dollar amount equal to two 
times the per Covered Person 
Maximum.) [Note: Must be 
individually satisfied by 2 
separate Covered Persons J] 

Note: The Non-Network Maximum Out of Pocket cannot he met with Non-Covered Charges. 

SCHEDULE OF INSURANCE EXAMPLE PPO 
(using Plan C, with Copayment on specified services, separate Network and Non-Network Deductibles and Maximum Out of Pockets) 

EMPLOYEE [AND DEPENDENT] HEALTH RENEFITS 

Copayment 
For treatment, services and supplies given by a Network Provider 
Physician Visits [$5, $!0, $15, $20, $30, $40 or $501 

Calendar Year Cash Deductibles 
For treatment, services and supplies given by a Network Provider, except for Physician Visits and Prescription Drugs 
Per Covered Person 1$250 to $2,500] 
!Per Covered Family [Dollar amount which is two times the individual 

Deductible.] [Note: Must be individually satisfied by 2 
separate Covered Persons II 

For Treatment, services and supplies given hy a Non-Network Provider, and for Prescription Drugs 
for Preventive Care NONE 
for immunizations and 
lead screening for children NONE 
for all other Covered Charges 

Per Covered Person I Dollar amount not to exceed three times the Network 
Deductible I 

I Per Covered Family [Dollar amount equal to two times the Non-Network 
Deductible I !Note: Must be individually satisfied by 2 
separate Covered Persons] I 

Emergency Room Copayment (waived if admitted 
within 24 hours) I at the option l>f the carrier. $50, $75, $ I 00] 
Note: The Emergency Room Copaymcnt is pay;tl'lle in aduition to the applicatile Copaymcnt, Deductihle and Coinsurance. 

Coinsurance 
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Coinsurance is the pen:cntage of a Covered Charge that must he paid hy a Covered Person. However. !Carrier] will waive the Coinsurance 
rcquiremen.t once the Network Maximum Out of Pocket has been reached wit.!1 respect to Network services and supplies. and \Carrier] will 
waive the Coinsurance requirement once the Nun-Network Maximum Out of Pucket has been reached with respect to Non-Network services 
and supplies. The Policy's Coinsurance. as shown below. docs not include Cash Deductibles. Copayments, penalties incurred under the Policy·s 
Utilization Review provisions, or any other Non-Covered Charge. 

The Coinsurance for the Policy is as follows: 
•if treatment, services or supplies arc given hy a 
Network Provider 
•if treatment, services or supplies arc given by a 
Non-Network Provider 
Exception: The Coinsurance for Prescription Drugs does 
not vary according to use of a Network Provider or a Non-
Network Provider. The Coinsurance for Prescription Drugs is: 

Network Maximum Out of Pocket 

10%. except as stated below 

30'h•, except as stated below 

30% 

Network Maximum Out of Pocket means the annual maximum dollar amount that a Covered Person must pay as Copayment, Deductible and 
Coinsurance for all Network covered services and supplies in a Calendar Year. All amounts paid as Copayment, Deductible and Coinsurance 
shall count toward the Network Maximum Out of Pocket. Once the Network Maximum Out of Pocket has been reached, the Covered Person 
has no further obligation to pay any amounts as Copayment, Deductible and Coinsurance for Network covered services and supplies for the 
remainder of the Calendar Year. 
The Network Maximum Out of Pocket for the Policy is as follows: 
Per Covered Person per Calendar Year [An amount not to exceed 

$5.000] 
[Per Covered Family per Calendar Year [Dollar amount equal to two 

times the per Covered Person 
maximum.] [Note: Must be 
individually satisfied by 2 
separate Covered Persons]] 

Note: The Network Maximum Out of Pocket cannot be met with Non-Covered Charges. 

Non-Network Maximum Out of Pocket 
Non-Network Maximum Out of Pocket means the annual maximum dollar amount that a Covered Person must pay as Copayment. Deductible 
and Coinsurance for all Non-Network covered services and supplies in a Calendar Year. All amounts paid as Copaymcnt, Deductible and 
Coinsurance shall count toward the Non-Network Maximum Out of Pocket. Once the Non-Network Maximum Out of Pocket has been reached. 
the Covered Person has no further obligation to pay any amounts as Copayment, Deductible and Coinsurance for Non-Network covered 
services and supplies for the remainder of the Calendar Y car. 
The Non-Network Maximum Out of Pocket for the Policy is as follows: 
Per Covered Person per Calendar Year [An amount not to exceed 

three times the Network 
Maximum[ 

[Per Covered Family per Calendar Year [Dollar amount equal to two 
times the per Covered Person 
Maximum.] [Note: Must be 
individually satisfied hy 2 
separate Covered Persons 11 

Note: The Non-Network Maximum Out of Pocket cannot he met with Non-Covered Charges. 

SCHEDULE OF INSURANCE 
(using Plan C, with Copayment on specified services, common Deductible and Maximum Out of Pocket) 

EMPLOYEE [AND DEPENDENT] HEALTH HENEFITS 

Copayment 
For treatment, services and supplies given hy a Network Provider 
Physician Visits [$5. $10. $15. $20. $30. $40 or $50] 

Calendar Year Cash Deductible 
For treatment, services and supplies given by a Network m ]';on-Network Providers. except for Network Physician Visits 
Per Covered Person [$250 to $2.500] 
[Per Covered Family [Dollar amount which is two Limes the individual 

Deductible. I [Note: Must he mdividually satisfied hy 2 
separate Covered Persons 11 

Emergency Room Copayment (waived if admitted 
within 24 hours) [::it the option of the tarrier. S:'i0. S75 or SI 001 
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Note: The Emergency Rm,m Copayment is payahlc in addition to the applicable Copaymenl. Dedm.:tihle and Coinsurance. 

Coinsurance 
Coinsurance is the percentage of a Covered Charge that must he paid by a Covered Person. However. [Carrier] will waive the Coinsurance 
requirement once the Network Maximum Out of Pocket has been reached with respect to any combination of Network and Non-Network 
services and supplies. The Policy's Coinsurance. as shown below, docs not include Cash Deductibles. Copayments. penalties incurred under the 
Policy's Utilization Review provisions. or any other Non-Covered Charge. 

The Coinsurance for the Policy is as follows: 
•if treatment. services or supplies arc given by a 
Network Provider 
•if treatment, services or supplies arc given by a 
Non-Network Provider 
Exception: The Coinsurance for Prescription Drugs docs 
not vary according to use of a Network Provider or a Non-
Network Provider. The Coinsurance for Prescription Drugs is: 

Network Maximum Out of Pocket 

10%. except as stated below 

30ck. except as stated below 

30% 

Network Maximum Out of Pocket means the annual maximum dollar amount that a Covered Person must pay as Copayment, Deductible and 
Coinsurance for all Network and Non-Network covered services and supplies in a Calendar Year. All amounts paid as Copaymcnt, Deductible 
and Coinsurance shall count toward the Network Maximum Out of Pocket. Once the Network Maximum Out of Pocket has been reached. the 
Covered Person has no further obligation to pay any amounts as Copaymcnt. Deductible and Coinsurance for Network or Non-Network 
covered services and supplies for the remainder of the Calendar Year. 
The Network Maximum Out of Pocket for the Policy is as follows: 
Per Covered Person per Calendar Year I An amount not to exceed 

$5,000) 
[Per Covered Family per Calendar Year I Dollar amount equal to two 

times the per Covered Person 
maximum.] [Note: Must be 
individually satisfied by 2 
separate Covered Persons 11 

Note: The Network Maximum Out of Pocket cannot be met with Non-Covered Charges. 

SCHEDULE OJ:<' INSURANCE EXAMPLE INDEMNITY POS 
(using Plan D, with Copayment on specified services, separate Network and Non-Network Deductibles and Maximum Out of Pockets) 

EMPLOYEE [AND DEPENDENT] HEALTH BENE1"1TS 

Copayment 
For treatment, services and supplies given by a Network Provider 
Physician Visits ($5, $IO. $15. $20. $30. $40 or $501 
Hospital Confinement [$300 per day. up to $1500 per confinement, $3.000 

per Calendar Year! 
Exception: If the Hospital is a Network facility, the Hospital will be paid as a Network Facility regardless of whether the admitting Practitioner 
is a Network Practitioner. 

Calendar Year Cash Deductibles 
For treatment. services and supplies given by a Network Provider, except for Physician Visits. Hospital Confinement and Prescription Drugs 
Per Covered Person [$250 to $2.500) 
(Per Covered Family [Dollar amount which is two times the individual 

Dcductible.J (Note: Must be individually satisfied by 2 
separate Covered Persons ]l 

Calendar Year Cash Deductible 
For Treatment. services and supplies given hy a Non-Network Provider. and for Prescription Drugs 
for Preventive Care NONE 
for immunizations and 
lead screening for children NONE 
for all other Covered Charges 

Per Covered Person I Dollar amount not to exceed three times the Network 
Deductible( 

!Per Covered Family !Dollar amount equal to two times the Non-Network 
Dcductihlcl !Note: Mu~l he individu:1lly ~atisficd hy '.! 
scpma1c Covered Persons 11 
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Emergency Room Copayment (waived if admitted 
w1th1n ~4 hours) [at the option of the carrier. $50. $75. $1001 
Note: The Emergency Room Copaymcnt is payahlc in addition lo the applicable Copayment, Dcduclihle and Coinsurance. 

Coinsurance 
Coinsurance is the percentage of a Covered Charge that must be paid hy a Covered Person. However. [Carrier[ will waive the Coinsurance 
requirement once the Network Maximum Out of Pocket has been reached with respect to Network services and supplies. and [Carrier! will 
waive the Coinsurance requirement once the Non-Network Max.imum Out of Pocket has been reached with respect to Non-Network services 
and supplies. The Policy"s Coinsurance. as shown below. docs not include Cash Deductibles, Copayments. penalties incurred under the Policy·s 
Utilization Review provisions, or any other Non-Covered Charge. 

The Coinsurance for the Policy is as follows: 
•if treatment. services or supplies are given by a 
Network Provider 
•if treatment, services or supplies arc given by a 
Non-Network Provider 
Exception: The Coinsurance for Prescription Drugs docs 
not vary according to use of a Network Provider or a Non-
Network Provider. The Coinsurance for Prescription Drugs is: 

Network Maximum Out of Pocket 

or1r., except as stated below 

20'7r. except as stated below 

20'7r 

Network Max.imum Out of Pocket means the annual max.imum dollar amount that a Covered Person must pay as Copaymenl, Deductible and 
Coinsurance for all Network covered services and supplies in a Calendar Year. All amounts paid as Copayment. Deductible and Coinsurance 
shall count toward the Network Maximum Out of Pocket. Once the Network Maximum Out of Pocket has been reached, the Covered Person 
has no further obligation to pay any amounts as Copayment. Deductible and Coinsurance for Network covered services and supplies for the 
remainder of the Calendar Y car. 
The Network Maximum Out of Pocket for the Policy is as follows: 
Per Covered Person per Calendar Year [An amount not to ex.ceed 

$5,000] 
!Per Covered Family per Calendar Year [Dollar amount equal to two 

ti mes the per Covered Person 
maximum. I [Note: Must be 
individually satisfied by 2 
separate Covered Persons 11 

Note: The Network Max.imum Out of Pocket cannot be met with Non-Covered Charges. 

Non-Network Maximum Out of Pocket 
Non-Network Maximum Out of Pocket means the annual maximum dollar amount that a Covered Person must pay as Deductible and 
Coinsurance for all Non-Network covered services and supplies in a Calendar Year. All amounts paid as Deductible and Coinsurance shall 
count toward the Non-Network Max.imum Out of Pocket. Once the Non-Network Maximum Out of Pocket has been reached, the Covered 
Person has no further obligation to pay any amounts as Deductible and Coinsurance for Non-Network covered services and supplies for the 
remainder of the Calendar Year. 
The Non-Network Maximum Out of Pocket for the Policy is as follows: 
Per Covered Person per Calendar Year [An amount not to exceed 

three times the Network 
Max.imum] 

!Per Covered Family per Calendar Year [Dollar amount equal to two 
ti mes the per Covered Person 
Maximum.] !Note: Must he 
individually satisfied by 2 
separate Covered Persons j I 

Note: The Non-Network Maximum Out of Pocket cannot be met with Non-Covered Charges. 

SCHEDULE OF INSURANCE 
Daily Room and Board Limits 

During a Period of Hospital Confinement 

[PLAN BJ 

For semi-private room and board accommodations. [Carrier] will cover charges up to the Hospital's actual Jaily semi-private room and board 
rate. 

For private room and hoard accommodations. !Carrier[ will cover charges up to the Hospital's average daily semi-private room and hoard rate. 
or if the Hospital docs not have semi-private accommodations. 80'k of its lowest rJaily room antl board rate. However. if the Covered Person is 
being isolated in a private room heG1use the CovcrcrJ Person has a comrnumcahlc Illness. [Carrier I will C(lVCr charges up to the Hospital"s actual 
private room charge. 
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For Special Care Units, [Carrier! will cover charges up to the Hospital's actual daily room and board charge for the Special Care Unit. 

During a Confinement In An Extended Care Center Or Rehabilitation Center 
[Carrier] will cover the lesser of: 
a. the center's actual daily room and hoard charge: or 
b. 50<;!- of the covered daily room and board charge made by the Hospital during the Covered Person's preceding l-lospital conlinement, for 

semi-private accommodations. 

Pre-Approval is required for charges incurred in connection with: 
•Durable Medical Equipment 
•Extended Care and Rehabilitation 
•Home Health Care 
•Hospice Care 
•lnf'usion Therapy 
•[Speech. Cognitive Rehabilitation. Occupational and Physical Therapies\ 
•Prosthetic Devices 
•IAutologous Bone Marrow Transplant and Associated Dose Intensive Chemotherapy for treatment of breast cancer[ 
•Fertility Services 
•Nutritional Counseling 
•!Certain Prescription Drugs] 
•Exchange of unused Inpatient days for additional Outpatient visits for the treatment of a Non-Biologically-Based Mental Illness 

[Carrier] will reduce benefits by 50% with respect to charges for treatment, services and supplies which are not Pre-Approved by 
[Carrier] provided that benefits would otherwise be payable under the Policy. 

Payment Limits: For Illness or Injury, [Carrier] will pay up to the payment limit shown below: 
Charges for Inpatient confinement in an Extended Care or 
Rehabilitation Center. per Calendar Year (Combined benefits) 120 days 

Charges for therapeutic manipulation per Calendar Year 

Charges for speech and cognitive therapy per Calendar 
Year (combined benefits) 

Charges for physical or occupational therapy per 
Calendar Year (combined benefits) 

Charges for Preventive Care per Calendar Year as follows: 
(Not subject to Cash Deductible or Coinsurance) 

l •for a Covered Person who is a Dependent child from 
birth until the end of the Calendar Y car in which the 
Dependent child auains age l 
•for all [other] Covered Persons 

Charges for all treatment of Non-Biologically-based Mental Illnesses 
and Substance Abuse, per Calendar Y car 

30 visits 

30 visits 

30 visits 

$750 per Covered Person I 
$500 per Covered Person 

Inpatient Confinement 30 days* 
Outpatient Care 20 visits 

* Subject to Carrier Pre-Approval, Unused Inpatient days may be exchanged for additional Outpatient visits, where each Inpatient day may he 
exchanged for two Outpatient visits. 

Per Lifetime Maximum Benefit (for all Illnesses 
and Injuries) 

SCHEDULE OF INSURANCE 
Daily Room and Uoard Limits 

During a Period of Hospital Confinement 

UNLIMITED 

[PLANS C, D, E] 

For semi-private rollrn and hoard accommodations. [Carrier[ will cover charges up to the HDspital's actual daily semi private room and board 
rate. 

For private room an<l hoard accommodations. !Carrier[ will cover charges up to the Hospital's averngc daily semi-private room and board rate. 
or if the Hospital does not ha\'e ~crni-privatc accommodations. 80'Jf of its lowest daily room and board rate. However. if the Covered Person is 
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being isolated in a private room because the Covered Person has a communil:ablc Illness. lCarrierl will 1.:ovcr charges up to the Hospital's actual 
. private room charge. 

For Special Care Units, !Carrier I will cover charges up lo the Hospital"s actual daily room and board charge for the Spcc.:ial Care Unit. 

During a Confinement In An Extended Care Center Or Rehabilitation Center 

[Carrier] will cover the lesser of: 
a. the center's actual daily room and hoard charge; or 
b. 50% of the covered daily room and board charge made by the Hospital during the Covered Person's preceding Hospital confinement. for 

semi-private accommodatiuns. 

Pre-Approval is required for charges incurred in connection with: 
•Durahle Medical Equipment 
•Extended Care and Rehabilitation 
•Home Health Care 
•Hospice Care 
•Infusion Therapy 
•[Speech, Cognitive Rehabilitation. Occupational and Physical Therapies) 
•Prosthetic Devices 
•[Autologous Bone Marrow Transplant and Associated Dose Intensive Chemotherapy for treatment of breast cancer) 
•Fertility Services 
•Nutritional Counseling 
•[Certain Prescription Drugs! 
•(Exchange of unused Inpatient days for additional Outpatient visits to treat a Non-Biologically Based Mental Illness 

[Carrier] will reduce benefits by 50% with respect to charges for treatment, services and supplies which are not Pre-Approved by 
[Carrier] provided that benefits would otherwise be payable under the Policy. 

Payment Limits: For lllncss or Injury. [Carrier! will pay up to the payment limit shown below: 
Charges for Inpatient confinement in an Extended Care or 
Rehabilitation Center, per Calendar Year (combined benefits) 120 days 

Charges for therapeutic manipulation per Calendar Year 

Charges for speech and cognitive therapy per Calendar 
Year (combined benefits) 

Charges for physical or occupational therapy per 
Calendar Year (combined benefits) 

Charges for Preventive Care per Calendar Year as follows: 
(Not subject to Cash Deductible or Coinsurance) 

[•for a Covered Person who is a Dependent child from 
hirth until the end of the Calendar Year in which the 
Dependent child attains age I 
•for all [other] Covered Persons 

Charges for all treatment or Non-Biologically-based Mental Illnesses 
and Substance Abuse. per Calendar Y car 

30 visits 

30 visits 

30 visits 

$750 per Covered Person) 
$500 per Covered Person 

Inpatient Confinement 30 days * 
Outpatient Care 20 visits 

* [Suhjcct to !Carrier J Pre-Approval. I Unused Inpatient days may be exchanged for additional Outpatient visits, where each Inpatient day may 
be exchanged for two Outpatient vi~its 

Per Lifetime Maximum Bcnelit (for all Illnesses 
and Injuries) Unlimited 

["DC" THIS INDEMNITY PLAN AND THE ASSOC IA H:I) 11:\IO PLAN MAY BOTII PROVIDE BENEFITS, SERVICES OR 
SUPPLIES FOR THE SAME SERVICE OR SUPPLY. TO TUE EXTENT THAT BENlfflTS ARE PROVIDED UNDER THIS 
INDEMNITY PLAN, THE SERVICE OR SUPPLY WILL ;";OT BE COVERED BY THE HMO PLAN SIMILARLY, TO THE 
EXTENT THAT SERVICES OR SUPPLIES ARE PROVll)ED UNDIIR TIIE HMO PLAN, lllt:NEl-'ITS WILL NOT BE PROVIDED 
UNDER TIIIS INDEMNITY PLAN.) 
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[FOR ANY SPECIFIC (NETWORK] SERVICES AND SliPPLIES PROVIDED UNDER TUE HMO PLAN WIIICH ARE SUBJECT 
TO LIMITATION, ANY SVCII SERVICES OR SUPPLIES_TIIE COVERED PERSON RECEIVES UNDER THE HMO PL,}N WILL 
REDUCE THE CORRESPOND IN(; BENEFIT PROVIDED UNDER TIIIS INDEMNITY PLAN FOR THAT SERVICE OR SUPPLY. 
SIMILARLY, FOR ANY SPECIFIC BENEFITS PROVIDED UNDER TlllS INDEMNITY PLAN WHICH ARE SUBJECT TO 
LIMITATION, ANY Sl:CH BENEFITS THE COVERED PERSON RECEIVES AS INDEMNITY PLAN COVERED CHARGES 
WILL REDUCE TUE CORRESPONDING HMO PLAN SERVICES AND SUPPLIES AV AU.ABLE J<'OR THAT SERVICE OR 
SUPPLY. THE SERVl<.:ES AND SUPPLIES SECTION OF THE HMO PLAN AND THE COVERED CHARGES SECTION O'F THIS 
INDEMNITY PLAN CLEARLY IDENTlFY WHICH SERVICES AND SUPPLIES AND COVERED CHARGES ARE AFFECTED 
BY TlllS REDUCTION RULE.] 

GENERAL PROVISIONS 

INCONTESTABILITY OF THE POLICY 
There will be no contest of the validity of the Policy. except for not paying premiums. after it has been in force for 2 years from the Effective 
Date. 

No statement in any application. except a fraudulent statement. made by the Policyholder or by a person insured under the Policy shall be used 
in contesting the validity of his or her insurance or in denying a claim for a loss incurred after such insurance has been in force for two years 
during the person's lifetime. Note: There is no time limit with respect to a contest in connection with fraudulent statements. 

PAYMENT OF PREMIUMS - GRACE PERIOD 
Premiums are to be paid by the Policyholder to [Carrier]. Each may be paid at a [Carrier's] office [or to one of its authorized agents. I A 
premium payment is due on each premium due date stated on the first page of the Policy. The Policyholder may pay each premium other than 
the first within 31 days of the premium due date without being charged interest. Those days are known as the grace period. The Policyholder is 
liable to pay premiums to [Carrier] for the time the Policy is in force. 

CLERICAL ERROR - MISSTATEMENTS 
Neither clerical error nor programming m systems error by the Policyholder, nor the [Carrier] in keeping any records pertaining ro coverage 
under the Policy, nor delays in making entries thereon, will invalidate coverage which would otherwise be in force. or continue coverage which 
would otherwise be validly terminated. However. upon discovery of such error or delay. an equitable adjustment of premiums will be made. 

If the age of an Employee, or any other relevant facts. are found to have been misstated, and the premiums are thereby affected. an equitahle 
adjustment of premiums will be made. If such misstatement involves whether or not the person's coverage would have been accepted by 
(Carrier], subject to the Policy's Incontestability section. the true facts will be used in determining whether coverage is in force under the terms 
of the Policy. 

[DIVInENDS 
[Carrier] will determine the share. if any, of its divisible surplus allocable to the Policy as of each Policy Anniversary. if the Policy stays in 
force by the payment of all premiums to that date. The share will be credited to the Policy as a dividend as of that date. 

Each dividend will be paid to the Policyholder m cash unless the Policyholder asks that it be applied toward the premium then due or future 
premiums due. 

[Carrier's) sole liability as to any dividend is as set forth above. 

If the aggregate dividends under the Policy and ~my other policy(ics) of the Policyholder exceed the aggregate payments towards their cost 
made from the Policyholder's own funds. the Policyholder will sec that an amount equal lo the excess is applied for the benefit nf Covered 
Persons.I 

OFFSET 
!Carrier] reserves the right. before paying hencfils to a Covered Person. to use the amount of payrnent due to offset a claims payment previously 
made i r. error. 

CONTINUING RIGHTS 
[Carrier's( failure to apply terms or conditions does not mean that [Carrier I waives or gives up any future rights under the Policy. 

CONFORMITY WITH LAW 
Any provision of the Policy which is in conllict with the laws of the state in which the the Policy is issued. or with Federal law. shall be 
construed and applied as if it were in l°Lill compliance with the minimum requirements of such State law or Federal law. 

LIMITATION OF ACTIONS 
No action at law or in equity shall be hrought ln recover on the Policy until 60 days after a Covered Person files written proof of loss. No such 
action shall be brought more than three years at"ter the end of the time within which proof of loss is required. 

WORKERS' COMPENSATION 
The health benefits proviLlcLl under the Policy arc not in place or. and do nnt affect rc4uircments !'or. coverage by Workers· Compensation. 

21-297 Supp. 9-20-04 



11:21 App. EXH. W DEPT. OF INSURANCE 

CLAIMS PROVISIONS 

A claimant's right lo make a claim for any hcncfits provided by the Policy is governed as follows: 

[NOTICE OF LOSS 
A claimant should send a written notice of claim to [Carrier] within 20 days of a loss. No special form is required to do this. The notice need 
only identify the claimant and the Policyholder. 

When [Carrier] receives the notice. it will semi a proof of daim form to the claimant. The claimant should receive the proof of claim form 
within 15 days of the date [Carrier] received the notice of claim. If the form is received within such time. it should be completed. as instructed. 
by all persons required to do so. Additional proof. if required. should be attached to the form. If the form is not received within such time, the 
claimant may provide written proof of claim to [Carrier] on any reasonable form. Such proof must state the date the Injury or Illness began and 
the nature and extent of the loss. I 

PROOF OF LOSS 
Proof of loss must be sent to [Carrier] within 90 days of the loss. 

If a notice or proof is sent later than 90 days of the loss. [Carrier! will not deny or reduce a claim if the notice or proof was sent as soon as 
possible. 

PAYMENT OF CLAIMS 
[Carrier] will pay all benefits to which the claimant is entitled as soon as !Carrier] receives written proof of loss. All benefits will be paid as 
they accrue. Any hencfits unpaid at the Covered Person's death will be paid as soon as [Carrier] receives due proof of the death to one of the 
following: 
a) his or her estate; 
b) his or her spouse; 
c) his or her parents; 
d) his or her children; 
c) his or her brothers and sisters; or 
f) any unpaid provider of health care services. 

When an Employee files proof of loss. he or she may direct [Carrier], in writing. to pay health care benefits to the recogni1.ed provider of health 
care who provided the covered service for which benefits became payable. [For covered services from an eligible Facility or Practitioner, 
(Carrier] will determine to pay either the Covered Person or the Facility or the Practitioner.] The Employee may not assign his or her right to 
take legal action under the Policy to such provider. 

PHYSICAL EXAMS 
[Carrier]. at its expense, has the right to examine the insured. This may be done as often as reasonably needed to process a claim. [Carrier) also 
has the right to have an autopsy performed. al its expense. 

DEFINITIONS 

The words shown below have special meanings when used in the Policy and this [Certificate] .. Please read these definitions carefully. 
[Throughout this [Certificate], these defined terms appear with their initial letter capitalized.] 

Accredited School means a school accredited by a nationally recognized accrediting association, such a~ one of the following regional 
accrediting agencies: Middle States Association of Colleges and Schools. New England Association of Schools and Colleges. North Central 
Association of Colleges and Schools. Northwest Association of Schools and Colleges. Southern Association of Colleges and Schools. or 
Western Association of Schools and Colleges. An accredited school also includes a proprietary institution approved by an agency responsible 
for issuing certificates or licenses to graduates of such an institution. 

[Actively at Work or Active Work means performing. doing. participating or similarly functioning in a manner usual for the task for full pay. 
at the Policyholder's place of business. or at any other place that the Policyholder's business requires the Employee to go.} 

Affiliated Company means a company as defined in subsections (b). (c). (m) or (o) of section 414 of the Internal Revenue Code of 1986. All 
entities that meet the criteria set forth in the Internal Revenue Code shall be treated as one employer. 

Alcohol Abuse means abL1se of or addiction to alcohol. Alcohol Abuse docs not include abuse of or addiction to drugs. Please see the definition 
of Substance Abuse. 

Ambulance means a certified transportation vehicle for transporting Ill or ln3urcd people that contains all life-saving equipment and staff as 
required by state and local law. 

Ambulatory Surgical Center means a Facility mainly cngageu in performing Outpatient Surgery. It must: 
al he staffed by PractitiL111ers and Nurses. unJcr the supervision or a Practitioner: 
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h) have permanent operating and recovery rooms: 
c) he staffed and equipped to give emergency care: and __ 
d) have written hack-up arrangements with a lo~·al llospital for emergency care. 

!Carrier I will recogni1C it if it carries out its stated purpose under all relevant state and local laws, and it is either: 
a) accredited for its stated purpose hy either the Joint Commission or the Accreditation Association for Amhulatory Care: or 
h) approved for its stated purpose by Medicare. 

!Carrier I does not recogni;,e a Facility as an Ambulatory Surgical Center ,r it 1s part of a Hospital. 

Anniversary Date means the date which is one year from the Effective Date of the Policy and each succeeding yearly date thereafter. 

[Approved Cancer Clinical Trial means a scientilic study of a new therapy or intervention for the treatment. palliation. or prevention of 
cancer in human beings that meets the following requirements: 
a) The treatment or intervention is provided pursuant to an approved cancer clinical trial that has been authorized or approved by one of the 

following: 1) The National Institutes of Health (Phase I. II and Ill): (2) the United States Food and Drug Administration. in the form of an 
invcstigational new drug (IND) exemption (Phase I, II and Ill); 3) The United States Department of Defense: or 4) The United States 
Department of Veteran Affairs. 

b) The proposed therapy has been reviewed and approved by the applicable qualified Institutional Review Board. 
c) The available clinical or pre-clinical data to indicate that the treatment or intervention provided pursuant to the Approved Cancer Clinical 

Trial will be at least as effective as standard therapy, if such therapy exists, and is expected to constitute an improvement in effectiveness 
for treatment, prevention and palliation of cancer. 

d) The Facility and personnel providing the treatment are capable of doing so by virtue of their experience and training. 
e) The trial consists of a scientific plan of treatment that includes specified goals, a rationale and background for the plan, criteria for patient 

selection, specific directions for administering therapy and monitoring patients, a definition of quantitative measures for determining 
treatment response and methods for documenting and treating adverse reactions. All such trials must have undergone a review for 
scientific content and validity. as evidenced by approval by one of the federal entities identified in item a. A cost-benelit analysis of 
clinical trials will he performed when such an evaluation can be included with a reasonable expectation of sound assessment.] 

Biologically-based Mental Illness means a mental or nervous condition that is caused by a biological disorder of the brain and results in a 
clinically significant or psychological syndrome or pattern that substantially limits the functioning of the person with the illness, including but 
not limited to: schizophrenia: schizoaffective disorder; major depressive disorder; bipolar disorder; paranoia and other psychotic disorders: 
ohsessive-compulsive disorder; panic disorder and pervasive developmental disorder or autism. 

Birthing Center means a Facility which mainly provides care and treatment for women during uncomplicated pregnancy. routine full-term 
delivery, and the immediate post-partum period. It must: 
a) provide full-time Skilled Nursing Care hy or under the supervision of Nurses: 
b) be staffed and equipped to give emergency care: and 
c) have written back-up arrangements with a local Hospital for emergency care. 

[Carrier] will recognize it if: 
a) it carries out its stated purpose under all relevant state and local laws: or 
b) it is approved for its stated purpose by the Accreditation Association for Ambulatory Care; or 
c) it is approved for its staled purpose by Medicare. 

[Carrier] does not recognize a Facility as a Birthing Center if it 1s part of a Hospital. 

Hoard means the Board of Directors of the New Jersey Small Employer Health Benefits Program. 

Calendar Ye-.tr means each successive 12 month period which starts on January I and ends on December 3 l. 

Cash Deductible means the amount of Covered Charges that a Covered Person must pay before the Policy pays any benefits for such charges. 
Cash Deductible does not include Coinsurance. Copaymcnts and Non-Covered Charges. See the Cash Deductible section of the Policy for 
details. 

<.:hurch Plan has the same meaning given that term under Title I. section 3 of Puh.L.93-406, the "Employee Retirement Income Security Act 
uf 197-f' 

Coinsurance means the percentage of a Covered Charge that must he paid by a Covered Person. Coinsurance does not include Cash 
Deductibles. Copaymenls or Non-Covered Charges. 

Copayrnent means a specified dollar amount a Covered Person must pay for specified Covered Charges. Note: The Emergency Room 
Copayment. if applicahlc. must he paid in addition to the Cash Dcductihlc. any other Copaymcnts. and Coinsurance. 

Cosmetic Surgery or Procedure means any surgery or procedure which involves physical appearani:e. hut which docs not correct or materially 
improve a physiological function and is not Medically Necessary and Appropriate. 
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Covered Charges arc Reasonable mid Customary charges for the types of services -tnd supplies described in the Coy_ered Charges and 
Covered Charges with Special Limitations section of the Policy. The services and supplies must be: 
a) furnished or ordered by a recognized health care Provider: and 
h) Medically Necessary and Appropriate to diagnose or treat an Illness or Injury 

A Covered Charge is incurred on the date the service or supply is furnished. SubJect to all of the terms of the Policy. [Carrier I pays benefits for 
Covered Charges incurred by a Covered Person while he or she is insured by the Policy. Read the entire [Certificate] to find out what !Carrier) 
limits or excludes. 

Covered Person means an eligible Employee !or a Dependent! who is insured under the Policy. 

Creditable Coverage means. with respect to an Employee !or Dependent[. coverage of the Employee [or Dependent! under any of the 
following: a Group Health Plan; a group or individual Health Benefits Plan; Part A or Part B of Title XVIII of the federal Social Security Act 
(Medicare); Title XIX of the federal Social Security Act (Medicaid). other than coverage consisting solely of benefits under section 1928 of 
Title XIX of the federal Social Security Act (the program for distribution of pediatric vaccines); chapter SS of Title 10, United States Code 
(medical and dental care for members and certain former members of the uniformed services and their dependents): a medical care program of 
the Indian Health Service or of a tribal organization; a state health benefits risk pool; a health plan offered under chapter 89 of Title S, United 
States Code; a public health plan as defined by federal regulation: a health benefits plan under section 5(e) of the "Peace Corps Act": or 
coverage under any other type of plan as set forth by the Commissioner of Banking and Insurance by regulation. 

Creditable Coverage does not include coverage which consists solely of the following: coverage only for accident or disability income 
insurance, or any combination thereof; coverage issued as a supplement to liability insurance; liability insurance, including general liability 
insurance and automobile liability insurance; workers' compensation or similar insurance; automobile medical payment insurance; credit only 
insurance: coverage for on-site medical clinics; coverage as specified in federal regulation, under which benefits for medical care are secondary 
or incidental to the insurance benefits: and other coverage expressly excluded from the definition of Health Benefits Plan. 

Current Procedural Terminology (C.P.T.) means the most recent edition of an annually revised listing published by the American Medical 
Association which assigns numerical codes to procedures and categories of medical care. 

Custodial Care means any service or supply, including room and board. which: 
a) is furnished mainly to help a person meet his or her routine daily needs: or 
b) can be furnished by someone who has no professional health care training or skills. 

Even if a Covered Person is in a Hospital or other rccogniLed Facility. [Carrier) docs not pay for that part of the care which is mainly custodial. 

[Dependent means Your: 
a) legal spouse (where legal spouse shall include a domestic partner pursuant to P.L. 2003. c. 2461: 
b) unmarried Dependent child who is under age 19; and 
c) unmarried Dependent child from age 19 until his or her 23rd birthday, who is enrolled as a full-time student at an Accredited School. Full-

time student status will be as defined by the Accredited School. [Carrier[ can require periodic proof of a Dependent child's status as a full-
time student. 

A Dependent is not a person who is: 
a) on active duty in the armed forces of any country; or 
b) eligible for coverage under the Policy as an Employee. 

Under certain circumstances. an incapacitated child is also a Dependent. Sec the Dependent Coverage section of the [Certificate]. 

Your "unmarried Dependent child" includes: 
a) Your legally adopted children. 
b) Your step-child if such step-child depends on You for most of his or her support and maintenance, land] 
cJ [the child of his or her domestic partner if the child depends on the Employee for most of his or her support and maintenance. andJ 
d) children under a court appointed guardianship. 
[Carrier[ treats a child as legally adopted from the time the child is placed in the home for purpose of adoption. [Carrier] treats such a child this 
way whether or not a final adoption order is ever issucd.J 

[Dependent's Eligibility Date means the later of: 
a) the Employee·s Eligihility Date: or 
h) the date the person first hccomcs a Dependent.I 

Dcvelo1>mental Disability or Developmentally Disabled means a severe. chronic disahility that: 
a) is attributahlc to a mental or physical impairment or a comhination of mental and physical impairments: 
h) is manifested before the !Covered Person] attains age 19: 
c) is likely tc> continw: indefinitely: 
d) results in suhst.intial functional limitations in three or more of the following areas of major life activity: ~elf-care: receptive and expressive 

language: learning: moh1lity: self-direction: capacity for independent living: economic self-sufficiency: 
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c) rcl1ccts the (C'owrcd Person's! need for a combination and sequence of special mtcrdisciplinary or generic 8Crviccs. individuali1.ed 
support and_other forms of assistance that arc lifelong or of extended duration an,:J arc individually planned and cooc_dinated. 

Diagnostic Services means procedures ordered by a recognized Provider bci.:ause of specific symptoms to diagnose a specific condition or 
disease. Some examples arc: 
a) radiology. ultrasound and nuclear medicine: 
b) laboratory and pathology: and 
c) EKGs. EEGs and other electronic diagnostic tests. 

Except as allowed under the Preventive Care Covered Charge. Diagnostic Services are not covered under the Policy if the procedures are 
ordered as part of a routine or periodic physical examination or screening examination. 

Discretion/ Determination/ Determine means the (Carrier's] sole right to make a decision or determination. The decision will be applied in a 
reasonable and non-discriminatory manner. 

Durable Medical Equipment is equipment which is: 
a) designed and able to withstand repeated use; 
b) primarily an<l customarily used to serve a medical purpose; 
c) generally not useful to a Covered Person in the absence of an Illness or Injury: and 
d) suitable for use in the home. 

Some examples are walkers. wheelchairs. hospital-type beds. breathing equipment and apnea monitors. 

Among other things. Durable Medical Equipment docs not include adjustments made to vehicles, air conditioners, air purifiers, humidifiers, 
dehumidifiers. elevators, ramps. stair glides. Emergency Alert equipment, handrails, heat appliances, improvements made to the home or place 
of business, waterbcds, whirlpool baths and exercise and ma~sage equipment. 

Effective Date means the <late on which coverage begins under the Policy for the Policyholder. or the date coverage begins under the Policy for 
an Employee [or Dependent]. as the context in which the term is used suggests. 

Emergency means a medical condition manifesting itself by acute symptoms of sufficient severity including, but not limited to, severe pain, 
psychiatric disturbances and/or symptoms of Substance Abuse such that a prudent layperson, who possesses an average knowledge of health 
and medicine, could expect the absence of immediate medical attention to result in: placing the health of the individual (or with respect to a 
pregnant woman, the health of the woman or her unborn child) in serious jeopardy: serious impairment to bodily functions: or serious 
dysfunction of a bodily organ or part. With respect to a pregnant woman who is having contractions. an emergency exists where: there is 
inadequate time to effect a safe transfer to another Hospital before delivery; or the transfer may pose a threat to the health or safety of the 
woman or unborn child. 

Employee means a Full-Time bona fide Employee (25 hours per week) of the Policyholder. Partners, proprietors, and independent contractors 
will he treated like Employees. if they meet all of the Policy's conditions of eligibility. Employees who work on a temporary or substitute basis 
or who arc participating in an employee welfare arrangement established pursuant to a collective bargaining agreement are not considered to be 
Employees for the purpose of the Policy. 

Employee's Eligibility Date means the later of: 
a) the dale of employment; or 
b) [the day I alicr any applicable waiting period ends. 

Employer means [ABC Company I. 

Enrollment Date means. with respect to a Covered Person. the Effective Date or. if earlier. the first day of any applicable waiting period. 

Experimental or lnvestigational means [Carrier! determines a service or supply is: 
a) not of proven benefit for the particular diagnosis or treatment of a particular condition: or 
h) not generally recognized hy the medical community as effective or appropriate for the particular diagnosis or treatment of a particular 

condition: or 
c) provided or performed in special settings for research purposes or under a controlled environment or clinical protocol. 

Unless otherwise required by law with respect to drugs which have heen prescribed for treatment for which the drug has not been approved hy 
the United States food and Drug Administration (FDA). [Carrier! will not cover any services or supplies. including treatment. procedures. 
drugs. biological products or medi(al devices or any hospitalizations in connection with Experimental or lnvestigational service, or supplies. 

(Carrier] will also not cover any technology or any hospitalization primarily to receive such technology if such technology is obsolete or 
ineffective and is not used i,:cnerally by the medical community for the particular diagnosis or treatment of a particular condition. 

Governmental apprn,al of technology is not necessarily sufficient to render it of proven hcndit or appropriate or effective for a particular 
diagnosis or treatment or a pankular condition. as explained below. 
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[Carrier! will <1pply the following five criteria in determming whether servi1.:e~ or supplies are Experimental or lnvcstigational: 

a. Any medical device. drug. or hiological product must have received final approval to market by the fDA for the particular diagnosis or 
condition. Any other approval granted as an interim step in the FDA regulatory process. e.g .. an Investigational Device Exemption or an 
Investigational New Drug Exemption. is not sufficient. Once FDA approval has hecn granted for a particular diagnosis or condition. use of 
the medical device. drug or biological product for another diagnosis or condition will require that one or more of the following established 
reference compendia: 

l. The American Hospital Formulary Service Drug lnti.irmation: or 
2. The United States Pharmacopeia Drug Information 

recognize the usage as appropriate medical treatment. As an alternative to such recognition in one or more of the compendia. the usage of 
the drug will he recognized as appropriate if it is recommended by a clinical study or recommended hy a review article in a major peer 
reviewed professional journal. A medical device, drug, or biological product that meets the above tests will not be considered 
Experimental or lnvestigational. 

In any event. any drug which the Food and Drug Administration has determined to be contraindicated for the specilic treatment for which 
the drug has been prescribed will he considere<l Experimental or lnvcstigational. 

b. Conclusive evidence from the published peer-reviewed medical literature must exist that the technology has a definite positive effect on 
health outcomes; such evidence must include well designed investigations that have been reproduced by non affiliated authoritative 
sources, with measurable results, backed up by the positive endorsements of national medical bodies or panels regarding scientific efficacy 
and rationale; 

c. Demonstrated evidence as reflected in the puhlishcd peer-reviewed medical literature must exist that over time the technology leads to 
improvement in health outcomes, i.e .. the beneficial effects outweigh any harmful effects; 

d. Proof as reflected in the published peer-reviewed medical literature must exist that the technology is at least as effective in improving 
health outcomes as estahlishcd technology, or is usable in appropriate clinical contexts in which established technology is not employable; 
and 

e. Proof as reflected in the published peer reviewed medical literature must exist that improvements in health outcomes; as defined item c. 
above, is possible in standard conditions of medical practice, outside clinical investigatory settings. 

Extended Care Center means a facility which mainly provides full-time Skilled Nursing Care for Ill or Injured people who do not need to be 
in a Hospital. [Carrier] will recognize it if it carries out its stated purpose under all relevant state and local laws, and it is either: 
a) accredited for its stated purpose hy the Joint Commission; or 
b) approved for its stated purpose by Medicare. In some places, an ·'Extended Care Center"' may be called a "'Skilled Nursing Facility." 

Facility means a place [Carrier! is required by law Lo recognize which: 
a) is properly licensed. certified. or accredited to provide health care under the laws of the state in which it operates; and 
b) provides health care services which are within the scope of its license, certificate or accreditation. 

:Full-Time means a normal work week of 25 or more hours. Work must be at the Policyholder's regular place of business or at another place to 
which an Employee must travel to perform his or her regular duties for his or her full and normal work hours. 

Government Hospital means a Hospital operated hy a government or any of its suhdivisions or agencies, including but not limited to a 
Federal. military, state. county or city Hospital. 

Group Health Plan means an employee welfare benefit plan. as defined in Title I of section 3 of Pub.L.93-406, the "'Employee Retirement 
Income Security Act of 1974·· (ERISA) (29 U.S.C. §1002(1)) to the extent that the plan provides medical care and includes items and services 
paid for as medical care to employees or their dependents directly or through insurance. reimbursement or otherwise. 

Health Benefits Plan means any hospital and medical expense insurance policy or certificate: health. hospital. or medical service corporation 
contract or certificate: or health maintenance organization suhscriber contract or certificate delivered or issued for delivery in New Jersey by 
any carrier 10 a Small Employer grnup pursuant to section 3 of P.L. 1992. c. 162 (C. 17B: 27A-19) or any other similar contract. policy. or plan 
issued to a Small Employer. not explicitly excluded from the definition of a health benefits plan. Health Benefits Plan docs not include one or 
more. or any combination of the following: coverage only for accident or disability income insurance. or any combination thereof; coverage 
issued as a supplement to liability insurance: liability insurance. including general liahility insurance and automobile liability insurance: 
workers compensation or similar insurance: automobile medical payment insurance; credit-only insurance: coverage for on-site medical 
clinics: and other similar insurance cowrage. as specified in federal regulations. under which hcncfits for medical care arc secondary or 
incidental to other insurarn.:c henl"fits. Health Benefits Plans shall not include the following benefits if they are provided under a separate policy. 
certificate or contrac-t of in,urancc or are otherwise not an inlegral part or the plan: limited scope dental or vision henclits; benefits for long 
term care. nursing home care. home health care. community based care. or any combination thereof: and such other similar. limited benefits as 
arc specified in federal regulations. Health Benefits Plan shall not include hospital confinement indcm111ty coverage if the benefits arc provided 
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un<lcr a separate policy. certificate or contract of tnsuram:e. there is no coor<lination between the provision of the benefits an<l any exclusion of 
benefits uiwcr any group Health Benefits Plan mainta111e<l by the same Plan Sponsor. an<l those benefits are p.iid with respect to an C\ ent 
without regard to whether benefits arc provide<l with respect to such an event un<ler any Group Health Pbn maint.iined by the same Plan 
Sponsor. Health Benefits Plan shall not include the following if it is offered as a separate policy. certificate or contract of insurance: Medicare 
supplemental health insurance as de!ine<l under section 1882(g)( 1) of the fe<leral Social Security Act; and coverage supplemental to the 
coverage provided under chapter 55 of Title I 0. United States Code: and similar supplemental coverage provided to coverage under a Group 
Health Plan. 

Health Status-Related Factor means any of the following factors: health status; medical cond11ion. including hoth physical and mental Illness: 
claims experience; receipt of health care; medical histmy; genetic information: evidence of 111surabi\ity. including condttions arismg out of acts 
of domestic violence: and disability. 

["DC" HMO Plan means the Small Employer Health Benefits Health Maintenance Organizat10n Contract issued by [Carner] in conjunction 
with this Indemnity Plan. I 

Home Health Agency means a Provider which provides Skilled Nursing Care for Ill or Injured people 111 their home under a home health care 
program designed to eliminate Hospital stays. [Carrier! will recognize it if it is licensed by the state in which it operates, or it is certified to 
participate in Medicare as a Home Health Agency. 

Hospice means a Provider which provides palliative and supportive care for terminally Ill or terminally Injured people under a hospice care 
program. [Carrier! will recogmze a hospice if it carries out its stated purpose under all relevant state and local laws, and it is either: 
a) approved for its stated purpose by Medicare; or 
b) it is accredited for its stated purpose by either the Joint Commission or the National Hospice Organi,ation. 

Hospital means a Facility which mainly provides Inpatient care for Ill or Injured people. [Carrier] will recognize it if it carries out its stated 
purpose under all relevant state and local laws. and it is either: 
a) accredited as a Hospital hy the Joint Commission: or 
b) approved as a Hospital hy Medicare. 

Among other things. a Hospital is not a convalescent home. rest or nursing Facility, or a Facility, or part of it which mainly provides Custodial 
Care, educational care or rehabilitative care. A Facility for the aged or suhstancc abusers is also not a Hospital. 

Illness or Ill means a sickness or disease suffered by a Covered Person or a description of a Covere<l Person suffering from a sickness or 
disease. 

["DC" Indemnity Plan means the Small Employer Health Benefits Policy issued by [Carrier).) 

[Initial Dependent means those eligtble Dependents an Employee has at the time he or she first hecomes cligihlc for Employee coverage. If at 
the time the Employee does not have any eligible Dependents. but later acquires them, the first eligible Dependents he or she acquires arc his or 
her Initial Dependents.] 

Injury or Injured means all damage lo a Covered Person's body and all complications arising from that damage. or a description of a Covered 
Person suffering from such damage. 

Inpatient means a Covered Person who is physically confined as a registered bed patient in a Hospital or other rc:c.:ogniLed health care Facility: 
or services and supplies provided in such settings. 

Joint Commission means the Joint Commission on the Accreditation of Health Care Organizations. 

Late Enrollee means an eligible Employee !or Dependent! who requests enrollment under the Policy more than 130] days after first hccoming 
eligible. However. an cligihlc Employee for Dependent! will not be considered a Late Enrollee under certain circumstances. See the Employee 
Coverage [and Dependent Coverage] sectionfs] of the Policy. 

Medically Necessary and Appropriate means that a scr,ice or supply is provi<lcd by a recognized health care Provider, and !Carrier] 
determines at its Discretion. that it is: 
a) necessary for the symptoms and diagnosis or treatment of the condition. Illness or Injury: 
h) provided for the diagnosis. or the direct care ;md treatment. or the condition. Illness or Injury: 
c) in accordance with generally accepted medical practice: 
d) not for the convenience of a Covered Person: 
e) the most appropriate level l>f medical care the Covered Person needs: and 
t1 furnished within the framework or generally accepted methods of medical management currently used in the United States. 

The fact that an attending Practitioner prcscrihcs. orders. rccon11ncnds or approves the care. the level of care. or the length or time care 1s to he 
received. docs not ,mike the ser, ices l\1ed1cally i\cccssary and Appropriate. 
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Medicaid means the health c.ire program for the needy provided by Title XIX or the United States Social Security Act. as amended from time 
to time. 

Medicare means Parts A and B of the health care program for the aged and disabled provided by Title XVIII of the United States Social 
Security Act. as amended from time to time. 

Mental Health Center means a Facility which mainly provides treatment for people with mental health problems. [Carrier) will recognize such 
a place if it carries out its stated purpose under all relevant state and local laws. and it is either: 
a) accredited for its stated purpose hy the Joint Commission; 
b) approved for its stated purpose by Medicare: or 
c) accredited or licensed by the state of New Jersey to provide mental health services. 

[Newly Acquired Dependent means an eligible Dependent an Employee acquires after he or she already has coverage in force for Initial 
Dependents.] 

Nicotine Dependence Treatment means "Behavioral Therapy," as defined below, and Prescription Drugs which have been approved by the 
U.S. Food and Drug Administration for the management of nicotine dependence. 

For the purpose of this definition. covered "Behavioral Therapy" means motivation and behavior change techniques which have been 
demonstrated to be effective in promoting nicotine abstinence and long term recovery from nicotine addiction. 

Non,Biologically,based Mental lllness means an Illness which manifests symptoms which are primarily mental or nervous for which the 
primary treatment is psychotherapy or psychotropic medication where the lllness is not biologically-based. 

In determining whether or not a particular condition is a Non-Biologically-based Mental Illness. [Carrier] may refer to the current edition of the 
Diagnostic and Statistical Manual of Mental Conditions of the American Psychiatric Association. 

Non-Covered Charges arc charges which do not meet the Policy's definition of Covered Charges or which exceed any of the benefit limits 
shown in the Policy. or which are specifically identified as Non-Covered Charges or are otherwise not covered by the Policy. 

Nurse means a registered nurse or licensed practical nurse. including a nursing specialist such as a nurse mid-wife or nurse anesthetist. who: 
a) is properly licensed or certified to provide medical care under the laws of the state where he or she practices; and 
b) provides medical services which arc within the scope of his or her license or certificate. 

Outpatient means a Covered Person who is not confined as a registered bed patient in a Hospital or recognized health care Facility and is not 
an Inpatient; or services and supplies provided in such Outpatient settings. 

Period of Confinement means consecutive days of Inpatient services provided to an Inpatient or successive Inpatient confinements due to the 
same or related causes. when discharge and re-admission to a recognized Facility occurs within 90 days or less. [Carrier] deterrnines if the 
cause{s) of the confinements arc the same or related. 

Per Lifetime means during the lifetime of an individual. regardless of whether he or she is covered under the Policy or any other policy or plan: 
a) as an Employee or Dependent; and 
b) with or without interruption of coverage. 

Plan means the [Carrier's I group health benefit plan purchased by the Employer. (Note: If the "Plan" definition is employed. references in the 
Policy to "Policy" should be changed to read "Plan") 

Planholder means the Employer who purchased group health benefit plan. (Note: If the "Planholder" definition is employed, references in the 
Policy to "Policyholder·• should be changed to read "Planholder"I 

Plan Sponsor has the meaning given that term under Title I. section 3 of Pub.L.93-406, the ERISA (29 U.S.C. § 1002( 16)(8)). That is: 
a) the Small Employer in the case of an employee benefit plan established or maintained by a single employer; 
b) the employee organization in the case of a plan cstahlishcd or maintained by an employee organization: or 
c) in the case of a plan established or maintained by two or more employers or jointly by one or more employers and one or more employee 

organizations. the association. committee. joint board of trustees. or other similar group of representatives of the parties who establish or 
maintain the plan. 

Plan Year means the year that is designated as the rlan year in the plan document of a Group Health Plan. except if the plan document docs not 
designate a plan year or if there is no plan document. the Plan Year is a Calendar Year. 

["DC" Point of Service Plan (Often referred to as a POS plan) means a plan that provides coverage for the services of (Network I Providers 
under an HMO plan as well as the services of !Non-Network] providers under an Indemnity Plan. Whenever a person covered under a POS plan 
needs to acl·css health care. he or she has the option to me thl' services of either a (Network I provider (subject to any nct·cssary authorization 
from his or her Prinwry C.irc Physician) or those of a I Non-Network I provider. I Non-Network I charges arc usually greater than the I Network I 
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charges. and arc suhject to a Deductihlc and Coinsuram:e. In addition. the IMemherl may he hahle to pay charges that exceed the amount the 
Indemnity Plan carrier Determines to he the Reasonahk and Customary Ch..arge for a service or supply. J 

Policy means this group policy. including the application and any riders. amendments. or endorsements. hetween the Employer and [CarrierJ. 
Policyholder means the Employer who purchased the Policy. 

Practitioner means a person !Carrier! is required hy law to recognize who: 
a) is properly licensed or certified to provide medical care under the laws of the state where he or she practices; and 
bl provides medical services which arc within the scope of his or her license or certificate. 

Pre-Approval or Pre-Approved means the [Carrier·sl approval using paper or electronic means for specified services and supplies prior to the 
date charges arc incurred. [Carrier! will reduce benefits hy 50%, with respect to charges for treatment, services and supplies which require Pre-
Approval and are not Pre-Approved by [Carrier! provided that benefits would otherwise be payable under the Policy. 

Pre-Existing Condition means an Illness or Injury which manifests itself in the six months hefore a Covered Person·s Enrollment Date. and for 
which medical advice. diagnosis. care. or treatment was recommended or received during the six months immediately preceding the Enrollment 
Date. 

Pre-Existing Condition Limitation means. with respect to coverage. a limitation or exclusion of benefits relating to a condition based on the 
fact that the condition was present before the Enrollment Date, whether or not any medical advice. diagnosis, care. or treatment was 
recommended or received before that date. Genetic information will not be treated as a Pre-Existing Condition in the absence of a diagnosis of 
the condition related to that information. Pregnancy will not be treated as a Pre-Existing Condition. 

Prescription Drugs are drugs, biologicals and compound prescriptions which arc sold only by prescription and which are required to show on 
the manufacturer"s label the words: "Caution-Federal Law Prohibits Dispensing Without a Prescription" or other drugs and devices as 
determined by [Carrier], such as insulin. 

Preventive Care means charges for routine physical examinations, including related laboratory tests and x-rays. immunizations and vaccines. 
well baby care, pap smears. mammography, screening tests. bone density tests, colorectal cancer screening and Nicotine Dependence 
Treatment. 

Private Duty Nursing means Skilled Nursing Care for Covered Persons who require individualized continuous Skilled Nursing Care provided 
by a registered nurse or a licensed practical nurse. 

Provider means a recognized Facility or Practitioner of health care in accordance with the terms of the Policy 

Reasonable and Customary means an amount that is not more than the [lesser of: 
•the] usual or customary charge for the service or supply as determined by [Carrier I, based on a standard approved by the Board[; or 
[•the negotiated fee schedule.] 

The Board will decide a standard for what is Reasonahle and Customary under the Policy. The chosen standard is an amount which is most 
often charged for a given service by a Provider within the same geographic area. For charges that are not determined by a negotiated fee 
schedule. the [Covered Person] may be billed for the difference between the Reasonable and Customary charge and the charge billed by the 
Provider. 

Please note: The Coordination of Benefits and Services provision includes a distinct definition of Reasonable and Customary. 

[Referral means specific direction or instructions from a Covered Person's Primary Care Physician [or care manager] in conformance with 
[Carrier's] policies and procedures that directs a Covered Person to a facility or Practitioner for health care. I 

Rehabilitation Center means a Facility which mainly provides therapeutic and restorative services to lll or Injured people. !Carrier! will 
recognize it if it carries out its stated purpose under all relevant state and local laws. and it is either: 
a) accredited for its stated purpose by either the Joint Commission or the Commission on Accreditation for Rehabilitation Facilities; or 
b) approved for its stated purpose by Medicare. 

In some places a Rehabilitation Center is called a "rehabilitation hospital" 

Routine Foot Care means the cutting. debric.lcmcnt. trimming. reduction. removal or other care of corns. calluses. !lat feet. fallen arches. weak 
feet. chronic foot strain, dystrophic nails. excrescences. helomas. hypcrkeratosis, hypcrtrophic nails. non-infected ingrown nails. deratomas. 
kcratosis. onychauxis. onychocryptosis tylomas or symptomatic complaints of the feet. Routine Foot Care also includes orthopedic shoes. foot 
orthotics and supportive devices for the foot. 

Routine Nursing Care means the appropriate nursing care customarily furnished hy a recognized Facility for the benefit of its Inpatients. 

Schedule means the Schedule of Insurance and Premium Rates contained in the Policy. 
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Skilled Nursing Care means services which arc more intensive than Custodial C'arc, are provided by a registered nurse or licensed practical 
nurse. and require the technical skills and professional training of a registered nurse or licensed practical rtursc. 

Skilled Nursing Facility (see Extended Care Center.) 

Small Employer means. in connection with a Group Health Plan with respect to a Calendar Year and a Plan Year, any person, firm. 
corporation. partnership. or political subdivision that is actively engaged in business that employed an average of at least two but not more than 
50 eligible Employees on business days during the preceding Calendar Year and who employs at least two eligible Employees on the first day 
of the Plan Year. and the majority of the eligible Employees are employed in New Jersey. All persons treated as a single employer under 
subsection (b). (c). (m) or (o) of section 414 of the Internal Revenue Code of 1986 shall be treated as one employer. In the case of an employer 
that was not in existence during the preceding Calendar Year, the determination of whether the employer is a small or large employer shall be 
based on the average number of eligible Employees that it is expected that the employer will employ on business days in the current Calendar 
Year. 

Special Care Unit means a part of a Hospital set up for very ill patients who must he observed constantly. The unit must have a specially 
trained staff. And it must have special equipment and supplies on hand at all times. Some types of Special Care Units are: 
a) intensive care units; 
b) cardiac care units; 
c) neonatal care units; and 
d) burn units. 

Substance Abuse means abuse of or addiction to drugs. Substance Abuse docs not include abuse of or addiction to alcohol. Please see the 
definition of Alcohol Abuse. 

Substance Abuse Centers are Facilities that mainly provide treatment for people with substance abuse problems. [Carrier] will recognize such 
a place if it carries out its stated purpose under all relevant state and local laws, and it is either: 
al accreditec.l for its stated purpose by the Joint Commission; or 
b) approved for its stated purpose by Medicare. 

Supplemental Limited Benefit Insurance means insurance that is provided in addition to a Health Benefits Plan on an indemnity non-expense 
incurred basis. 

Surgery means: 
a) the performance of generally accepted operative and cutting procedures. including surgical diagnostic procedures, specialized 

instrumentations, endoscopic examinations, and other invasive procedures; 
b) the correction of fractures and c.lislocations; 
c) Reasonable and Customary preoperative and post-operative care; or 
d) any of the procedures designated by Current Procedural Terminology codes as Surgery. 

Therapeutic Manipulation means the treatment of the articulations of the spine and musculoskclctal structures for the purpose of relieving 
certain abnormal clinical conditions resulting from the impingement upon associated nerves causing discomfort. Some examples arc 
manipulation or adjustment of the spine, hot or cold packs. electrical muscle stimulation. diathermy, skeletal adjustments, massage, adjunctive. 
ultra-sound, doppler, whirlpool, hydro therapy or other treatment of similar nature. 

Total Disability or Totally Disabled means, except as otherwise specified in the Policy. that an Employee who, due to Illness or Injury, cannot 
perform any duty of his or her occupation or any occupation for which he or she is. or may he. suited by education. training anc.l experience. and 
is not. in fact. engaged in any occupation for wage or profit. [A Dependent is totally disabled if he or she cannot engage in the normal activities 
of a person in good health and of like age and sex.] The Employee [or Dependent! must he under the regular care of a Practitioner. 

Urgent Care means care for a non-life threatening condition that requires care by a Provider within 24 hours. 

[Waiting Period means. with respect to a Group Health Plan and an individual who is a potential participant or beneficiary in the Group Health 
Plan. the period that must pass with respect to the individual before the individual is eligible to he covered for benefits under the terms of the 
Group Health Plan.\ 

[We, Us, Our and fCarricrJ mean [Carrier[, I 

fYou, Your and Yours mean an Employee who is insurcc.l under the Policy. I 

EMPLOYRE COVERAGE 

Eligible Rmplo)'ees 
Subject to the Conditions of Eligibility set forth below. and to all of the other condition~ of the Policy. all of the Policyholder·s Employees 
who arc in an cligihlc class will he eligible if J"DC" 
a) !the Employees arc !Actively at WorkJ Full-Time Employccs!.l[""DC" and: 
bl the Employees enroll unc.lcr the ,issociatcd I-IMO Plan. I 
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I In certain situations. the Actively at Work requirement will not apply If an Employee is not Actively at Work due to a Health Status-Related 
factor. the Employee will nevertheless he considered an Eligible Einployee. In addition. refer to the Exception below. I 

For purposes of the Policy. [Carrier] will treat partners. proprietors and 111dcpendcnl contractors like Employees if they meet the Policy's 
Conditions of Eligibility. 
Conditions of Eligibility 

Full-Time Requirement 
[Except where an Employee is not Actively at Work due to a Health Status-Related Factor. and except as stated below. ][Carrier! will not insure 
an Employee unless the Employee is [an Actively at Work] [a] Full-Time Employee. 

Enrollment Requirement 
jCarrierl will not insure the Employee until the Employee enrolls and agrees to make the required payments. if any. If the Employee does this 
within [301 days of the Employee's Eligihility Date. coverage is scheduled to start on the Employee's Eligibility Date. 

If the Employee enrolls and agrees to make the required payments, if any: 
a) more than 130] days after the Employee's Eligibility Date: or 
b) after the Employee previously had coverage which ended because the Employee failed to make a required payment. 

[Carrier] will consider the Employee to be a Late Enrollee. Late Enrollees arc subject to the Policy's Pre-Existing Conditions limitation. if any 
applies. 

When an Employee initially waives coverage under the Policy. the Plan Sponsor [or !Carrier]] should notify the Employee of the requirement 
for the Employee to make a statement that waiver was hecause he or she was covered under another group plan, if such other coverage was in 
fact the reason for the waiver, and the consequences of that requirement. If an Employee initially waived coverage under the Policy and the 
Employee stated at that time that such waiver was because he or she was covered under another group plan. and Employee now elects to enroll 
under the Policy. [Carrier] will not consider the Employee [and his or her Dependents I to be [a] Late Enrollee[s], provided the coverage under 
the other plan ends due to one of the following events: 
a) termination of employment or eligibility; 
b) reduction in the number of hours of employment; 
c) involuntary termination; 
u) divorce or legal separation !or termination of the domestic partnership]: 
e) death of the Employee's spouse: 
t) termination of the Employer's contribution toward coverage; or 
g) termination of the other plan's coverage. 
But. the Employee must enroll under the Policy within 90 days of the date that any of the events described above occur. Coverage will take 
effect as of the date the applicable event occurs. 

If an Employee initially waived coverage under the Policy because he or she had coverage under a Consolidated Omnibus Budget 
Reconciliation Act (COBRA) continuation provision and the Employee requests coverage under the Policy within 30 days of the date the 
COBRA continuation ended, [Carrier] will not consider the Employee to be a Late Enrollee. Coverage will take effect as of the <late the 
COBRA continuation ended. 

In addition. an Employee land any Dependents] will not be considered [al Late Enrol\ce[sl if the Employee is employed by an employer which 
offers multiple Health Benefits Plans and the Employee elects a different plan during the open enrollment period. 

[Further. an Employee and his or her Dependent spouse. if any. will not be considered Late Enrollees because the Employee initially waived 
coverage under the Policy for himself or herself and any then existing Dependents provided the Employee enrolls to cover himself or herself 
and his or her existing Dependent spouse. 1f any. under the Policy within 30 days of the marriage. birth. adoption or placement for adoption of a 
Newly Acquired Dependent.] 

[The Waiting Period 
The Policy has the following waiting periods: 

Employees in an eligible class on the Effective Date. who have completed at least [6 months! of continuous Full-Time service with the 
Policyholder hy that date. arc eligible for insurance under the Policy from the Effective Date. 

Employees in an eligible class on the Effective Date. who have not completed at least 16 months! of continuous Full-Time service with the 
Policyholder by that date. arc eligible for insurance under the Policy from the <lay after Employees complete [6 months I of continuous Full-
Time scrvic~ 

Employ.:cs who enter an eligible class after the Effective Date arc eligible for rnsurancc Lllldcr the Policy l'rom the day after Employees 
complete 16 months I of continuous full-Time service with the Policyholder. I 

Multiple EmplO}'ment 
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If an Employee works for hoth the Policyholder and a covered Affiliated Company. or for more than one covered Affiliated Company. [Carrier! 
will treat the Employee as if only one entity employs the Employee. And such un Employee wiU not have multiple coverage under. the Policy. 
But. if the Policy uses the amount of an Employee's earnings or number of work hours to determine class. or !'or any other reason. such 
Employee's earnings or number of work hours will be figured as the sum of his or her earnings or work hours from all Affiliated Companies. 

When Employee Coverage Starts 
[Except where an Employee is not Actively at Work due to a Health Status-Related Factor. and except as stated below, an ) [An] Employee 
must be [Actively at Work. and !working his or her regular number of hours. on the date his or her coverage is scheduled to start. And he or she 
must have met all the conditions of eligibility which apply lo him or her. [If an Employee is not Actively at Work on the scheduled Effective 
Date. and docs not qualify for the exception to the Actively at Work requirement. [Carrier] will postpone the start of his or her coverage until he 
or she returns to Active Work.) 

[Sometimes, a scheduled Effective Date is not a regularly scheduled work day. But an Employee's coverage will start on that date if he or she 
was Actively at Work. and working his or her regular number of hours. on his or her last regularly scheduled work day.] 

The Employee must elect to enroll and agree to make the required payments. if any. within [30] days of the Employee's Eligibility Date. If he 
or she does this within [301 days of lhe Employee's Eligihility Date, his or her coverage is scheduled to start on the Employee's Eligibility 
Date. Such Employee's Eligibility Date is the Effective Date of an Employee's coverage. 

If the Employee does this more than [30] days after the Employee's Eligibility Date. [Carrier] will consider the Employee a Late Enrollee. 
Coverage is scheduled to start on the date the {Carrier! or [Carrier's! authorized representative or agent receives the signed enrollment form. 

[EXCEPTION to the Actively at Work Requirement 
The Exception applies if the Policyholder who purchased the Policy purchased it to replace a plan the Policyholder had with some other carrier. 
An Employee who is not Actively al Work due to Total Disability on the date the Policy takes effect will initially be eligible for limited 
coverage under the Policy if: 

a) the Employee was validly covered under the Policyholder's old plan on the date the Policyholder's old plan ended; and 
b) the Policy takes effect immediately upon termination of the prior plan. 

The coverage under the Policy will be limited to coverage for services or supplies for conditions other than the disabling condition. Such 
limited coverage under the Policy will end one year from the date the person's coverage under the Policy begins. Coverage for services or 
supplies for the disabling condition will be provided as stated in an extended health benefits. or like provision. contained in the Policyholder· s 
old plan. Thereafter, coverage will not be limited as described in this provision. but will be subject to the terms and conditions of the Policy. ] 

When Employee Coverage Ends 
An Employee's insurance under the Policy will end on the first of the following dates: 

a) [the date] an Employee ceases to be [an Actively at Work J la] Full-Time Employee for any reason. Such reasons include death, retirement, 
lay-off, leave of absence, and the end of employment. 

bl [the date] an Employee stops being an eligible Employee under the Policy. 
c) the date the Policy ends. or is discontinued for a class of Employees to which the Employee belongs. 
d) the last day of the period for which required payments are made for the Employee. subject to the Payment of Premiums - Grace Period 

section. 
l''DC" c) [the date.I an Employee ceases to be covered under the associated HMO Plan.] 

[DEPENDENT COVERAGE 

Eligible Dependents for Dependent Health Benefits 
Your eligible Dependents are Your: 
a) legal spouse !where legal spouse shall include a domestic partner pursuant to P.L. 2003. c. 246]: 
b) unmarried Dependent children who arc under age 19; and 
c) unmarried Dependent children. from age 19 until their 23rd birthday. who arc enrolled as full-time students at Accredited Schools. Full-

Time students will be as defined by the Accredited School. 

A Dependent is not a person who is: 
a) on active duty in the armed forces of any country: or 
h) insured for coverage under the Policy as an Employee. 

Under certain circumstances. an incapacitated child is also a Dependent. See the Incapacitated Children section of the [Certificate]. 

Your "unmarried Dependent child" includes: 
al your legally adopted children. 
h) your step-d1ildren if such step-children depend on You for most of their support and maintenance. [andJ 
cl I the chi Id of his or her domestic p,trln~r if the child depends on the Employee for most of his or her support and maintenance. and) 
d) children under ,l L'0lll't appointed guardi,mship. 
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{Carrier] treats a child a~ legally adopted from the time the.child is placed in the home for purpose of adoption. !Carrier! treats such a child this 
way whether or not a final adoption order is ever issued. 

Incapacitated Children 
You may have an unmarried child with a mental or physical incapacity, or Developmental Disability. who 1s incapable of earning a living. 
Subject 10 all of the terms of this section and the Policy. such a child may stay eligible for Dependent health benefits past the Policy's age limit 
for eligible Dependents. 

The child will stay eligible as long as the child stays unmarried and incapable of earning a living. if: 
a) the child's condition started before he or she reached the Policy's age limit; 
b) the child became insured hy the Policy or any other policy before the child reached the age limit and stayed continuously insured after 

reaching such limit; and 
c) the child depends on You for most of his or her support and maintenance. 

But. for the child to stay eligible. You must send !Carrier] wrillen proof that the child is incapacitated or Developmentally Disahled and 
depends on You for most of his or her support and maintenance. You have 31 days from the date the child reaches the age limit to do this. 
[Carrier] can ask for periodic proof that the child's condition continues. But, after two years. !Carrier I cannot ask for this more than once a year. 

The child's coverage ends when Your coverage ends. 

Enrollment Requirement 
You must enroll Your eligible Dependents in order for them to be covered under the Policy. ["DC" Only eligible Dependents who You include 
for coverage under the associated HMO Plan may be enrolled under this Indemnity Plan.][Carrierj considers an eligible Dependent to be a Late 
Enrollee. if You: 
a) enroll a Dependent and agree to make the required payments more than [30] days after the Dependent's Eligibility Date: 
b) in the case of a Newly Acquired Dependent, have other eligible Dependents whose coverage previously ended because You failed to make 

the required contributions, or otherwise chose to end such coverage. 

Late Enrollees are subject to the Policy's Pre-Existing Conditions limitations section. if any applies. 

If Your dependent coverage ends for any reason. including failure to make the required payments, Your Dependents will be considered Late 
Enrollees when their coverage begins again. 

When an Employee initially waives coverage for a spouse and/or eligible Dependent children under the Policy, the Plan Sponsor [or [Carrier]] 
should notify the Employee of the requirement for the Employee to make a statement that waiver was because the spouse and/or eligible 
Dependent children were covered under another group plan, if such other coverage was in fact the reason for the waiver, and the consequences 
of that requirement. If the Employee previously waived coverage for the Employee's spouse or eligible Dependent children under the Policy 
and stated at that time that. such waiver was because they were covered under another group plan and the Employee now elects to enroll them 
in the Policy, the Dependent will not be considered a Late Enrollee. provided the Dependent's coverage under the other plan ends due to one of 
the following events: 
a) termination of employment or eligibility; 
b) reduction in the number of hours of employment; 
c) involuntary termination: 
d) divorce or legal separation [or termination of the domestic partnership]; 
e) death of the Employee· s spouse; 
f) termination of the contribution toward coverage that was being made by the employer that offered the group plan under which the 

Dependent was covered: or 
g) termination of the other plan's coverage. 

But. the Employee's spouse or eligible Dependent children must be enrolled by the Employee within 90 days of the date that any of the events 
described above occur. Coverage will take effect as of the date the applicable event occurs. 

And, [Carrier] will not consider an Employee's spouse or eligible Dependent children for which the Employee initially waived coverage under 
the Policy. to be a Late Enrollee. if: 
a) the Employee is under legal obligation to provide coverage due to a court order; and 
b) the Employee's spouse or eligible Dependent children arc enrolled by the Employee within 30 days of the issuance of the court order. 

Coverage will take effect a~ of the date required pursuant to a court order. 

In addition, if an Employee initially waivcu rnwragc under the Policy for the Employee's spouse or eligible Dcpenucnt children because the 
spouse and/or Dependent children hall coveragc under a Consolidated Omnibus Buugct Rccom:iliation Act (COBRA> continuation provision 
and the Employee requests coverage for the spouse and/or Dependent children under the Policy within 30 days of the uate the COBRA 
continuation ended. [Carrier! will not consiuer the spouse and/or Dependent children to be Late Enrollees. Coverage will take effect as of the 
date the COBRA continuation ended. 
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When Dependent Coverage Starts 
In order for Your dependent coverage to begin You must already be insured for Employee coverage or enroll for Employee and Dependent 
coverage at the same time. Suhjccl to all of the terms of the Policy. the date Your dependent coverage starts depends on when You elect to 
enroll Your Initial Dependents and agree to make any required payments. 

If You do this within [301 days of the Dependent"s Eligibility Date, the Dependent's Coverage is scheduled to start on the later of: 
a) the Dependent's Eligibility Date. or 
h) the date You become insured for Employee coverage. 

If You do this more than [301 days after the Dependent's Eligibility Date. [Carrier] will consider the Dependent a Late Enrollee. Coverage is 
scheduled to start on the later of: 
a) the date the [Carrier! or [Carrier's] authorized representative or agent receive the signed enrollment form.; or 
b) the date You become insured for Employee coverage. 

Once an Employee has dependent coverage for Initial Dependents the Employee must notify [Carrier] of a Newly Acquired Dependent within 
[301 days after the Newly Acquired Dependent's Eligibility Date. If the Employee does not. the Newly Acquired Dependent is a Late Enrollee. 

A Newly Acquired Dependent other than a newborn child or newly adopted child will be covered from the later of: 
a) the date the Employee notifies [Carrier] and agrees to make any additional payments. or 
b) the Dependent's Eligibility Date for the Newly Acquired Dependent. 

If the Policyholder who purchased the Policy purchased it to replace a plan the Policyholder had with some other carrier, a Dependent who is 
Totally Disabled on the date the Policy takes effect will initially be eligible for limited coverage under the Policy if: 

a) the Dependent was validly covered under the Policyholder's old plan on the date the Policyholder's old plan ended; and 
h) the Policy takes effect immediately upon termination of the prior plan. 

The coverage under the Policy will be limited to coverage for services or supplies for conditions other than the disabling condition. Such 
limited coverage under the Policy will end one year from the date the person's coverage under the Policy begins. Coverage for services or 
supplies for the disabling condition will be provided as stated in an extended health benefits, or like provision, contained in the Policyholder's 
old plan. Thereafter coverage will not be limited as described in this provision. hut will be subject to the terms and conditions of the Policy. 

Newborn Children 
[Carrier] will cover an Employee's newborn child for 31 days from the date of birth without additional premium. Health benefits may be 
continued beyond such 3 I-day period as stated below: 
a) If the Employee is already covered for Dependent child coverage on the date the child is born, coverage automatically continues beyond 

the initial 3 I days, provided the premium required for Dependent child coverage continues to be paid. The Employee must notify [Carrier] 
of the birth of the newborn child as soon as possible in order that [Carrier] may properly provide benefits under the Policy. 

h) If the Employee is not covered for Dependent child coverage on the date the child is horn, the Employee must: 
•give written notice to enroll the newborn child: and 
•pay the premium required for Dependent child coverage within 31 days after the date of birth. 

If the notice is not given and the premium is not paid within such 3 I-day period. the newborn child's coverage will end at the end of such 31-
day period. If the notice is given and the premium paid after that 3 I-day period. the child will be a Late Enrollee. 

When Dependent Coverage Ends 
A Dependent's insurance under the Policy will end on the first of the following dates: 
a) [the date] Employee coverage ends; 
h) the date the Employee stops being a member of a class of Employees eligible for such coverage; 
c) the date the Policy ends: 
d) the date Dependent coverage is terminated from the Policy for all Employees or for an Employee's class. 
e) the date an Employee foils to pay any required part of the cost of Dependent coverage. It ends on the last day of the period for which the 

Employee made the required payments. unless coverage ends earlier for other reasons. 
I) at 12:01 a. m. [on the last day of the calendar month following] Jon] the date the Dependent stops being an eligible Dependent. 
["DC" g) the date the Dependent ceases to be covered under the associated HMO Plan. J 

PREFERRED PROVIDER ORGANIZATION PROVISIONS 

The Employer XYZ Health Care Network. and the [Carrier I 

The Policy encourages a Covered Person lo use services provided hy members of JXYZ Health Care Network a Preferred Provider 
Organi,.ation (PPO).J A PPO is a network or health care providers located in the Covered Person·s geographical area. In addition to an 
identification card. the Covered Person will periodically he given up-to date lists or [XYZ Health Care Network] preferred providers. The up-to 
date lists will he furnished automatically. without charge 
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Use of the network 1s strictly voluntary. hut [Carnerj generally pays a higher level of henelils for mo~I covcreJ services anJ supplies furnishcJ 
to a Covered Person hy [XYZ Health Care Nctworkj. Conversely. [Carrier\ generally pays a lower level of benefits whetlcovered services and 
supplies arc not furnished by [XYZ Health Care Network] (even if an fXYZ Health Care Network] Practitioner orders the services anJ 
supplies). Of course. a Covered Person 1s always free to he treated by any Practitioner or Facility. AnJ. he or she is free lo change Practitioners 
or Facilities at any time. 

In the case of Urgent Care or an Emergency. a Covered Person may go to a [XYZ Health Care Network! provider or a non-[XYZ Health Care 
Network) provider. If a Covered Person receives Urgent Care or care and treatment for an Emergency from a non-[XYZ Health Care Network] 
provider. and the Covered Person calls [Carrier] within 48 hours. or as soon as reasonably possible. [Carrier] will provide benefits for the 
Urgent Care or Emergency care and treatment to the same extent as would have been provided if care and treatment were provide by a [XYZ 
Health Care Network] provider. However, follow-up care or treatment by a non-[XYZ Health Care Network) provider will he treated as 
Network benefits only to the extent it is Medically Necessary and Apr,ropriate care or treatment rendered before the Covered Person can return 
to the (XYZ Health Care Network] service area. 

A Covered Person may use any [X YZ Health Care Network I Provider. He or she just presents his or her [XYZ Health Care Network I 
identification card to the [XYZ Health Care Network] Practitioner or Facility furnishing covered services or supplies. Most [XYZ Health Care 
Network] Practitioners and Facilities will prepare any necessary claim forms for him or her, and submit the forms to [Carrier]. The Covered 
Person will receive an explanation of any insurance payments made by the Policy. And if there is any balance due, the !XYZ Health Care 
Network] Practitioner or Facility will hill him or her directly. 

The Policy also has utilization review features. Sec the Utilization Review Features section for details. 

What [Carrier] pays is subject to all the terms of the Policy. The Employee should read his or her [Certificate] carefully and keep it available 
when consulting a Practitioner. 

See the Schedule for specific benefit levels, payment rates and payment limits. 

If an Employee has any questions after reading his or her [Certificate!. he or she should call [Carrier) !Group Claim Office at the number shown 
on his or her identification card. I 

!!Different] providers in [Carrier's) Network have agreed to be paid [in different ways by !Carrier]. A Provider may be paid! [each time he or 
she treats a Covered Person ("fee for service") [. or may be paid] l a set fee for each month for each Covered Person whether or not the Covcn:d 
Person actually receives services (''capitation")] [ , or may receive] I a salary]. [These payment methods may include financial incentive 
agreements to pay some providers more ("bonuses") or less ("withholds") based on many factors: Covered Person satisfaction. quality of care, 
and control of costs and use of services among them.I If a Covered Person desires additional information about how [Carrier's] primary care 
physicians or any other Provider in [Carrier's] Network are compensated, please call [Carrier] at [telephone number] or write [address]. 

The laws of the state of New Jersey. at N.J.S.A. 45:9-22.4 ct seq .. mandate that a physician, chiropractor or poJiatrist who is permitteJ to make 
Referrals to other health care Providers in which he or she has a significant financial interest inform his or her patients of any significant 
financial interest he or she may have in a health care Provider or Facility when making a Referral to that health care Provider or Facility. If A 
Covered Person wants more information about this. contact the Covered Person's physician, chiropractor or podiatrist. If a Covered Person 
believes he or she is not receiving the information to which he or she is entitled, contact the Division of Consumer Affairs in the New Jersey 
Department of Law and Public Safety at (973) 504-6200 OR (800) 242-5846.] 

[Note: Used only if coverage is offered as a PPO.] 

POINT ()I< SERVICE PROVISIONS 

Definitions 
a) Primary Care Praclitio11er (PCP) means the Practitioner the Covered Person selects to supervise and coordinate his or her health care in 

the [XYZI Provider Organization. [Carrier) will supply the Covered Person with a list of PCPs who arc mcmhers of the !XYZJ Provider 
Organization. 

b) Provider Organization (POJ means a network of health care Providers located in a Covered Person's Service Area. 
c) Network Benefits mean the benefits shown in the Schedule which arc provided if the Primary Care Practitioner provides care. treatment, 

services. and supplies to the Covered Person or if the Primary Care Practitioner refers the Covered Person to another Provider for such 
care. treatment. services. and supplies. 

d) Non-Network Benefits mean the benefits shown in the Schedule which urc provided if the Primary Care Practitioner docs not authon1c the 
care. treatment, services. and supplies. 

c) Service Area means the gcogrnphical area which is served by the Practitioners in the fXYZ] Provider Organization. 

Provider Organization (PO) 
The Provider Organization for the Policy is the IX YZJ ProviJcr Organization. The Policy reqmres that the Covered Person use the services of a 
PCP. or he rcferrcJ for services by a PC'P. in order to receive Nctwlirk Benefits. The Covered Person will periodically be given up-lo Jatc lists 
of [X YZJ PO Providers. The up-to date lists will be furnished automatically. without charge. 

The Primary Care Practitioner (l'Cl'l 
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The PCP will supervise and <:oordrnate the Covered Person's health care in the IXYZI PO. The PCP must authorize all services and supplies. In 
addition. he or ;.;he will refer the Covered Person lo the appropriate Practitioner and Facility when Medically Nccess,try and Appropriate. The 
Covered Person must obtain an authori1.cd Referral from his or her PCP before he or she visits another Practitioner or Facility. Except in case of 
Urgent Care or an Emergency. if the Covered Person docs not comply with these requirements. he or she may only be eligible for Non-Network 
Bcnclits. 

!Carrier! provides Network Benefits for covered services and supplies furnished to a Covered Person when authorized by his or her PCP. 
[Carrier! pays Non-Network Benefits when covered services and supplies arc not authorized by the PCP. However. if the PCP refers a Covered 
Person to a Non-Network Provider for a service or supply. the service or supply shall he covered as a Network service or supply and [Carrier] is 
fully responsible for payment to the Provider and the Covered Person is only responsible for any applicable Network level Copayment. 
Coinsurance or Deductible for the service or supply. 

If services or supplies arc obtained from IXYZJ Providers even though they are not authorized by the PCP. the Covered Person will be eligible 
for Non-Network Benefits where the IXYZ] provider's charges and the Covered Person's liability arc limited to the negotiated fee for the 
service or supply. I 

A Covered Person may change his or her PCP to another PCP [once per month!. He or she may select another PCP from the list of 
Practitioners. and notify [XYZ] PO by [phone or in writing]. For a discretionary change. the new PCP selection will take effect no more than 14 
days following the date of the request. For a change necessitated by termination of the prior PCP from the Network, the new PCP selection will 
take effect immediately. 

When a Covered Person uses the services of a PCP. he or she must present his or her ID card and pay the Copayment. When a Covered 
Person's PCP refers him or her to another [XYZ] PO Provider, the Covered Person must pay the Copayment Lo such Provider. [Most [XYZ] PO 
Practitioners will prepare any necessary claim forms and submit them to [Carrier].] 

A female Covered Person may use the services of a [XYZ] PO gynecologist for non-surgical gynecological care and routine pregnancy care 
without Referral from her PCP. She must obtain authorization from her PCP for other services. 

Non-Network Services 
If a Covered Person uses the services of a Provider without having been referred by his or her PCP. he or she will not he eligible for Network 
Benefits. Except as stated below, for services which have not been referred by the Covered Person's PCP. whether provided hy an [XYZ] PO 
Provider or otherwise, the Covered Person may only be eligible for Non-Network Benefits. Exception: If a [Covered Person! is admitted to a 
Network Facility by a Non-Network Provider, the Network Facility will nevertheless be paid Network benefits. 

1<:mergency Services 
If a Covered Person requires services for Urgent care or an Emergency which occurs inside the PO Service Arca. he or she must notify his or 
her PCP within 48 hours or as soon as reasonably possible thereafter. 

Emergency room visits to PO Facilities are subject to a Copayment. and such visits must be retrospectively reviewed [by the PCP!. [Carrier! 
will waive the emergency room Copaymcnt if the Covered Person is hospitalized within 24 hours of the visit. 

In the case of Urgent Care or an Emergency. a Covered Person may go to a [XYZ Health Care Network] provider or a non-[XYZ Health Care 
Network! provider. If a Covered Person receives Urgent Care or care and treatment for an Emergency from a non-[XYZ Health Care Network] 
provider, and the Covered Person calls [Carrier] within 48 hours. or as soon as reasonably possible. [Carrier! will provide benefits for the 
Urgent Care or Emergency care and treatment to the same extent as would have been provided if care and treatment were provided by a [XYZ 
Health Care Network] provider. However. follow-up care or treatment by a non-[XYZ Health Care Network! provider will be treated as 
Network Benefits only to the extent it is Medically Necessary and Appropriate care or treatment rendered before the Covered Person can return 
to the IXYZ Health Care Network] service area. 

Utilization Review 
The Policy has utilization features. See the Utilization Review Features section of the Policy. 

Benefits 
The Schedule shows Network Benefits. Non-Network Benefits. and Copayments applicable to the Point of Service arrangement. What [Carrier] 
pays is subject to all the terms of the Policy. 

Service Area 
f('arrier must include a description of the Service Arca. as required by N.J.A.C. 8:38-l 7.3(a} 11] 

[[Diffcrentl providers in !Carrier's! t\ctwork have agreed to he paid [in different ways by !Carrier!. A Provider may he paid! leach time he or 
she treats a Covered Person ('"fee for service"'! I, or may he paid I [ a set fee for each month for each Covered Person whether or not the Covered 
Person actually receives services C"l:apitation"")I I . or may receive! [ a salary!. !These payment methods may include financial incentive 
agreements to pay some providers more (""honuses·•i or less ("withholds"') based on many factors: Covered Person satisfaction. quality of care. 
and rnntrol of costs am! use of services among them. I If a Covered Person de~ircs additional information about how [Carrier's I primary care 
physkians or any other Pwvidcr in [Carrier"s] Network arc compensated. plea~e call [Carrier] at [telephone number I or write ladtlressJ. 
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The laws of the state of New Jersey. at NJ.S.A. 45:9-22.4 ct seq .. mandate that a physician, chiropractor or podiatrist who is permitted to make 
Referrals to.other health care Providers in which he or she has a significant financial interest inform his or hci:. patients of any significant 
financial interest he or she may have in a health care Provider or Facility when making a Referral to that health care Provider or Facility. If a 
Covered Person wants rnnre information ahout this. contact the Covered Person's physician. chiropractor or podiatrist. If a Covered Person 
helieves he or she is not receiving the information to which he or she is entitled. contact the Division of Consumer Affairs in the New Jersey 
Dcp;irtment of Law and Puhlic Safety at (973) 504-6200 OR (800) 242-5846. j 

!Note: Used only if coverage is offered as Indemnity POS.] 

[APPEALS PROCEDURE 

The Appeal Procedure text must satisfy the requirements of N.J.A.C 8:38-8.5 ct seq. or N.J.A.C. 8:38A-3.4 ct seq, as appropriate. The text 
must include specific information regarding the Stage I. Stage 2 and External Appeals process. 

In addition, Carriers :.ire reminded that 29 CFR Pan 2560 addresses claims procedures. It is expected that the text included in this Appeals 
Prnccdure section will include information the Carrier deems necessary to comply with the requirements of 29 CFR Part 2560. 

[CONTINUATION OF CARE 

[Carrier] shall provide written notice to each Covered Person at least 30 business days prior to the termination or withdrawal from [Carrier's] 
Provider network of a Covered Person's PCP and any other Provider from which the Covered Person is currently receiving a course of 
treatment, as reported to [Carrier]. The 30-day prior notice may be waived in cases of immediate termination of a health care professional based 
on a breach of contract by the health care professional. a determination of fraud, or where [Carrier's] medical director is of the opinion that the 
health care professional is an imminent danger to the patient or the public health. safety or welfare. 

[Carrier] shall assure continued coverage of covered services at the contract rate hy a terminated health care professional for up to four months 
in cases where it is Medically Necessary and Appropriate for the Covered Person to continue treatment with the terminated health care 
professional. In case of pregnancy of a Covered Person, coverage of services for the terminated health care professional shall continue to the 
postpartum evaluation of the Covered Person. up to six weeks after the delivery. With respect to pregnancy. Medical Necessity and 
Appropriateness shall be deemed to have been demonstrated. 

For a Covered Person who is receiving post-operative follow-up care, [Carrier] shall continue to cover the services rendered by the health care 
professional for the dmation of the treatment or for up to six months, whichever occurs first. 

For a Covered Person who is receiving oncological treatment or psychiatric.: treatment. [Carrier] shall continue to cover services rendered hy the 
health care professional for the duration of the treatment or for up to 12 months, whichever occurs lirst. 

For a Covered Person receiving the ahove services in an acute care Facility. !carrier! will continue to provide coverage for services rendered by 
the health care professional regardless of whether the acute care Facility is under contract or agreement with [CarrierJ. 

Services shall he provided to the same extent as provided while the health care professional was employed by or under contact with [Carrier]. 
Reimbursement for services shall be pursuant lo the same schedule used to reimburse the health cc1re professional while the health care 
professional was employed by or under contract with [Carrier]. 

If a Covered Person is admitted to a health care Facility on the <late the Policy is terminated. !Carner] shall continue to provide benefits for the 
Covered Person until the date the Covered Person is discharged from the facility or exhaustion of the Covered Person's benefits under the 
Policy. whichever occurs first. 

[Carrier[ shall not continue services in those instance in which the health care professional has been terminated based upon the opinion of 
[Carrier's) medical director that the health care professional is an imminent danger to a patient or to the puhlic health. safety antl welfare. a 
determination of fraud or a breach of contract by a health care professional. The determination of the Medical Necessity and Appropriateness of 
a Covered Person's continued treatment with a health care professional shall be subject to the appeal procedures set forth in the Policy. [Carrier] 
shall not be liahlc for any inappropriate treatment provided to a Covered Person by a health care professional who is no longer employed hy or 
under contract with !Carrierj. 

If [Carrier! refers a Covered Person to a Non-Network provider, the service or supply shall be covered as a network service or supply. [Carrier! 
is fully responsible for payment to the health care professional and the Covered Person's liability shall he limited to any applicable Network 
Copayment, Coinsurance or De<luclihlc for the service or supply.] 

HEALTH BENEFITS INSURANCE 

This health benefits insurance will pay many of the medical expenses incurred by a Covered Person. 

Note: [Carrier] payments will he reduced if' a Covered Person does not comply with the Utilization Review and Pre-Approval 
requirements contained in the Policy. 

BFISEFIT l'ROVISIO'i 
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The Casb. Deductible 
!Each Calendar Year, each Covered Person must have Covered Charges that exceed the Cash Deductible before [Carrier] pays any benefits to 
that person. The Cash Deductible is shown in the Schedule. The Cash Deductible cannot be met with Non-Covered Charges Only Covered 
Charges incurred by the Covered Person while insured hy the Policy can be used to meet this Cash Deductible. 

Once the Cash Deductible is met. !Carrier] pays benefits for other Covered Charges above the Cash Deductible incurred by that Covered 
Person, less any applicable Coinsurance or Copayments. for the rest of that Calendar Year. But all charges must be incurred while that Covered 
Person is insured by the Policy. And what [Carrier] pays is based on all the terms of the Policy.] 

[The Policy has two different Cash Deductibles. One is for treatment. services or supplies given by a Network Provider. The other is for 
treatment. services or supplies given by a Non-Network Provider. Each Cash Deductible is shown in the Schedule. 

Each Calendar Year, each Covered Person must have Covered Charges for treatment, services or supplies from a Network Provider that exceed 
the Cash Deductible before [Carrier] pays benefits for those types of Covered Charges to that Covered Person. Only Covered Charges incurred 
by the Covered Person for treatment. services or supplies from a Network Provider, while insured by the Policy, can he used to meet this Cash 
Deductible. Once the Cash Deductible is met. [Carrier] pays benefits for other such Covered Charges above the Cash Deductible incurred by 
that Covered Person. less any applicable Coinsurance or Copayments, for the rest of that Calendar Year. 

Each Calendar Year. each Covered Person must have Covered Charges for treatment. services or supplies from a Non-Network Provider that 
exceed the Cash Deductible before [Carrier] pays benefits for those types of Covered Charges to that Covered Person. Only Covered Charges 
incurred by the Covered Person for treatment, services or supplies from a Non-Network Provider, while insured by the Policy, can be used to 
meet this Cash Deductible. Once the Cash Deductible is met, [Carrier] pays benefits for other such Covered Charges above the Cash Deductible 
incurred by that Covered Person. less any applicable Coinsurance or Copayments. for the rest of that Calendar Year. 

Neither Cash Deductible can be met with Non-Covered Charges. Only Covered Charges incurred by the Covered Person while insured by the 
Policy can be used to meet either Cash Deductible. What [Carrier) pays is based on all the terms of the Policy.] 

[Family Deductible Limit 
The Policy has a family deductible limit of two Cash Deductibles for each Calendar Year. Ooec two Covered Persons in a family meet their 
individual Cash Deductibles in a Calendar Year, [Carrier) pays benefits for other Covered Charges incurred by any member of the covered 
family. less any applicable Coinsurance or Copayments. for the rest of that Calendar Year. What [Carrier] pays is based on all the terms of the 
Policy.I 

[Family Deductible Limit 
The Policy has two different family deductible limits. One is for treatment. services or supplies given by a Network Provider. The other is for 
treatment services or supplies given by a Non-Network Provider. 

There is a family deductible limit of two Cash Deductibles for Covered Charges for treatment, services or supplies given by a Network Provider 
for each Calendar Year. Once [two I Covered Persons in a family meet [their individual I [two times the] Cash Deductible for treatment, services 
or supplies given by a Network Provider, [Carrier] pays benefits for other such Covered Charges incurred by any member of that covered 
family. less any applicable Coinsurance. or Copayments, for the rest of that Calendar Year. 

There is a family deductible limit of two Cash Deductibles for Covered Charges for treatment, services or supplies given by a Non-Network 
Provider for each Calendar Year. Once !two] Covered Persons in a family meet [their individual! [two times the] Cash Deductible for treatment. 
services or supplies given by a Non-Network Provider, [Carrier] pays benefits for other such Covered Charges incurred by any member of that 
covered family. less any applicable Coinsurance, or Copayments, for the rest of that Calendar Year. 

What [Carrier] pays is based on all the terms of the Policy. 

[Per Covered Family 
The Per Covered Family Calendar Year Cash Deductible is shown in the Schedule. Once three or more Covered Persons in a family have 
incurred a combined total of Covered Charges toward their Per Covered Person Cash Deductible equal to the per Covered Family Cash 
Deductible. each Covered Person in that family will be considered to have met his or her Per Covered Person Cash Deductihle for the rest of 
that Calendar Year. The Covered Charges that each Covered Person in a family may use toward the Per Covered Family Cash Deductible may 
not exceed the amount of the Per Covered Person Cash Deductible.] 

[Maximum Out of Pocket 
Maximum out of pocket means the annual maximum dollar amount that a Covered Person must pay as Copayment, Deductible and Coinsurance 
for all covered services and supplies in a Calendar Year. All amounts paid as Copayment. Deductible and Coin~urance shall count toward the 
Maximum Out of Pocket. Once the Maximum Out of Pocket has been reached. the Covered Person has no further obligation to pay any 
amounts as Copaymcnt. Dcdm:tihlc and Coinsurance for covered services and supplies for the remainder of the Calendar Year.I 

!Once two Covered Persl1ns in a family meet their individual Maximum Out of Pocket. no other Covered Person m that ramily will he required 
lo pay any amounts as Copaynll'nts. OL'ductihle (Ir Coinsurance for covered s.:rvices and supplies for the rc:maindcr of the Calendar Year. I 
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[Once any combination of Covered Persons Ill a l'amily meet an amount equal to [three] times the individual Maximum Out or Pocket. no 
Covcr~d Person in that family will be required to pay any amounts as Copayments. Deductible or Coinsurance. for covered services and supplies_ 
for the remainder or the Calendar Y car. j 

[Note to Carriers: Use this Maximum Out of Pocket text for a pure indemnity plan[ 

[Network Maximum Out of Pocket 
Network Maximum Out of Pocket means the annual maximum dollar amount that a Covered Person must pay as Copayment. Deductible and 
Coinsurance for all Network covered services and supplies in a Calendar Y car. All amounts paid as Copayment. Deductible and Coinsurance 
shall count toward the Network Maximum Out of Pocket. Once the Network Maximum Out of Pocket has been reached. the Covered Person 
has no further obligation to pay any amounts as Copaymcnt, Deductible and Coinsurance for Network covered services and supplies for the 
remainder of the Calendar Y car. 

[Once two Covered Persons in a family meet their individual Maximum Out of Pocket, no other Covered Person in that family will be required 
to pay any amounts as Copayments. Deductible or Coinsurance for covered services and supplies for the remainder of the Calendar Year.]] 

[Non-Network Maximum Out of Pocket 
Non-Network Maximum Out of Pocket means the annual maximum dollar amount that a Covered Person must pay as Copayment. Deductible 
and Coinsurance for all Non-Network covered services and supplies in a Calendar Year. All amounts paid as Copayment, Deductible and 
Coinsurance shall count toward the Non-Network Maximum Out of Pocket. Once the Non-Network Maximum Out of Pocket has been reached, 
the Covered Person has no further obligation to pay any amounts as Copayment, Deductible and Coinsurance for Non-Network covered 
services and supplies for the remainder of the Calendar Year. 

[Once two Covered Persons in a family meet their individual Maximum Out of Pocket, no other Covered Person in that family will be required 
to pay any amounts as Copayments, Deductible or Coinsurance for covered services and supplies for the remainder of the Calendar Year.] 

[Once any combination of Covered Persons in a family meet an amount equal to [three] limes the individual Maximum Out of Pocket. no 
Covered Person in that family will be required to pay any amounts as Copayments. Deductible or Coinsurance for covered services and supplies 
for the remainder of the Calendar Year. J j 

[Note to Carriers: Use these paragraphs if the Maximum Out of Pocket is separate for Network and Non-Network] 

[Network Maximum Out of Pocket 
Network Maximum Out of Pocket means the annual maximum dollar amount that a Covered Person must pay as Copaymcnt, Deductible and 
Coinsurance for all Network and Non-Network covered services and supplies in a Calendar Year. All amounts paid as Copayment. Deductible 
and Coinsurance shall count toward the Network Maximum Out of Pocket. Once the Network Maximum Out of Pocket has been reached. the 
Covered Person has no further obligation to pay any amounts as Copaymcnt, Deductible and Coinsurance for Network or Non-Network 
covered services and supplies for the remainder of the Calendar Year. 

[Once two Covered Persons in a family meet their individual Maximum Out of Pocket, no other Covered Person in that family will be required 
to pay any amounts as Copayments. Deductible or Coinsurance for covered services and supplies for the remainder of the Calendar Year.]] 

[Note to Carriers: Use this text if the Maximum Out of Pocket is common to both Network and Non-Network services and supplies.] 

Payment Limits 
[Carrier I limits what [Carrier[ will pay for certain types of charges. [Carrier] also limits what [Carrier] will pay for all Illnesses or Injuries for 
each Covered Person's Per Lifetime. See the Schedule for these limits. 

Benefits From Other Plans 
The benefits [Carrier] will pay may be affected by a Covered Person's being covered by 2 or more plans or policies. Read the provision 
Coordination of Benefits to sec how this works. 

The benefits [Carrier! will pay may also be affected hy Medicare. Read the Medicare as Secondary Payor section for an explanation of how 
this works. 

If This Plan Replaces Another Plan 
The Policyholder who purchased the Policy may have purchased it to replace a plan the Policyholder had with some other carrier. 

The Covered Person may have incurred charges for covered expenses under the Policyholder's old plan hefore it ended. If so. these charges will 
he used to meet the Policy's Cash Deductible if: 
a) 1bc charges were incurred during 1he Calendar Year in which the Policy starts: 
b) the Policy would have paid hcncfits for the chari,!cs if the Policy had been in effect: 
c) the Covered Person was covered hy the old plan when ll ended and enrolled in the Policy on its Effective- Dale: and 
<l) the Policy takes cfkct llnmediatcly upon termination of the prior plan. 

Please note: Although Deductihlc credit is i,!iYcn. thcrc 1s no crcdit for Coinsurance. 
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Th_c: Covered Person may have satisfied part of the cligihilily Waiting l.'criod under the Policyholder's ol!.l plan before it ended. If so. the titnc 
satisfied will be used to satisfy the Policy's eligibility Waiting Period 1f: 
a) the Employee was employed by the Policyholder on the date the Policyholder's old plan ended: and 
h) the Policy takes effect immediately upon termination of the prior plan. 

Extended Health Benefits 
If the Policy ends. am! a Covered Person is Totally Disahlcd on such date, and under a Practitioner's care. [C:mierl will extend health benefits 
for that person under the Policy as explained below. This is done at no cost to the Covered Person. 

[Carrier] will only extend benefits for Covered Charges due to the disabling condition. The charges must be incurred before the extension ends. 
And what I Carrier] will pay is based on all the terms of the Policy. 

[Carrier] does not pay for charges due to other conditions. !And [Carrier] does not pay for charges incurred by other covered family members.] 

The extension ends on the earliest of: 
a) the date the Total Disahility ends: 
b) one year from the date the person's insurance under the Policy ends; or 
c) the date the person has reached the payment limit for his or her lhsabling condition. 

The Employee must submit evidence to [Carrier] that he or she[ or his or her Dependent] is Totally Disabled. if [Carrier I requests it. 

[PLAN BJ 
COVERED CHARGES 

This section lists the types of charges [Carrier] will consider as Covered Charges. But what [Carrier] will pay is subject to all the terms of the 
Policy. Read the entire I Certificate] to find out what fCarricr] limits or excludes. 

Hospital Charges 
[Carrier] covers charges for Hospital room and board and Routine Nursing Care when it is provided to a Covered Person by a Hospital on an 
Inpatient basis. But [Carrier] limits what [Carrier] pays each day to the room and board limit shown in the Schedule. And [Carrier! covers other 
Medically Necessary and Appropriate Hospital services and supplies provided to a Covered Person during the Inpatient confinement. 

Except as stated below, [Carrier] covers charges for Inpatient care for: 
a) a minimum of 72 hours following a modified radical mastectomy: and 
b) a minimum of 48 hours following a simple mastectomy. 
Exception: The minimum 72 or 48 hours, as appropriate. of Inpatient care will not be covered if the Covered Person. in consultation with the 
Practitioner, determines that a shorter length of stay is medically necessary and appropriate. 

As an exception to the Medically Necessary and Appropriate requirement of the Policy. [Carrier] also provides coverage for the mother and 
newly born child for: 
a) a minimum of 48 hours of Inpatient care in a Hospital following a vaginal delivery; and 
b) a minimum of 96 hours of Inpatient Hospital care following a cesarean section. 

[Carrier] provides such coverage subject to the following: 
a) the attending Practitioner must determine that Inpatient care is medically necessary; or 
b) the mother must request the Inpatient care. 
[As an alternative to the minimum level of Inpatient care descrihcd ahove. the mother may elect to participate in a home care program provided 
hy !Carrier!. I 

If a Covered Person incurs charges as an Inpatient in a Special C;irc Unit. I Carrier I covers the charges up to the daily room and boar<l limit for a 
Special Care Unit shown in the Schedule. 

!Carrier] will also cover Outpatient Hospital services, including services provided by a Hospital Outpatient clinic. And [Carrier! covers 
emergency room treatment. subject to the Policy's Emergency Room Copayment Requirement section. 

Any charges in excess of the Hospital semi-private daily room and boan..1 limit arc a Non-Covered Charge. The Policy·s utililation review 
features have penalties for non-compliance that may reduce what iCamcrj pays fur Hospital charges. 
[Carner! limits what [Carrier! pays for the treatment of Non-Biologically-ba~ed Mental Illnesses and Substance Ahuse. See the Charges 
Covered with Special Limitations section of the Policy 

Hospital Copayment Requirement 
Each time a Covered Person is confined in a Hospital. he or she must pay :.i $200 Copaymcnt for each day of conlincment. up In a maximum uf 
$1.000 per Period or Confinement. subject to a m:.iximum $2.000 Copaymcnt per Calendar Year 

[PLANS t:, D, EJ 
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COVERED CHARGES 
:rhis section lists the types or charges !Carrier! will consider as Coyercd Charges. But what [Carrier I _will pay is subject to all the terms.of the 
Policy. Read the entire [Certificate] to find out what !Carrier] limits or excludes. 

Hospital Charges 
[Carrier! covers charges for Hospital room and board and Routine Nursing Care when it is provided to a Covered Person by a Hospital on an 
Inpatient basis. But [Carrier I limits what !Carrier] pays each day to the room and board limit shown in the Schedule. And [Carrier! covers other 
Medically Necessary and Appropriate Hospital services and supplies provided to a Covered Person during the Inpatient confinement. 

Except as stated below. [Carrier] covers charges for Inpatient care for: 
a} a minimum of 72 hours following a modified radical mastectomy; and 
h) a minimum of 48 hours following a simple mastectomy. 
Exception: The minimum 72 or 48 hours. as appropriate. of Inpatient care will not be covered if the Covered Person. in consultation with the 
Practitioner, determines that a shorter length of stay is medically necessary and appropriate. 

As an exception to the Medically Necessary and Appropriate requirement or the Policy. [Carrier] also provides coverage for the mother and 
newly born child for: 
a) a minimum of 48 hours of Inpatient care in a Hospital following a vaginal delivery: and 
b) a minimum of 96 hours of Inpatient Hospital care following a cesarean section. 

[Carrier) provides such coverage subject lo the following: 
a) the attending Practitioner must determine that Inpatient care is medically necessary; or 
b) the mother must request the Inpatient care. 
[As an alternative to the minimum level of Inpatient care described above. the mother may elect to participate in a home care program provided 
by [Carrier!. I 

If a Covered Person incurs charges as an Inpatient in a Special Care Unit, [Carrier] covers the charges up to the daily room and board limit for a 
Special care Unit shown in the Schedule. 

[Carrier] will also cover Outpatient Hospital services. including services provided by a Hospital Outpatient clinic. And [Carrier! covers 
emergency room treatment. subject to the Policy's Emergency Room Copayment Requirement section. 

Any charges in excess or the Hospital semi-private daily room and board limit arc a Non-Covered Charge. The Policy's utilization review 
features have penalties for non-compliance that may reduce what !Carrier] pays for Hospital charges. 

[Carrier] limits what [Carrier] pays for the treatment of Non-Biologically-based Mental Illnesses and Substance Abuse. Sec the Charges 
Covered with Special Limitations section of the Policy. 

[PLANS B, C, D, E] 
Emergency Room Copayment Requirement 
Each time a Covered Person uses the services of a Hospital emergency room. he or she must pay a [$S0.00] Copayment, in addition to the Cash 
Deductible. any other Copayments. and Coinsurance, if he or she is not admitted within 24 hours. 

Emergency and Urgent Care Services 
Coverage for Emergency and Urgent Care include coverage of trauma services al any designated level I or II trauma center as Medically 
Necessary and Appropriate, which shall be continued at least until, in the judgement of the attending physician. the Covered Person is 
medically stable. no longer requires critical care. and can be safely transferred to another l'acility. [Carrier] also provides coverage for a medical 
screening examination provided upon a Covered Person's arrival in a Hospital. as required to be performed by the Hospital in accordance with 
Federal law. hut only as necessary to determine whether an emergency medical condition exists. I Please note that the "911"' emergency 
response system may be used whenever a Covered person has a potentially life-threatening condition. Information on the use of the ''911" 
system is included on the identification card. I 

Pre-Admission Testing Charges 
!Carrier I covers pre-admission x-ray and laboratory tests needed for a planned Hospit.il admission or Surgery. [Carrier] only covers these tests 
if. the tests arc done on an Outpatient basis within seven days of the planned admission or Surgery. 

However. [Carrier) will not cover tests that arc repeated after a<lmission or before Surg.ct-y. unless the admission or Surgery is deferred solely 
due to a change in the Covered Person's health. 

Extended Care or Rehabilitation Charges 
Subject lo !Carrier's) Pre-Approval !Carrier] covers c.:hargcs up to the d,1ily room aml hoard limit for room and board and Routine Nursing Care 
shown in the Schedule. provided to a Covered Person on an Inpatient l'n1sis 111 tm Extended Care Center or Rehabilitation Center. Charges ahovc 
the daily room and hoard limit arc a Non-Covered Charge. 

An<l !Carrier! covers all otht:r 'vledically Necessary and Appropriate services and supplies provided to a Covered Person durtnµ the 
rnnfincmcnt. But the confinement must: 
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a) start within days of a Hospital stay: and 
b) be due lo the same or a related condition that necessitated th~ Hospital stay. 

Coverage for Extended Care and Rehabilitation. combined, is limited to the first 120 days of confinement in each Calendar Year. Charges for 
any additional days are a Non-Covered Charge. 
But !Carrier] limits what [Carrier) will pay for the treatment of Non-Biologically-hased Mental Illnesses and Substance Abuse. Sec the Charges 
Covered With Special Limitations section of the [Certificate J. 

[Carrier] will reduce benefits by 50% with respect to charges for treatment, services and supplies for Extended Care or Rehabilitation 
which are not Pre-Approved by [Carrier] provided that benefits would otherwise be payable under the Policy. 
["DC" NOTE: ANY EXTENDED CARE OR REHABILITATION SERVICES OR SUPPLIES A COVERED PERSON RECEIVES 
UNDER THE ASSOCIATED HMO PLAN WILL REDUCE THE EXTENDED CARE OR REHABILITATION BENEFIT 
AV All.ABLE UNDER THIS INDEMNITY PLAN.] 

Home Health Care Charges 
Subject to [Carrier's.I Pre-Approval. when home health care can take the place of Inpatient care. [Carrier] covers such care furnished to a 
Covered Person under a written home health care plan. [Carrier) covers all Medically Necessary and Appropriate services or supplies, such as: 
a) Routine Nursing care furnished by or under the supervision of a registered Nurse; 
b) physical therapy; 
c) occupational therapy: 
d) medical social work; 
e) nutrition services; 
f) speech therapy; 
g) home health aide services; 
h) medical appliances and equipment, drugs and medications. laboratory services and special meals to the extent suc):t items and services 

would have been covered under the Policy if the Covered Person had been in a Hospital; and 
i) any Diagnostic or therapeutic service, including surgical services performed in a Hospital Outpatient department, a Practitioner's office or 

any other licensed health care Facility, provided such service would have been covered under the Policy if performed as Inpatient Hospital 
services. 

Payment is subject to all of the terms of this Policy and to the following conditions: 

a. The Covered Person's Practitioner must certify that home health care is needed in place of Inpatient care in a recognized Facility. Home 
health care is covered only in situations where continuing hospitalization or confinement in a Skilled Nursing Facility or Rehabilitation 
Center would otherwise have been required if Home Health Care were not provided. 

b. The services and supplies must be: 
I. ordered by the Covered Person's Practitioner: 
2. included in the home health care plan: and 
3. furnished by. or coordinated by, a Home Health Agency according to the wrillen home health care plan. 
The services and supplies must be furnished by recognized health care professionals on a part-time or intermittent basis. except when full-
time or 24 hour service is needed on a short-term (no more than three-day) basis. 

c. The home health care plan must be set up in writing by the Covered Person's Practitioner within 14 days after home health care starts. And 
it must be reviewed by the Covered Person's Practitioner at least once every 60 days. 

d. [Carrier] does not pay for: 
1. services furnished to family members, other than the patient: or 
2. services and supplies not included in the home health care plan. 

Any visit by a member of a home health care team on any day shall be considered as one home health care visit. 

[Carrier] will reduce benefits by SO% with respect to charges for treatment, services and supplies for Home Health Care which are not 
Pre-Approved by [Carrier] provided that benefits would otherwise he payable under this Policy. 

Practitioner's Charges for Non-Surgical Care and Treatment 
[Carrier] covers Practitioner's charges for the Medically Necessary and Appropriate non-surgical care and treatment of an Illness or Injury. But 
[Carrier I limits what !Carrier! will pay for the treatment of Non-Biologically-based Mental Illnesses and Substance Abuse. See the Charges 
Covered With Special Limitations section of the Policy. 

Practitioner's Charges for Surgery 
I Carrier I covers Practitioner's charges for Medically Necessary and Appropriate Surgery. 

(Carrier I docs not pay for Cosmetic Surgery unless it is required as a result of an Illness or Injury or to correct a functional defect resulting from 
a congenital abnormality or developmental anomaly. 

!Carrier I covers rcrnnstn11.:tive breast Surgery. Surgery to restor~ am! achieve symmetry hctwccn the two breasts and the cost of prostheses 
following a mastectomy on one breast or hoth breasts. !Carrier I also covers trc,1tment of the physical complications of mastectomy. includinir 
lymphcdcmas. 
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Second Opinion Charges __ 
!Carrierl covers Practitioner's charges for a sernnd opinion and charges for rclati:d ,\-rays and tests when a Covered Person is advised to have 
Surgery or enter a Hospital. If the second opinion differs from the first_ [Carrier] covers charges for a third opinion. [Carrier I covers such 
charges if the Prm;titioncrs who give the opinions: 
a) arc board certified and qualified, by reason of their specialty. to give an opinion on the proposed Surgery or Hospital admission; 
b) are not business associates of the Practitioner who recommended the Surgery; and 
c) in the case or a second surgical opinion. they Jo not perform the Surgery if it is needed. 

Dialysis Center Charges 
[Carrier I covers charges made by a dialysis center for covered dialysis services. 

Ambulatory Surgical Center Charges 
[Carrier] covers charges maJe by an Ambulatory Surgical Center in connection with covered Surgery. 

Hospice Care Charges 
Subject to [Carrier] Pre-Approval_ !Carrier] covers charges made by a Hospice for palliative and supportive care furnished to a terminally Ill or 
terminally Injured Covered Person under a Hospice care program. 

"Palliative and supportive care" means care and support aimed mainly at lessening or controlling pain or symptoms; it makes no attempt to cure 
the Covered Person's terminal lllness or terminal Injury. 
"Terminally Ill" or "terminally Injured'' means that the Covered Person· s Practitioner has certified in writing that the Covered Person's life 
expectancy is six months or less. 

Hospice care must be furnished according lo a written "hospice care program". A "hospice care program" is a coordinated program with an 
interdisciplinary team for meeting the special needs of the terminally Ill or terminally Injured Covered Person. It must be set up and reviewed 
periodically by the Covered Person's Practitioner. 

Under a Hospice care program. subject to all the terms of the Policy. [Carrier I covers any services and supplies including Prescription Drugs. to 
the extent they arc otherwise covered by the Policy. Services and supplies may be furnished on an Inpatient or Outpatient basis. 

The services and supplies must be: 
a) needed for palliative and supportive care: 
b) ordered by the Covered Person· s Practitioner: 
c) included in the Hospice care program; and 
d) furnished by. or coordinated by a Hospice. 

[Carrier j does not pay for 
a) services and supplies provided by volunteers or others who Jo not regularly charge for their services: 
b J funeral services and arrangements; 
c) legal or financial counseling or services: or 
d) treatment not included in the Hospice care plan. 

[Carrier] will reduce benefits by 50% with respect to charges for treatment, services and supplies for Hospice Care which are not Pre-
Approved by [Carrier] provided that benefits would otherwise be payable under the Policy. 

Alcohol Abuse 
[Carrier) pays benefits for the Covered Charges a Covered Person incurs for the treatment of Alcohol Abuse the same way [Carrier] would for 
any other Illness. if such treatment is prcscrihed by a Practitioner. But [Carrier! does not pay for Custodial Care. education. or training. 

Treatment may be furnished by: 
a) a Hospital 
b) a detoxification Facility licensed under New Jersey P.L. I 975. Chapter 305: or 
c) a licensed. certified or state approved residential treatment Facility under a program which meets the minimum standards of care of the 

Joint Commission. 

Treatment for Biologically-hased Mental Illness 
/Carrier! pays hcncfits for the Covered Charges a Covered Person incurs for the treatment of Biologically-hasc<l Mental Illness the same way 
[Carrierl would for any other Illness. if such treatment is prescrihcd hy a Practitioner. [Carrier/ docs not pay for Custodial Care. education. or 
train mg. 

Pregnanq 
The Policy pays for pregnancies the same way !Carrier I would cover an Illness. The charges [Carrier/ covers for a newborn child arc explained 
Jon the next page. I 

Birthing Center ChargC's 
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[Canicr] wvcrs Birthing Center charges made by a Practitioner for pre-natal care. delivery. and postpartum care in connection with a Covered 
Person's pregnancy. lCarricr] covers charges up to the d~ily room and hoard limit for roorr1 and hoard shown in the Schedul~ when Inpatient 
care is provided to a Covered Person by a Birthing Center. But charges ahove the daily room and hoard limit arc a Non-Covered Charge. 

[Carrier] covers all other Medically Necessary and Appropriate services and supplies during the confinement. 
[Benefits for a Covered Newborn Child 
[Carrier] covers charges for the child's routine nursery care while he or she is in the Hospital or a Birthing Center. Charges arc covered up to a 
maximum of 7 days following the date of birth. This includes: 
a) nursery charges: 
b) charges for routine Practitioner's examinations and tests; and 
c) charges for routine procedures. like circumcision. 

Subject to all of the terms of the Policy. [Carrier] covers the care and treatment of a covered newborn child if he or she is Ill, Injured, 
premature, or born with a congenital birth defect.] 
["DC" NOTE: ANY NEWBORN CHILD SERVICES OR SUPPLIES A COVERED PERSON RECEIVES UNDER THE 
ASSOCIATED HMO PLAN WILL REDUCE THE NEWBORN CIIILD BENEFIT AVAILABLE UNDER THIS INDEMNITY 
PLAN.] 

Anesthetics and Other Services and Supplies 
[Carrier] covers anesthetics and their administration; hemodialysis, casts; splints; and surgical dressings. [Carrier] covers the initial fitting and 
purchase of braces. trusses. orthopedic footwear and crutches [Carrier] covers Medically Necessary and Appropriate replacements or repairs for 
braces, trusses, orthopedic footwear and crutches. 

Blood 
Unless otherwise provided in the Charges for the Treatment of Hemophilia section below, [Carrier] covers blood. blood products, blood 
transfusions and the cost of testing and processing blood. But [Carrier] does not pay for blood which has been donated or replaced on behalf of 
the Covered Person. 

Charges for the Treatment of Hemophilia 
[Carrier] covers Medically Necessary and Appropriate home treatment services for bleeding episodes associated with hemophilia including the 
purchase of blood products and blood infusion equipment. 

[[Carrier] will cover the services of a clinical lahoratory at a Hospital with a state-designated outpatient regional care center regardless of 
whether the Hospital's clinical laboratory is a Network Provider if the Covered Person's Practitioner determines that the Hospital's clinical 
laboratory is necessary because: a) the results of lahoratory tests are medically necessary immediately or sooner than the normal return time for 
the [Carrier's] network clinical laboratory; orb) accurate test results need to he determined by closely supervised procedures in vcnipuncture 
and laboratory techniques in controlled environments that cannot be achieved by [Carrier's] network clinical laboratory. 

[Carrier] will pay the Hospital's clinical laboratory for the laboratory services at the same rate [Carrier] would pay a Network clinical laboratory 
for comparable services. I 

Ambulance Charges 
[Carrier] covers Medically Necessary and Appropriate charges for transporting a Covered Person to: 
a) a local Hospital if needed care and treatment can be provided by a local Hospital; 
b) the nearest Hospital where needed care and treatment can be given. if a local Hospital cannot provide such care and treatment. But it must 

he connected with an Inpatient confinement: or 
c) transporting a Covered Person to another Inpatient health care Facility. 

It can be by professional Ambulance service. train or plane. But [Carrier] docs not pay for chartered air flights. And [Carrier] will not pay for 
other travel or communication expenses of patients. Practitioners, Nurses or family members. 

Durable Medical Equipment 
Subject to [Carrier's] Pre-Approval. !Carrier] covers charges for the rental of Durable Medical Equipment needed for therapeutic use. At 
(Carrier's) option. and with ICanier'sJ Pre-Approval. [Carrier] may cover the purchase of such items when it is less costly and more practical 
than rental. But [Carrier] docs not pay for: 
a) replacements or repairs: or 
b) the rental or purchase of items such as air conditioners. exercise equipment. saunas and air humidifiers which do not fully meet the 

definition of Durable Medical Equipment. 

[Carrier] will reduce benefits hy 50% with respect to charges for Durable Medical Equipment which are not Pre-Approved hy 
[Carrier] provided that benefits would otherwise he payable under the Policy_ 

Treatment of' Wilm's Tumor 
!Carrier] pays benefits for Covered Clmrgcs inrnrrccl for the treatment of Wilm's tumor in a Covered Person. [Carrier[ treats such charges the 
same way [Carrier! treats Covered Charges for any other Illness. Treatment can include. hut is not limited to. autolog:ous hone marrow 
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transplants when standard chemotherapy treatment is unsuccessful. !Carrier] pays hcncfits for this treatment even if it is deemed Experimrntal 
or Investigational. What [Carrier[ pays 1s hased on all of the terms of the Policy. 

Nutritional Counseling , 
Subject to [Carrier! Pre-Approval. [Carrier] covers charges for nutritional counseling for the management of disease entities which have a 
specific diagnostic criteria that can he verified. The nutritional counseling must be prescribed by a Practitioner. and provided by a Practitioner. 
[Carrier] will reduce benefits by 50% with respect to charges for Nutritional Counseling which are not Pre-Approved by [Carrier] 
provided that benefits would otherwise he payable under the Policy. 

Food and Food Products for Inherited Metabolic Diseases 
[Carrier] covers charges incurred for the therapeutic treatment of inherited metabolic diseases. including the purchase of medical foods (entcral 
formula) and low protein modified food products as determined to he medically necessary hy the Covered Person's Practitioner. 

For the purpose of this benefit: 
"inherited metabolic disease" means a disease caused by an inherited abnormality of body chemistry for which testing 1s mandated by law: 
"low protein modified food product" means a food product that is specially formulated to have less than one gram of protein per serving and is 
intended to he used under the direction of a PractiLioner for the dietary treatment of an inherited metabolic disease. but docs not include a 
natural food that is naturally low in protein: and 
"medical food" means a food that is intended for the dietary treatment of a disease or condition for which nutritional requirements arc 
established by medical evaluation and is formulated to be consumed or administered enterally under the direction of a Practitioner. 

Specialized Infant Formulas 
[Carrier] covers specialized non-standard infant formulas to the same extent and subject to the same terms and conditions as coverage is 
provided under the [Policy I for Prescription Drugs. [Carrier! covers specialized non-standard infant formulas provided: 
a) The Child's Practitioner has diagnosed the Child as having multiple food protein intolerance and has determined the formula to be 

medically necessary; and 
b) The Child has not been responsive to trials of standard non-cow milk-based formulas, including soybean and goat milk. 
[Carrier] may review continued Medical Necessity and Appropriateness of the specialized infant formula. 

X-Rays and Laboratory Tests 
[Carrier] covers x-rays and laboratory tests which arc Medically Necessary and Appropnate to treat an Illness or Injury. But, except as i.:ovcrcd 
under the Policy's Preventive Care section. (Carrier] does not pay for x-rays and tests done as part of routine physical checkups. 

Prescription Drugs 
[Subject to [Carrier] Pre-Approval. for certain Prescription Drugs[ !Carrier[ covers drugs to treat an Illness or Injury and contraceptive drugs 
which require a Practitioner's prescription. But [Carrier) only covers drugs which arc: 
a. approved for treatment of the Covered Person's Illness or Injury by the Food and Drug Administration; 
h. approved by the Food and Drug Administration for the treatment of a particular diagnosis or condition other than the Covered Person's 

and recognized as appropriate medical treatment for the Covered Person's diagnosis or condition in one or more of the following 
established reference compendia: 
I. The American Hospital Formulary Service Drug Information; 
2. The United States Pharmacopeia Drug Information; or 

c. recommended by a clinical study or recommended by a review article in a major peer-reviewed professional journal. 
Coverage for the above drugs also includes medically necessary services associated with the administration of the drugs. 

In no event will [Carrier! pay for: 
a. drugs labeled: "Caution - Limited by Federal Law to Investigational Use"; or 
h. any drug which the Food and Drug Administration has determined to be contraindicated for the specific treatment fr>r which the drug has 

been prescribed. except as stated ahovc. 
And (Carrier] excludes drugs that can be hought without a prescription. even if a Practitioner orders them. 

[(Carrier] has identified certain Prescription Drugs for which Pre-Approval is required. !Carrier] will provide the list of Prescription Drugs for 
which Pre-Approval is required to each Employee prior to enforcing the Pre-Approval requirement. [Carrier] will give at least 30 days advance 
written notice to the Employee before adding a Prescription Drug to the list. 

[If a Covered Person brings a prescription for a Prescription Drug for which [Carrier! requires Pre-Approval to a Pharmacy and Pre-Approval 
has not yet been secured. [the Covered Pcrsc111 must contact [Carrier] to request Pre-Approval.] [the Pharmacy will contact the Practitioner to 
request that the Practitioner contact [Carrier! to secure Pre-Approval.) The Pharmacy will dispense a 96-hour supply of the Prescription Drug. 
[Carrier] will rcvic-w the Pre-Approval request within the time period allowed hy law. Ir [Carrier] gives Pre-Approval. [Carrier! will notify the 
Pharmacy and the balance of the Prescription Drug will be dispensed with benefits for the Prescription Drug: heing paid suhjcct to the terms of 
the Policy. If !Carrier! docs not give Pre-Approval. the Covered Person may ask that the Pharmacy dispense the balance of the Prescription 
Drug. with the Covered Person paying !"or the Prescription Drut,?. The Covcrcc.l Person may submit a claim for the Prescription Drul!, subject to 
the tnms of the Policy. The Covered Person may appeal the decision by following the Appeals Procedure process set forth in the Policy. l 
(Note to Carriers: For use if the plan is a PPO or a POS) 
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llf a Covered Person brings a prescription for a Prescription Drug for which [Carrierj requires Pre-Approval to a Pharmacy and Pre-Approval 
has not yet bccQ secured. the Covered Person must contact [Carrier] to request Pre-Approval. The Covered Person. may choose to delay 
purchasing the Prescription Drug until after [Carrier! makes a deci,ion regarding Pre-Approval m may choose lo purchase the Prescription 
Drug prior to the decision being made. In either case. the Covered Person must pay for the Prescription Drug when it is dispensed. The Covered 
Person may submit a claim for the Prescription Drug. subject to the terms of the Policy. If !Carrier] docs not give Pre-Approval. the Covered 
Person may appeal the decision hy following the Appeals Procedure process set forth in the Policy. J (Note lo Carriers: For use if the plan is an 
indemnity plan) 
Supplies to Administer Prescription Drugs 
[Carrier! covers Medically Necessary and Appropnate supplies which require a prescription. arc prescribed hy a Practitioner. and are essential 
to the administration of the prescription drug. 

COVERED CHARGES WITH SPECIAL LIMITATIONS 

[Cancer Clinical Trial 
[Carrier] covers practitioner fees, laboratory expenses and expenses associated with Hospitalization, administering of treatment and evaluation 
of the Covered Person <luring the course of treatment or a condition associated with a complication of the underlying disease or treatment, 
which arc consistent with usual and customary patterns and standards of care incurred whenever a Covered Person receives medical care 
associated with an Approved Cancer Clinical Trial. [Carrier] will cover charges for such items and services only if they would be covered for 
care and treatment in a situation other than an Approved Cancer Clinical Trial. 

!Carrier] does not cover the cost of investigational drugs or devices themselves. the cost of any non-health services that might be required for a 
Covered Person to receive the treatment or intervention, or the costs of managing the research, or any costs which would not be covered under 
the Policy for treatments that arc not Experimental or lnvestigational.] 

Dental Care and Treatment 
[Carrier! covers: 
a) the diagnosis and treatment of oral tumors and cysts; and 
b) the surgical removal of bony impacted teeth. 

[Carrier] also covers treatment of an Injury to natural teeth or the jaw, hut only if: 
a) the Injury occurs while the Covered Person is insured under any health benefit plan; 
h) the Injury was not caused. directly or indirectly by biting or chewing; and 
c) all treatment is finished within 6 months of the date of the Injury. 
Treatment includes replacing natural teeth lost due to such Injury. But in no event does [Carrier] cover orthodontic treatment. 

For a Covered Person who is severely disabled or who is a Child under age 6. [Carrier] covers: 
a) general anesthesia and Hospitalization for dental services; and 
h) dental services rendered by a dentist regardless or where the dental services are provided for a medical condition covered by the Policy 

which requires Hospitalization or general anesthesia. 

Treatment for Temporomandibular ,Joint Disorder (TMJ) 
!Carrier! covers charges for the Medically Necessary and Appropriate surgical and non-surgical treatment of TMJ in a Covered Person. 
However. [Carrier] does not cover any charges for orthodontia, crowns or bridgework. 

Prosthetic Devices 
!Carrier] limits what [Carrier] pays for prosthetic devices. Subject lo [Carrier] Pre-Approval. [Carrier! covers only the initial titting and 
purchase of artificial limbs and eyes. and other prosthetic devices. And they must take the place of a natural part of a Covered Person's body, or 
he needed due to a functional birth defect in a covered Dependent child. !Carrier] does not pay for replacements, unless they arc Medically 
Necessary and Appropriate. [Carrier I docs not pay for repairs. or wigs. [Carrier] docs not cover dental prosthetics or devices other than as a 
replacement for natural teeth lost due to Injury. as stated in the Dental Care and Treatment provision of the Policy. 

[Carrier] will reduce benefits by 50% with respect to charges for Prosthetic Devices which are not Pre-Approved by [Carrier] provided 
that benefits would otherwise be payable under the Policy. 

Mammogram Charges 
[Carrier] covers charges made for mammograms provided to a female Covered Person according to the schedule given below. Benefits will be 
paid. subject to all the terms of the Policy. and the following limitations: 

!Carrier] will cover charges for: 
a) one baseline mammogram for a female Covcn:d Person. age 35 - 39 
b ! one mammogram. every year. for a female Covered Person age 40 and older. 

Please note !hat mammo[!rams arc included under the Preventive Care provision. i\ female Covered Person may elect to apply any unused 
Preventive Care all<m-ancc for a mammogram. If a Covered Person has exhau,;icd the available annual Preventive Care hcncfit. the 
mammogram may he covered suhjcct to the terms of this \.1ammog:ram Charges provision. 
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Colorectal Cancer Screening Charges 
!Carrier! covers charges made for colorcctal cancer screening provided to a Covcrrd Person age 50 or over and to younger [CovcrcJ Persons I 
who arc cons1Jew1 to be high nsk for color,'.ctal cancer. Benelits ,,..ill he paid, subject to all the terms of this Policy, and the following 
limitations: 

Subject to the American Cancer Society guidelines, and medical necessity as determined by the I Covered Person's] Practitioner in consultation 
with the !Covered Person I regarding methods to use, [Carrier! will cover charges for: 
a) a screening fecal occult blood test: 
b) ncxible sigmoidoscopy, 
c) colonoscopy: 
d) barium enema: 
e) any combination of the services listed in item~ a-d above; or 
fl the most reliable medically recognized scrcenm_g test available. 

[Carrier I will cover the above methods at the frequency recommended by the most recent published guidelines of the American Cancer Society 
and as determined to be medically necessary by the [Covered Person's I practitioner in consultation with the !Covered Person. I 

High risk for colorectal cancer means a I Covered Person I has: 
a) A family history of: familial adcnomatous polyposis. hcriditary non-polyposis colon cancer: or breast, ovarian, endometrial or colon 

cancer or polyps: 
h) Chronic inflammatory bowel disease: or 
c) A background, ethnicity or lifestyle that the practitioner believes puts the person at elevated risk for colorectal cancer. 

Please note that since colorectal cancer screenmg is included under the Preventive Care provision, a Covered Person may elect to apply any 
unused Preventive Care allowance for colorcctal cancer screening, If a Covered Person has exhausted the available annual Preventive Care 
benefit. or elects not to use any available preventive Care benefit to cover the colorectal cancer screening, the colorectal cancer screening may 
be covered subject to the terms of this Colorcctal Cancer Screening Charges provision. 

The following "Pre-Existing Conditions Limitation" and "'Continuity of Coverage" prov1s1ons only apply to Policies issued to 
Policyholders of at least two but not more than five eligible Employees. These provisions also apply to "Late Enrollees" under the 
Policies issued to any Small Employer. However, this provision does not apply to Late Enrollees if 10 or more Late Enrollees request 
enrollment during any [30] day enrollment period provided for in the Policy. See the Policy's EMPLOYEE COVERAGE [and 
DEPENDENT COVERAGE] section[s] to determine if a Covered Person is a Late Enrollee. [The "Pre-Existing Conditions Limitation 
provision does not apply to a Dependent who is an adopted child or who is a child placed for adoption or to a newborn child if the 
Employee enrolls the Dependent and agrees to make the required payments within [31] days after the Dependent's Eligibility Date.] 

Pre-Existing Conditions Limitation 
A Pre-Existing Condition is an Illness or Injury which manifests itself in the six months before a Covered Person's Enrollment Date. and for 
which medical advice. diagnosis. care, or treatment was recommended or received during the six months immediately preceding the Enrollment 
Date. 

[Carrier] docs not pay benefits for charges for Pre-Existmg Conditions for 180 days measured from the Enrollment Date. This 180 day period 
may be reduced by the length of time the Covered Person was covered under any Creditable Coverage if. without application of any Waiting 
Period. the Creditable Coverage was continuous to a date not more than 90 days prior to becoming a Covered Person. Refer to the Continuity of 
Coverage section below. 

This limitation does not affect benefits for other unrelated conditions, lorl pregnancy[, or birth defects in a covered Dependent child!. Genetic 
information will not be treated as a Pre-Existing Condition in the absence or a diagnosis of the condition related to that information. And 
I Carrier I waives this limilution for a Covered Person's Pre-Existing Conditiot1 if the condition was payable under Cred,tahlc Coverage which 
insured the Covered Person right he fore the Covered Person's coverage under the Policy started. The next section shows other exceptions. 

Continuity of Coverage 
[NOTE: COVERAGE UNDER THE POLICY IS SUBJECT TO THE ALTERNATIV~: METHOD FOR COUNTING CREDITABLE 
COVERAGE] 
If a new Covered Person was covered under Creditable Coverage pnor to enrollment under the Policy aml the Creditable Coverage was 
continuous to a date not more than 90 Jays prior to the Enrollment Date under the Policy. [Carrier] will provide credit as follows. (Standard 
mcthodJIICarricr] gives credit fur the time the Covered Person was covered under the CrcJ1table Coverage without regard to the specific 
hencfits included 111 the Creditable Coverage,! [Alternative method I J[CarrierJ gives creJit for the time the Covered Persot1 was covered under 
the Creditable Coverage based on coverage for the following [category I [catcrorics Jof hencfits: [mental health:] [suhst:mcc abuse treatment:! 
I prescription drue:s:J !dental care:] !or! [vision careJ, [!Carrier) will count a period ofC:rcclitable Coverage with respect to a category of hcncfns 
if any level of benefits is covered within that category. For all other benefits, !ICarnnl gives cn::Jit for the time the C1wered Person was 
C<l\ crcc.J under the Creditable Coverage withrn1t regard to the spcci l'ic bcndib included in the CrcJHablt: Coverage. j I Carrier j counts the clays 
the Cuvered Person was rnvcrcJ unJer Creditable Coverage, except that day, 1hat occur before any lapse in coverage of more than 90 days arc 
not counted. [Carrier] applies these Jays to reduce the duration of the Prc-E.xisung Condition limitation under the Policy l'he person 11111st .sign 
and complete his or her enrollment form within 30 clays of !he date the Employee's !active! Full-Time service begins Any rnmJition ;11ising 
hdwccn the date his or her co,cragc unJcr the Creditable Coverage ends and the Enrollment Date is a Prc-Existmg condition. !Carner! cJocs not 
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cover any charges actually incurred before the person's coverage under the Policy starts. If the Policyholder has included an eligibility waiting 
period in the Policy. an Employee must still meet it. before becoming insured. 

Private Duty Nursing Care 
[Carrier I only covers charges by a Nurse for Medically Necessary and Appropriate private duty nursing care if such care is authorized as part of 
a home health care plan. coordinated by a Home Health Agency. and covered under the Home Health Care Charges section. Any other 
charges for private duty nursing care arc a Non-Covered Charge. 
Therapy Services 
Therapy Services mean services or supplies. ordered by a Practitioner and used to treat. or promote recovery from. an Injury or Illness: 

Subject to the stated limits. [Carrier] covers the Therapy Services listed below when such services arc provided to a Covered Person as an 
Outpatient [Carrier) covers other types of Therapy Services provided they are performed by a licensed Provider, are Medically Necessary and 
Appropriate and arc not Experimental or lnvestigational. 

a. Chelation 771erapy • means the administration of drugs or chemicals to remove toxic concentrations of metals from the body. 
b. Chemotherapy • the treatment of malignant disease by chemical or biological antineoplastic agents. 
c. Dia/vsis Treatmem . the treatment of an acute renal railure or a chronic irreversible renal insufficiency by removing waste products from 

the body. This includes hcmodialysis and peritoneal dialysis. 
d. Radiation Therapy • the treatment of disease by x-ray. radium. cobalt. or high energy particle sources. Radiation therapy includes rental or 

cost of radioactive materials. Diagnostic Services requiring the use of radioactive materials are not radiation therapy. 
c. Respiration Therapy - the introduction of dry or moist gases into the lungs. 

!Subject to [Carrier] Pre-Approval.I [Carrier] covers the Therapy Services listed below. subject to stated limitations: 

f. Cognitive Rehabilitation 71zerapy • the retraining of the brain to perform intellectual skills which it was ahle to perform prior to disease, 
trauma, Surgery. or previous therapeutic process; or the training of the brain to perform intellectual skills it should have been able to 
perform if there were not a congenital anomaly. 

g. Speech Therapy -except as stated below. treatment for the correction of a speech impairment resulting from Illness. Surgery, Injury. 
congenital anomaly, or previous therapeutic processes. Exception: For a [Covered Person] who has been diagnosed with a biologically-
based mental illness. speech therapy means treatment of a speech impairment. 

Coverage for Cognitive Rehabilitation Therapy and Speech Therapy. combined. is Ii mited to 30 visits per Calendar Year. 

h. Occupatio11a/ 111erapy · except as stated below, treatment to restore a physically disabled person's ability to perform the ordinary tasks of 
daily living. Exception: For a !Covered Person] who has been diagnosed with a biologically-based mental illness. occupational therapy 
means treatment to develop a !Covered Person's] ability to perform the ordinary tasks of daily living .. 

i. Physical Iherapy · except as stated below. the treatment by physical means to relieve pain, restore maximum function, and prevent 
disability following disease, Injury or loss of limb. Exception: For a [Covered PersonJ who has been diagnosed with a biologically-based 
mental illness, physical therapy means treatment to develop a [Covered Person's] physical function. 

Coverage for Occupational Therapy and Physical Therapy. combined, is limited to 30 visits per Calendar Year. 

[Carrier] will reduce benefits by 50% with respect to charges for Cognitive Rehabilitation Therapy, Speech Therapy, Occupational 
Therapy or Physical Therapy which are not Pre-Approved by [Carrier] provided that benefits would otherwise be payable under the 
Policy. 

j. lllf11sion l'J,erapy - subject to [Carrier] Pre-Approval, the administration of antibiotic, nutrients, or other therapeutic agents by 
direct infusion. [Carrier] will reduce benefits by 50% with respect to charges for Infusion Therapy which are not Pre-Approved by 
[Carrier] provided that benefits would otherwise he payable under the Policy. 

Note: The limitations on Therapy Services contained in this Therapy Services provision do not apply to any therapy services that arc received 
under the Home Health Care provision. 

["DC" NOTE: ANY THERAPY SERVICES AND SUPPLIES A COVERED PERSON RECEIVES UNDER nm ASSOCIATED HMO 
l'LAN WILL REDUCE THE THERAPY BENEFITS AVAILABLE UNDER TlllS INDEMNITY PLAN.) 

l<ertility Services 
Subject to [Carrier( Pre-Approval [Carrier( covers charges for procedures and Prescription Drugs to enhance fertility. except where specifically 
excluded in the Policy. [Carrier I covers charges for: artificial insemination: and standard dosages. lengths of treatment and cycles of therapy of 
Prcs<.:ript1on Drugs. The Prescription Drugs noted in this section are suhject to the terms and conditions of the Prescription Drugs section of the 
Policy. 

[Carrier] will reduce benefits by SO% with respect to charges for Fertility Sen·ices which are not Pre-Approved by [Carrier] provided 
that hcnelits would otherwise he payable under the Policy. 

Pre\'Cntive Care 
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!Carrier] covers charges for routine physical examinations including related laboratory tests and x-rays. !Carrier] also covers charges for 
immuni;.alions and vaccines. well baby care. pap smears. mammography. screening tests. bone density tcsting.~colorectal cancer screening. and 
Nicotine Dependence Treatment. But [Carrier] limits what [Carrier I pays each Calendar Year to: 
a) $750 per Covered Person for a Dependent child from birth until the end of the Calendar Year in which the Dependent child attains age l. 
b) $500 per Covered Person for all other Covered Persons. 

These charges are not subject to the Cash Deductible or Coinsurance 
["DC" NOTE: ANY PREVENTIVE CARE SERVICES OR SUPPLIES A COVERED PERSON RECEIVES UNDER THE 
ASSOCIATED HMO PLAN WILL REDUCE THE PREVENTIVE CARE BENEFIT AVAILABLE UNDER THE INDEMNITY 
PLAN.] 

Immunizations and Lead Screening 
!Carrier! will cover charges for: 
a) screening by bl1x>d measurement for lead poisoning for children, including confirmatory blood lead testing and medical evaluation as 

specified by the New Jersey Department of Health and Senior Services and any necessary medical follow-up and treatment for lead 
poisoned children; and 

b) all childhood immunizations as recommended by the Advisory Commillee on lmmu111zation Practices of the United States Public Health 
Services and New Jersey Department of Health and Senior Services. 

Newborn Hearing Screening 
[Carrier] covers charges up to a maximum of 28 days following the date of birth for screening for newborn hearing loss by appropriate 
electrophysiologic screening measures. In addition, [Carrier] covers charges between age 29 days and 36 months for the periodic monitoring of 
infants for delayed onset hearing loss. 

Vision Screening 
[Carrier I covers vision screening for Dependent children, through age 17. to determine the need for vision correction. The vision screening is 
generally performed by the pediatrician during the course of a routine physical examination. The vision screening may suggest that the Covered 
Person should undergo a vision examination. Such vision examination is not covered under the Policy. 

Therapeutic Manipulation 
[Carrier] limits what (Carrier] covers for therapeutic manipulation to 30 visits per Calendar Year. And [Carrier] covers no more than two 
modalities per visit. Charges for such treatment above these limits are a Non-Covered Charge. 
["DC" NOTE: ANY THERAPEUTIC MANIPULATION SERVICES AND SUPPLIES A COVERED PERSON RECEIVES UNDER 
THE ASSOCIATED HMO PLAN WILL REDUCE THE THERAPEUTIC MANIPULATION BENEFITS AVAILABLE UNDER 
THIS INDEMNITY PLAN.] 

Non-Biologically-based Mental Illnesses and Substance Abuse 
[Carrier] limits what [Carrier] pays for the treatment of Non-Biologically-based Mental Illnesses and Substance Abuse as those terms arc 
defined in the Policy. 

A Covered Person may receive treatment as an Inpatient in a Hospital or a Suhstance Abuse Center. He or she may also receive treatment as an 
Outpatient from a Hospital. Suhstance Abuse Center, or any properly licensed or certified Practitioner. psychologist or social worker. 

The Covered Person must pay the Coinsurance shown on the Schedule for Covered Charges for such treatment. [Carrierl limits coverage for all 
treatment of Non-Biologically-based Mental Illnesses and Substance Abuse per Calendar Year to: 
a) thirty (30) days of Inpatient confinement; and 
b) twenty (20) Outpatient visits. 
One or more of any unused Inpatient days may be exchanged for additional Outpatient visits, where each Inpatient day may be exchanged for 
two Outpatient visits. 
Subject to [Carrier! Pre~Approval, one or more of any unused Inpatient days may be exchanged for additional Outpatient visits. where each 
Inpatient day may be exchanged l<.H two Outpatient visits. [Carrier] will reduce benefits hy 50% with respect to charges for Outpatient 
visits beyond the initial 20 visits which are not Pre-Approved by [Carrier] pnwided that benefits would otherwise he payable under the 
Policy. 

[Carrier! docs not pay for Custodial Care, education. or training. 
["DC" NOTE: ANY NON-BIOLOGICALLY-BASED MENTAL ILLNESSES AND SUBSTANCE ABUSE SERVICES AND 
SUPPLIES A COVERED PERSON RECEIVES UNDER THE ASSOCIATED HMO PLAN WILL REDUCE THE NON-
BIOLOGICALL Y-BASED MENTAL ILLNESSES AND SUBSTANCE ABUSE BENEI<'ITS AVAILABLE UNDER THIS 
INDEMNITY PLAN.] 

Transplant Benefits 
I Carrier I covers Medically Necessary and Appropriate services and supplies for the following types of transplants: 
a) Cornea 
hl Kidney 
cl Lung 
d) Liver 

21-325 Supp. 9-20-04 



11:21 App. EXH. W 

e) Heart 
f) Pancreas 
g) Intestine 
h) Allogcncic Bone Marrow 
i) [Autologous Bone Marrow and Associated Dose Intensive Chemotherapy only for treatment of: 
•Leukemia 
•Lymphoma 
•Neuroblastoma 
•Aplastic Anemia 
•Genetic Disorders 
•SCID 
•WISCOT Aldrich 

DEPT. OF INSURANCE 

Subject to [Carrier] Pre-Approval. breast cancer, if the Covered Person is participating in a National Cancer Institute sponsored clinical trial. 
[Carrier] will reduce benefits by 50% with respect to charges for such treatment of breast cancer which are not Pre-Approved by 
[Carrier] provided that benefits would otherwise be payable under the Policy. 
j) {Autologous Bone Marrow transplant and Associated Dose-Intensive Chemotherapy, but only if performed by institutions approved by the 

National Cancer Institute, or pursuant to protocols consistent with the guidelines of the American Society of Clinical Oncologists; 
k) Peripheral Blood Stem Cell transplants, but only if performed by institutions approved by the National Cancer Institute, or pursuant to 

protocols consistent with the guidelines of the American Society of Clinical Oncologists.] 

If the donor does not have health coverage that would cover the costs associated with his or her role as donor. the Policy will cover the donor's 
medical costs associated with the donation. [Carrier] does not cover costs for travel. accommodations or comfort items. 

IMPORTANT NOTICE 

[The Policy has utilization review features. Under these features, [ABC - Systems, a health care review organization] reviews Hospital 
admissions and Surgery performed outside of a Practitioner's office [for Carrier]. These features must be complied with if a Covered Person: 
a) is admitted as an Inpatient to a Hospital. or 
b) is advised to enter a Hospital or have Surgery performed outside of a Practitioner's office. If a Covered Person does not comply with these 
utilization review features. he or she will not be eligible for full benefits under the Policy. See the Utilization Review l:<'eatures section for 
details.] 

[The Policy has Specialty Case Management. Under this provision, [DEF, a Case Coordinator] reviews a Covered Person's medical needs in 
clinical situations with the potential for catastrophic claims to determine whether case management may be available and appropriate. Sec the 
Specialty Case Management section for details.] 

!The Policy has centers or excellence features. Under these features. a Covered Person may obtain necessary care and treatment from Providers 
with whom [Carrier] has entered into agreements. See the Centers of Excellence Features section for details.] 

[What [Carrier] pays is subject to all of the terms of the Policy. Read the !Certificate] carefully and keep it available when consulting a 
Practitioner. 

If an Employee has any questions after reading the [Certificate] he or she should !call The Group Claim Office at the number shown on his or 
her identification card.] 

The Policy is not responsible t'or medical or other results ansmg directly or indirectly from the Covered Person ·s participation in these 
Utilization Review, Specialty Case Management or Centers of Excellence Features. I 

[UTILIZATION REVIEW FEATURES 

Important Notice: If a Covered Person does not comply with the Policy's utilization review features, he or she will not be eligible for 
full benefits under the Policy. 

Compliance with the Policy's utilization review fcatmes does not guarantee what [Carrier] will pay for Covered Charges. What \Carrier] pays is 
based on: 

a) the Covered Charges actually incurred: 
bl the Covered Person being eligible for coverage under the Policy at the time the Covered Charges arc incurred: and 
c) the Cash Deductible. Copaymcnt and Coinsurance provisions. and all or the other terms of the Policy. 

Definitions 
"Hospital admission" means ad1111ssion or a Covered Person to a Hospital as an Inpatient for Medically Necessary and Appropriate care and 
treatment of an Illness or Injury. 

By "covered professional charge, for Surgery" !Carrier] mc..ins Covered Charges that arc made by a Practitioner for performing Surgery. Any 
surgical charge which is not a (\l\ crcd Charge under the terms or the Policy is not payable under the Policy. 

Supp. 9-20-04 21-326 



SMALL EMPLOYER HEALTH BENEFITS PROGRAM 11:21 App. EXH. W 

··8,egular working: day·· means [Monday through Friday from 9 am. to 9 pm. Eastern Time.I not including_ legal holidays. 

Grievance Procedure 
[Carriers must include the disclosure requirements set forth in N.lA.C 8:38A-3.2 

[REQUIRED HOSPITAL STAY REVIEW 

Important Notice: If a Covered Person does not comply with these Hospital stay review features, he or she will not he eligible for full 
benefits under the Policy. 

Notice of Hospital Admission Required 
[Carrier] requires notice of all Hospital admissions. The times and manner in which the notice must be given is described below. When a 
Covered Person docs not comply with the requirements of this section [Carrier I reduces what it pays for covered Hospital charges as a penalty. 

Pre-Hospital Review 
All non-Emergency Hospital admissions must be reviewed by JABC] before they occur. The Covered Person or the Covered Person's 
Practitioner must notify JABC] and request a pre-hospital review. (ABC] must receive the notice and request as soon as possible before the 
admission is scheduled to occur. For a maternity admission, a Covered Person or his or her Practitioner must notify [ABC] and request a pre-
hospital review at least [60 daysJ before the expected date of delivery. or as soon a~ reasonably possible. 

When (ABC] receives the notice and request, [they] evaluate: 
a) the Medical Necessity and Appropriateness of the Hospital admission 
h) the anticipated length of stay and 
c) the appropriateness of health care alternatives, like home health care or other out-patient care. 

(ABC J notifies the Covered Person's Practitioner [by phone, of the outcome of their review. And !they] confirm the outcome of [their] review 
in writing.] 

If [ABC] authorizes a Hospital admission. the authorization is valid for: 
a) the specified Hospital; 
b) the named attending Practitioner; and 
c) the authorized length of stay. 

The authorization becomes invalid and the Covered Person's admission must be reviewed by [ABC] again if: 
a) he or she enters a Facility other than the specified Facility 
b) he or she changes attending Practitioners; or 
c) more than [60 days] elapse between the time he or she obtains authorization and the time he or she enters the Hospital. except in the case 

of a maternity admission. 

Emergency Admission 
IABCI must be notified of all Emergency admissions by phone. This must he done by the Covered Person or the Covered Person's Practitioner 
no later than the end of the next regular working day or as soon as possible after the admission occurs. 
When [ABC] is notified [by phone,] they require the following information: 
a) the Covered Person's name. social security number and date of birth; 
b) the Covered Person group plan number; 
c) the reason for the admission 
d) the name and location of the Hospital 
c) when the admission occurred: and 
f) I the name of the Covered Person· s Practitioner. 

Continued Stay Review 
The Covered Person or his or her Practitioner. must request a continued stay review for any Emergency admission. This must be done at the 
time [ABC] is notified of such admission. 

The Covered Person, or his or her Practitioner. must also initiate a continued stay review whenever it is Medically Necessary and Appropriate 
lo change the authorized length of a Hospital stay. This must be done before the end of the previously authorized length of stay. 

[ABCI also has the right to initiate a continued slay review of any Hospital admission. And [ABCJ may contact the Covered Person's 
Practitioner or Hospital hy phone or 111 writing 

In the case of an Emergency admission. the continued stay review evaluates: 
a) the Medical Necessity and Appropriateness or the Hospital admission: 
h) the anticipated length of stay: and 
c) the appropriateness or health care alternatives. 
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In all other cases. the continued stay review evaluates: 
a) the Medical Necessity and Appropriateness of extending the a_uthorizcd length of stay; and 
b_ the appropriateness of health care alternatives. 

DEPT. OF INSURANCE 

IABC] notifies the Covered Person's Practitioner [by phone, or the outcome or the review. And [ABCJ confirms the outcome of the review in 
writing.] The notice always includes any newly authorized length of stay. 

Penalties for Non-Compliance 
In the case of a non-Emergency Hospital admission. as a penalty for non-compliance. [[Carrier! reduces what it pays for covered Hospital 
charges, by 50%] if: 
a) the Covered Person docs not request a pre-hospital review; or 
b) the Covered Person does not request a pre-hospital review as soon as reasonably possible before the Hospital admission is scheduled to 
occur;or 
c) [ABC's) authorization becomes invalid and the Covered Person docs not obtain a new one; or 
d) [ABC] does not authorize the Hospital admission. 

In the case of an Emergency admission. as a penalty for non-compliance. [[Carrier] reduces what it pays for covered Hospital charges by 50% J. 
if: 
a) 
b) 
C) 

[ABC] is not notified of the admission at the times and in the manner described above; 
the Covered Person does not request a continued stay review; or 
the Covered Person docs not receive authorization for such continued stay. 

The penalty applies to covered Hospital charges incurred after the applicable time limit allowed for giving notice ends. 

For any Hospital admission. if a Covered Person stays in the Hospital longer than [ABC] authorizes, [Carrier I reduces what it pays for covered 
Hospital charges incurred after the authorized length of stay ends [by 50%] a~ a penalty for non-compliance. 

Penalties cannot be used to meet the Pol icy· s Maxi mum Out of Pocket or Cash Deductible. 

[REQUIRED PRE-SURGICAL REVIEW 

Important Notice: If a Covered Person does not comply with these pre-surgical review features, he or she will not be eligible for full 
benefits under the Policy. 

[Carrier] requires a Covered Person to get a pre-surgical review for any non-Emergency procedure perfonned outside of a Practitioner's office. 
When a Covered Person does not comply with the requirements of this section [Carrier) reduces what it pays for covered professional charges 
for Surgery. as a penalty. 

The Covered Person or his or her Practitioner, must request a pre-surgical review from [ABC,. [ABC] must receive the request at least 24 hours 
before the Surgery is scheduled to occur. If the Surgery is being done in a Hospital, on an Inpatient basis, the pre-surgical review request should 
be made at the same time as the request for a pre-hospital review. 

When [ABCI receives the request, they evaluate the Medical Necessity and Appropriateness of the Surgery and they either: 
a) approve the proposed Surgery. or 
b) require a second surgical opinion regarding the need for the Surgery. 

[ABC) notifies the Covered Person's Practitioner. Jby phone. of the outcome of the review. IABCJ also confirms the outcome of the review in 
writing.I 

Second Surgical Opinion 
If [ABC's! review docs not confirm the Medical Necessity and Appropriateness of the Surgery. the Covered Person may obtain a second 
surgical opinion. If the second opinion docs not confirm the medical necessity of the Surgery, the Covered Person may obtain a third opinion. 
although he or she is not required to do so. 

IABCf will give the Covered Person a list of Practitioners in his or her area who will give a second opinion. The Covered Person may get the 
second opinion from la Practitioner on the list. or from] a Practitioner of his or her own choosing. if the Practitioner: 
a) is board certified and qualified, by reason of his or her specialty. to give an opinion on the proposed Surgery; 
b) is not a business assodate of the Covered Person's Practitioner: and 
c) docs not perform the Surgery if it is needed. 

IABCf gives second opinion forms to the Covered Person. The Practitioner he or she chooses fills them out. and then returns them to IABCI. 

[Carrier! covers charges for additional surgical opinions. mcluding charges for related x-ray and tests. But what !Carrier I pays is based on all 
the terms of the Policy. except. these chmgcs arc not subJcct to the Cash Deductible or Coinsurance. 

Pre-Hospital Review 
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If the proposed Surgery is to be done on an Inpatient basis. the Rc4uircd Pre-Hospital Review section must he complied v, ith. Sec the Required 
Pre-Hospital Review section for details. 

Penalties for Non-Compliance 
As a penalty for non-compliance. II Carrier] reduces what it pays for covered professional charges for Surgery hy 50'/r j if: 
a) the Covered Person docs nol request a pre-surgical review: or 
b) [ABC] is not given at leas! 24 hours to review and evaluate the proposed Surgery: or 
c) !ABC] requires additional surgical opinions and the Covered Person docs not gel those opinions before the Surgery is done: 
d) [ABC! docs not confirm the need for Surgery. 

Penalties cannot be used to meet the Policy's Maximum Out or Pocket or Cash Deductihle. 

[SPECIALTY CASE MANAGEMENT 

Important Notice: No Covered Person is required, in any way, to accept a Specialty Case Management Plan recommended by [DEF]. 

Definitions 
"Specialty Case Management" means those services and supplies which meet both of the following tests: 
a) They are determined. in advance. by [Carrier] to be Medically Necessary and Appropriate and cost effective in meeting: the long term or 

intensive care needs of a Covered Person in connection with a Catastrophic Illness or Injury. 
b) While there arc other covered services and supplies available under the Policy for !he Covered Person's condition, the services and 

supplies the [Carrier] offers to make available under the terms of this provision would not otherwise be payable umler the Policy. 

Please note: [Carrier] has sole Discretion lo determine whether lo consider Specialty Case Management for a Covered Person. 

"Catastrophic Illness or Injury" means one of the following: 
a) head injury requiring an Inpatient stay 
b) spinal cord Injury 
c) severe burns over 20'7,, or more of the body 
d) multiple injuries due to an accident 
e) premature birth 
I) CV A or stroke 
g) congenital defect which severely impairs a bodily function 
h) brain damage due to either an accident or cardiac arrest or resulting from a surgical procedure 
i) terminal Illness. with a prognosis of death within 6 months 
j) Acquired Immune Deficiency Syndrome (AIDS) 
kl chemical dependency 
I) mental. nervous and psychoncurotic disorders 
m) any other Illness or Injury determined by [DEF! or [Carrier] to be catastrophic. 

Specialty Case Management Plan 
[DEF! will identify cases of Catastrophic Illness or Injury. The appropriateness or the level of patient care given to a Covered Person as well as 
the setting in which it is received will he evaluated. In order to maintain or enhance the quality of patient care for the Covered Person, [DEF) 
will develop a Specialty Case Management Plan. 

A Specialty Case Management Plan is a specific written document. developed by !DEF] through discussion and agreement with: 
a) the Covered Person. or his or her legal guardian. if necessary; 
b) the Covered Person's attending Practitioner; and 
c) !Carrier!. 

The Specialty Case Management Plan includes: 
a) treatment plan objectives: 
b) course of treatment to accomplish the stated objectives: 
c) the responsibility of each of the following parties in implementing the plan: IDEFJ; attending Practitioner; Covered Person; Covered 

Person's family. if any: and 
d) est! mated cost and savings. 

ff [Carrier!. !DEF!. the attending Practitioner. and the Covered Person agree [in writing.] on a Specialty Case Management Plan. the services 
and supplies required in connection with such Specialty Case Management Pbn will be considered as Covered Charges under the terms or the 
Policy. 

The agreed upon Specialty Case Management treatment must he ordcrcJ hy the Con:rcd Person· s Practitioner. 

Benefits payahk under the Specialty Case Management Plan will he considered in the accumulation or any Calendar Year and Per Lifetime 
maximums. 
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Exclusion 
Specialty Case Management docs not include services and Sll!>plies that [Carner] determines to .lie Experimental or lnvestigationaU 

[CENTERS OF EXCELLENCE F'EATURES 

Important Notice: No Covered Person is required, in any way, to receive medical care and treatment at a Center of Excellence. 

Definitions 
"Center of Excellence·• means a Provider that has entered into an agreement with [Carrier! to provide health benefit services for specific 
procedures. The Centers of Excellence are [identified in the Listing or Centers of Excellence.] 

"Pre-Treatment Screening Evaluation" means the review of past and present medical records and current x-ray and laboratory results by the 
Center of Excellence to determine whether the Covered Person is an appropriate candidate for the Procedure. 

··Procedure" means one or more surgical procedures or medical therapy performed in a Center of Excellence. 

Covered Charges 
In order for charges to be Covered Charges. the Center of Excellence must: 
a) perform a Pre-Treatment Screening Evaluation; and 
b) determine that the Procedure is Medically Necessary and Appropriate for the treatment of the Covered Person. 

Benefits for services and supplies at a Center of Excellence will be [subject to the terms and conditions of the Policy. However. the Utilization 
Review Features will not apply.JI 

EXCLUSIONS 

Payment will not be made for any charges incurred for or in connection with: 

Care or treatment by means of acupu11cture except when used as a substitute for other forms of anesthesia. 

Services for ambula11ce for transportation from a Hospital or other health care Facility, unless the Covered Person is being transferred to 
another Inpatient health care Facility. 

Blood or blood plasma which is replaced by or for a Covered Person. 

Care and or treatment by a Chri~·tia11 Science Practitioner. 

Completio11 of claim forms. 

Services or supplies related to Cosmetic Surgery except as otherwise stated in the Policy; complications of Cosmetic Surgery; drugs prescribed 
for cosmetic purposes. 

Services related to ci,stodial or domiciliary care. 

Dental care or trcatmcnl. including appliances and dental implants, except as otherwise stated in the Policy. 

Care or treatment by means of dose i11te11.~ive cliemotherapy, except as otherwise stated in the Policy. 

Services or supplies. the primary purpose of which is ed11catio11al providing the Covered Person with any of the following: training in the 
activities of daily living: instruction in scholastic skills such as reading and writing; preparation for an occupation; or treatment for learning 
disabilities. 

Experimelllal or h1vestigatirmal treatments. procedures. hospitalizations. drugs. biological products or medical devices, except as otherwise 
stated in the Policy. 

Extractio11 ofteetli. except for bony impacted teeth. 

Services or supplies for or in connection with: 
a) except as otherwise stated in the Policy, exams to determine the need for (or changes of) eyeglasses or lenses of any type; 
b} eyeglasses or lenses of any type except initial replacements for loss of the natural lens: or 
c) eye surgery such as radial keratotomy or Iasik surgery. when the primary purpose is to correct myopia (nearsightedness). hyperopia 

(farsightedness> or astigmatism (blurring}. 

Services or supplies provided by one of the following memhcrs of the Employce·s family: spouse. child. parent. in- law. brother. sister or 
grandparent. 
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Services or supplies furnished in connection with any prm:cdurcs to enhance.fertility which involve harvesting, storage and/or manipulation of 
eggs and sperm. This includes. but is not limited to the .following: a) procedures: invitro f~rtilization: embryo transfer: cmhryo freezing: and 
Gamete lntra-fallop1an Transfer (GIFT> and Zygote Intra-fallopian Transfer (ZlFTj: donor sperm, surrogate motherhood and b} Prescription 
Drugs not eligible under the Prescription Drugs section of the Policy. 

Except as stated in the Newborn Hearing Screening provision, services or supplies related to heari11g aids a11d heari11g exams to determine the 
need for hearing aids or the need to udjL1st them. 
Services or supplies related to herbal medicine. 

["DC'' Services or supplies provided under the associated l/MO Pla11.] 

Services or supplies related to hypnotism. 

Services or supplies necessary because the Covered Person engaged, or tried to engugc, in an illegal occ11patio11 or committed or tried to 
commit an indictable offense in the jurisdiction in which it is committed, or a felony. 

Except as stated below, lll11ess or l11jury, including a condition which is the result of disease or bodily infirmity, which occurred on the job and 
which is covered or could have been covered for benefits provided under workers' compensation, employer's liability. occupational disease or 
similar law. 
Exception: This exclusion does not apply to the following persons for whom coverage under workers' compensation is optional unless such 
persons arc actually covered for workers' compensation: a self-employed person or u partner of a limited liubility partnership, members of a 
limited liability company or partners of a partnership who actively perform services on behalf of the self-employed business, the limited 
liability partnership. limited liability company or the partnership. 

Local a11esthesia charges billed separately if such charges are included in the fee for the Surgery. 

Membership costs for health clubs, weight loss clinics and similar programs. 

Services and supplies rcluted to marriage, career or ji11a11cial co11nseli11g, sex therapy or family therapy, nutritional counseling and related 
services, except as otherwise stated in the Policy. 

Nicotine Depe11dence Treatment, except as otherwise stated in the Preventive Care section of the Policy. 

Any charge identified as a Non-Covered Charge or which arc specificully limited or excluded elsewhere in the Policy, or which arc not 
Medically Necessary and Appropriate. except as otherwise stated in the Policy. 

No11-prescriptio11 drugs or supplies. except 
a) insulin needles and syringes and glucose test strips and lancets; 
b) colostomy bags, belts and irrigators; and 
c) as stated in the Policy for food and food products for inherited metabolic diseases. 

Services provided by a pastoral cmmselor in the course of his or her normal duties as a religious person. 

Personal co11ve11ie11ce or wmfort items including. but not limited to, such items as TV's, telephones, first aid kits, exercise equipment, air 
conditioners, humidifiers. saunas, hot tubs. 

Services or supplies that are not furnished by an eligible Provider. 
Services related to Private Duty N11rsi11g care, except as provided under the Private Duty Nursing section or the Policy. 

The amount of uny charge which is greater than a Reasonable a11d Customary Charge. 

Services or supplies related to rest or co11valescent cures. 

Room a11d board clmrges for a Covered Person in any facility for any period of time during which he or she was not physically present 
overnight in the Facillly. 

Except as stated in th~ Preventive Care section, Routine examinations or preventive care, including related x-rays and laboratory tests, except 
where a specific Illness or Injury is revealed or where a definite symptomatic condition is present: premarital or similar examinations or tests 
not required to diagnose or treat Illness or Injury. 

Services or supplies related to Ro11ti11e Foot Care except: 
a) an open cutting operation to treat weak. strained. llat. unst;_ible or unbalanced feel. mctutarsalgia or bunions: 
b) the removal or nail roots: and 
cl treutmcnt or removal of <.:oms. calluses or toenails in conjunction with the treatment of metabolic or pcnpheral vascular disease. 
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Self-admi11isteretl service.~ such as: biofeedback. patient-controlled analgesia on an Outpal1cnl basis. related diagnostic testing. self-care and 
self-help training. 

Services provided by a social worker, except as otherwise stated in the Policy. 

Services or supplies: 
a) eligible for payment under either federal or state programs (except Medicaid and Medicare). This provision applies whether or not the 

Covered Person asserts his or her rights to obtain this coverage or payment for these services; 
b) for which a charge is not usually made. such as a Practitioner treating a professional or business associate, or services at a public health 

fair: 
c) for which a Covered Person would not have hcen charged if he or she did not have health care coverage; 
d) provided by or in a government Hospital except as stated below. or unless the services are for treatment: 
•of a non-service Emergency: or 
•by a Veterans' Administration Hospital of a non-service related Illness or Injury; 
Exception: This exclusion does not apply to military retirees. their Dependents and the Dependents of active duty military personnel who are 
covered under both the Policy and under military health coverage and who receive care in facilities of the Uniformed Services. 
e) provided outside the United States unless the Covered Person is outside the United States for one of the following reasons: 
•travel, provided the travel is for a reason other than securing health care diagnosis and/or treatment, and travel is for a period of 6 months or 
less; 
•business assignment, provided the Covered Person is temporarily outside the United States for a period of 6 months or less; or 
Subject to [Carrier] Pre-Approval. eligibility for full-time student status. provided the Covered Person is either enrolled and attending an 
Accredited School in a foreign country; or is participating in an academic program in a foreign country, for which the institution of higher 
learning at which the student matriculates in the United States, grants academic credit. Charges in connection with full-time students in a 
foreign country for which cligihility as a full-time student has not been Pre-Approved by [Carrier] arc Non-Covered Charges. 

Sta11d-by services required by a Provider. 

Sterilizatio11 reversal - services and supplies rendered for reversal of sterilization. 

Surgery, sex hormones, and related medical. psychological and psychiatric services to change a Covered Person's sex; services and supplies 
arising from complications of sex transformation. 

Teleplio11e consultations. 

1ram;pla11ts, except as otherwise listed in the Policy. 

1'ra11sportation, travel. 

Visio11 therapy. 

Vitami11s and dietary s11ppleme11ts. 

Services or supplies received as a result of a war, declared or undeclared: police actions; services in the armed forces or units auxiliary thereto. 

Weight reductio11 or co11trol. unless there is a diagnosis of morbid obesity; special foods, food supplements, liquid diets. diet plans or any 
related products and except as provided in the Nutritional Counseling and Food and Food Products for Inherited Metabolic Diseases provisions. 

Wigs, toupees, hair tra11sp/a11ts, hair weavi11g or a11y drug if such drug is used in connection with baldness. 
CONTINUATION RIGHTS 

COORDINATION AMONG CONTINUATION RIGHTS SECTIONS 

As used in this section. COBRA means the Consolidated Omnibus Budget Reconciliation Act of 1985 as enacted. and later amended. 

A Covered Per~on may he cligihlc to continue his or her group health benefits under the Policy·s COURA CONTINUATION RIGHTS 
(CCR) section and under other continuation sections of the Policy at the same time. 

Continuation Under CCR and NEW JERSEY GROUP CONTINUATION RIGHTS (NJGCR): If a Covered Person is eligible to continue his 
or her group health benefits under both the Policy's CCR and NJGCR sections, he or she may elect to continue under CCR. but cannot continue 
under NJGCR. 

Continuation Under CCR and any other continuation section of the Policy: 

If a Covered Person elects lo continue his or her group health benefits under both the Policy's CCR and N.IGCR. the continuations: 
al start at the ,amc time: 
hl run concurrently: and 
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c) end imlcpcndently on their own terms. 

While covered under more than one rnntinuat1on sect 1011. the Covered Person: 
a) will not he entitled to duplicate benefits: and 
b) will not he subject to the premium requirements of more than one section at the same time. 

AN IMPORTANT NOTICE ABOUT CONTINUATION RIGHTS 

The following COBRA CONTINUATION RIGHTS section may not apply to the Employer's Policy. The Employee must contact his or 
her Employer to find out if: 
a) the Employer is subject to the COBRA CONTINUATION RIGHTS section in which case; 
b) the section applies to the Employee. 

COBRA CONTINUATION RIGHTS (Generally applies to employer groups with 20 or more employees) 

Important Notice 
Under this section. "Qualified Continucc" means any person who, on the day before any event which would qualify him or her for continuation 
under this section, is covered for group health benefits under the Policy as: 
a) an active. covered Employee; 
b) the spouse of an active, covered Employee; or 
c) the Dependent child of an active. covered Employee. Except as stated below, any person who becomes covered under the Policy during a 

continuation provided by this section is not a Qualified Conlinuee. 
Exception: A child who is born to the covered Employee, or who is placed for adoption with the covered Employee during the continuation 
provided by this section is a Qualified Continuee. 

If An Employee's Group Health Benefits Ends 
If an Employee's group health benefits end due to his or her termination of employment or reduction of work hours, he or she may elect to 
continue such benefits for up to 18 months. unless he or she was terminated due to gross misconduct. 
A Qualified Continucc may elect to continue coverage under COBRA even if the Qualified Continucc: 
a) is covered under another group plan on or before the date of the COBRA election; or 
h) is entitled to Medicare on or before the <late of the COBRA election. 

The continuation: 
a) may cover the Employee and any other Qualified Continucc; and 
b) is subject to the When Continuation Ends section. 

Extra Continuation for Disabled Qualified Continuees 
If a Qualified Continuee is determined to be disabled under Title II or Title XVI of the United States Social Security Act on the date his or her 
group health benefits would otherwise end due to the Employee's termination of employment or reduction of work hours or during the first 60 
days of continuation coverage. he or she and any Qualified Continuee who is not disabled may elect to extend his or her 18 month continuation 
period above for up to an extra 11 months. 

To elect the extra 11 months of continuation. the Qualified Continucc must give the Employer written proof of Social Security's determination 
of his or her disability before the earlier of: 
a) the end of the 18 month continuation period; and 
b) 60 days after the <late the Qualified Continuec is determined to be disabled. 

If, during this extra 11 month continuation period. the Qualified Continuce is determined to be no longer disabled under the Social Security 
Act. he or she must notify the Employer within 30 days of such determination, and continuation will end. as explained in the When 
Continuation Ends section. 

An additional 50% of the total premium charge also may be required from the Qualified Continuec by the Employer during this extra 11 month 
continuation period. 

If An Employee Dies While Insured 
If an Employee <lies while insured. any Qualified Continucc whose group health benefits would otherwise end may elect to continue such 
benefits. The continuation can last for up to 36 months. subject to the When Continuation Ends section. 

If An Employee's Marriage [or Domestic PartnershiJ>l Ends 
If an Employcc·s marriage ends due to legal divorce or legal separation [or termination of the domestic partnership]. any Qualified Continuce 
whose group health benefits would otherwise emJ may elect to continue such benefits. The continuation can last for up to 36 months. suh3cct to 
the Wh~n Continuation Ends section. 

II' A l)ependcnt Loses Eligibility 
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If a Dependent child's group health benefits end due to his or her loss uf dependent chgihility as dctined in the Policy. other than the 
Employee's i;ovcragc ending. he or she may elect to continue such benefits. Ho):Vevcr, such Dependent child must be a Qualified Continuce. 
The continuation can last for up to 36 months. subJect to When Continuation Ends. 

Concurrent Continuations 
If a Dependent elects to continue his or her group health benefits due to the Employee's termination of employment or reduction of work hours. 
the Dependent may elect to extend his or her 18 month continuation period to up to 36 months. it' during the 18 month continuation period, 
either: 
a) the Dependent becomes eligible for 36 months of group health benefits due to any of the reasons stated above; or 
b) the Employee becomes entitled to Medicare 
The 36 month continuation period starts on the date the 18 month continuation period started. and the two continuation periods will be deemed 
to have run concurrently. 

Special Medicare Rule 
Except a~ stated below, the "special rule" applies to Dependents of an Employee when the Employee becomes entitled to Medicare prior to 
termination of employment or reduction in work hours. The continuation period for a Dependent upon the Employee's subsequent termination 
of employment or reduction in work hours will be the longer of the following: 
a) 18 months from the date of the Employee's termination of employment or reduction in work hours: or 
b) 36 months from the date of the Employee's earlier entitlement to Medicare. 

Exception: If the Employee becomes entitled to Medicare more than 18 months prior to termination of employment or reduction in work hours, 
this "special rule" will not apply. 

The Qualified Continuee's Responsibilities 
A person eligible for continuation under this section must notify the Employer, in writing, of: 
a) the legal divorce or legal separation [or termination of the domestic partnership]of the Employee from his or her spouse; or 
b) the loss of dependent eligibility, as defined in the Policy, of an insured Dependent child. 

Such notice must he given to the Employer within 60 days of either of these events. 

The Employer's Responsibilities 
The Employer must notify the Qualified Continuee. in writing, of: 
a) his or her right to continue the Policy's group health benefits; 
b) the monthly premium he or she must pay to continue such benefits; and 
c) the times and manner in which such monthly payments must be made. 

Such written notice must be given to the Qualified Continuee within 44 days of: 
a) the date a Qualified Continuee's group health benefits would otherwise end due to the Employee's death or the Employee's termination of 

employment or reduction of work hours; or 
b) the date a Qualified Continuce notifies the Employer, in writing, of the Employee's legal divorce or legal separation [or termination of the 

domestic partnership] from his or her spouse, or the loss of dependent eligibility of an insured Dependent child. 

The Employer's Liability 
The Employer will be liable for the Qualified Continuee·s continued group health benefits to the same extent as, and in place of, [Carrier!, if: 
a) the Employer fails to remit a Qualified Continuec·s timely premium payment to [Carrier] on time, thereby causing the Qualified 

Continuee·s continued group health benefits to end: or 
b) the Employer fails to notify the Qualified Continuce of his or her continuation rights, as described above. 

Election of Continuation 
To continue his or her group health benefits, the Qualified Continuee must give the Employer written notice that he or she elects to continue. 
An election by a minor Dependent Child can be made by the Dependent Child's parent or legal guardian. This must be done within 60 days of 
the date a Qualified Continuec receives notice of his or her continuation rights from the Employer as described above. And the Qualified 
Continuee must pay the first month's premium in a timely manner. 

The subsequent premiums must be paid to the Employer. by the Qualified Continuee. in advance. at the times and in the manner specified by 
the Employer. No further notice of when premiums arc due will be given. 

The monthly premium will he the total rate which would have been charged for the group health benefits had the Qualified Continuee stayed 
insured under the Policy on a regular basis. It includes any amount that would have been paid by the Employer. Except as explained in the 
Extra Continuation for Disabled Qualified Continuees section. an additional charge of two percent of the total premium charge may also be 
required by the Employer. 

If the Qualified Continuee rails to give the EmplPycr notice of his or her intent to continue. or fails to pay any required premiums in a timely 
manner. he or she wai\'es his or her continuation rights. 

(;!'ace in Payment of Premiums 
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i\ Qualified Continucc·s premium payment 1s timely if. with respect to the fnsl payment after the Qualified Contrnuec elects to contrnuc. such 
payment JS made no later than .is days after such election. In all other c;1scs. such premium payment is timely if it is made within JI days of the 
specified date. 

If timely payment is nrnde to the plan in an amount that is not significantly less than the amount the Employer rcljuires to be paid for the pcriud 
of wverage. then the amount paid is deemed to satisfy the Employer's requirement for the amount that must be paid. unless the plan notifies the 
Qualified Continuee of the amount of the deficiency and grants an additional 30 days for payment of the deficiency to be made. i\n amount 1s 
not significantly less t.han the amount the Employer requires to he paid for a period of coverage if and only if the shortfall is no greater than the 
lesser of the follow111g two amounts: 
a) Fifty dollars (or such other amount as the Commissioner may provide in a revenue ruling. notice. or other guidance publi~hed 111 the 

Internal Revenue Code Bulletin); or 
b) Ten percent of the amount the plan requires to be paid. 

Payment is considered a, made on the date on which it is sent to the Employer. 

When Continuation Ends 
A Qualified Continuce's cont111ued group health benefits end on the first of the following: 
a) with respect to continuation upon the Employee's termination of employment or reduction of work hours, the end of the 18 month period 

which starts on the date the group health benefits would otherwise end: 
b) with respect to a Qualified Continuee who has elected an additional 11 months of continuation due to his or her own disability or the 

disability of a family member. the earlier of: 
•the end of the 29 month period which starts on the date the group health benefits would otherwise end: or 
•the first day of the month which coincides with or next follows the date which is 30 days after the date on which a final determination is made 
that a disabled Qualified Continuec is no longer disabled under Title II or Title XVI of the United States Social Security Act: 
c) with respect to continuation upon the Employee's death. the Employee's legal divorce or legal separation [or termination of the domestic 

partnership]. or the end of an insured Dependent's eligibility. the end of the 36 month period which starts on the date the group health 
benefits would otherwise end; 

d) with respect to a Dependent whose continuation is extended due to the Employee's entitlement to Medicare, the end of the 36 month 
period which starts on the date the group health benefits would otherwise end; 

e) the date the Policy ends; 
f) the end of the period for which the last prcm1 um payment is made; 
g) the date he or she becomes covered under any other group health plan which contains no limitation or exclusion with respect to any Pre-

Existing Condition of the Qualified Continuce or contains a pre-existing conditions limitation or exclusion that is eliminated through the 
Qualified Continuee· s total period of Crcditahlc Coverage.: 

h) the date he or she becomes entitled lo Medicare: 
i) termination of a Qualified Continuee for cause (e.g. submission of a fraudulent claim) on the same basis that the Employer terminates 

coverage of an active employee for cause 

NEW JERSEY GROUP CONTINUATION RIGHTS 

If An Employee's Group Benefits End 
If an Employee's health coverage ends due to termination of employment for a reason other than for cause. or reduction of work hours to below 
25 hours per week, he or she may elect to continue such benefits for up to 12 months, subject to the When Continuation Ends section. At the 
Employee's option, he or she may elect to continue health coverage for any of his or her then insured Dependents whose coverage would 
otherwise end at this time. If an Employee acquires one or more Dependents after the continued health coverage begins, he or she may elect to 
add such Newly Acquired Dependents to the wntinued coverage for the remaining period of continued health coverage. In order to continue 
health coverage for his or her Dependents, the Employee must elect to continue health coverage for himself or herself. 

What the Employer Must Do 
At the time of termination of employment or reduction of work hours. the Employer must notify the Employee, in writing. of: 
a} his or her right lo continue the Policy's group health hencfits: 
h) the monthly premium he or she must pay to continue sud1 benefits: and 
c) the times and manner in which such monthly payments must be made. 

What The Employee Must Do 
To continue his or her health coverage. the Employee must send~ written request to the Employer within 30 days of the date of termination of 
employment or reduction of work hours. The Employee must also puy the first month· s premium. The first premium payment must he made 
within ~0 days of the date the Employee elects continuation. 

The subsequent rrcmiums must he paid to the Employer. by the Employee. in advance. at the times and in the manner !Carnerj specifies. 

The monthly premium will he the total rate which would have been charged for the small group benefits had the Employee stayed insured under 
the Policy on a rc~ular basis. It includes any amount that the Employer would have paid. And an additional charge of two rcrccnt of the total 
premium may he charged for the continued coverage. 
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If an Employee fails to give the Employer notice that he or she elects to continue. or fails to make any premium payment in alimcl~ manner. he 
or sh,:. waives his or her continuation rights. All premium payments. except the first, will be considered timc:_ly if they are made within 31 day!\. 
of the specified due dates. 

The Continued Coverage 
The Employee's continued coverage will be identical to the coverage he or she had when covered under the Policy on a regular basis. Any 
modifications made under the Policy will apply to similarly situated continuees. !Carrier) docs not ask for proof of insurahility in order for an 
Employee to continue. 

When Continuation Ends 
A Covered Person's continued health coverage ends on the first of the following: 
a) the date which is 12 months from the date the small group benefits would otherwise end: 
b) the date the Covered Person becomes eligible for Medicare; 
c) the end of the period for which the last premium payment is made: 
d) the date the Covered Person becomes covered under another group health benefits plan which contains no limitation or exclusion with 

respect to any Pre-Existing Condition of the Covered Person; 
e) with respect to a Covered Person who becomes covered under another group health benefits plan which contains a limitation or exclusion 

with respect to a Pre-Existing Condition of the Covered Person, the date such limitation or exclusion ends; 
f) the date the Employer no longer provides any health benefit plans for any of the Employer's Employees or their eligible Dependents: or 
g) with respect to a Dependent, the date he or she is no longer an eligible Dependent as defined in the Policy. 

A TOTALLY DISABLED EMPLOYEE'S RIGHT TO CONTINUE GROUP HEALTH BENEl<'ITS 

If An Employee is Totally Disabled 
An Employee who is Totally Disabled and whose group health benefits end because his or her active employment or membership in an eligible 
class ends due to that disability, can elect to continue his or her group health benefits. But he or she must have been insured by the Policy for al 
lca.~t three months immediately prior to the date his or her group health benefits ends. The continuation can cover the Employee, and at his or 
her option. his or her then insured Dependents. 

How And When To Continue Coverage 
To continue group health benefits, the Employee must give the Employer written notice that he or she elects to continue such benefits. And he 
or she must pay the first month's premium. This must be done within 31 days of the date his or her coverage under the Policy would otherwise 
end. 

Subsequent premiums must be paid to the Employer monthly, in advance, at the times and in the manner specified by the Employer. The 
monthly premium the Employee must pay will be the total rate charged for an active Full-Time Employee, insured under the Policy on a regular 
basis. on the date each payment is due. It includes any amount which would have been paid by the Employer. 

!Carrier) will consider the Employee's failure to give notice or to pay any required premium as a waiver of the Employee's continuation rights. 

If the Employer fails. after the timely receipt of the Employee's payment. to pay !Carrier) on behalf of such Employee, thereby causing the 
Employee's coverage to end; then such Employer will be liable for the Employee's benefits, to the same extent as, and in place of. [Carrier]. 

When This Continuation Ends 
These continued group health benefits end on the first of the following: 
a) the end of the period for which the last payment is made, if the Employee stops paying. 
b) the date the Covered Person becomes employed and eligible or covered for similar benefits by another group plan, whether it be an insured 

or uninsured plan; 
c) the date the Policy ends or is amended lo end for the class of Employees to which the Employee belonged; or 
d) with respect to a Dependent. the date he or she stops being an eligible Dependent as defined in the Policy. 

AN EMPLOYEE'S RIGHT TO CONTINUE GROUP HEALTH BENEFITS DURING A FAMILY LEAVE OF ABSENCE 

Important Notice 
This section may not apply to an Employer's Policy. The Employee must contact his or her Employer to find out if: 
a) the Employer must allow for a leave of absence under Federal law in which case; 
h) the section applies to the Employee. 

It' An Employee's Group Health Coverage Ends 
Group health coverage may end for an Employee because he or she ceases rull-Timc work due to an approved leave of absence. Such leave of 
absence must have been granted to allow the Employee to care for a sick family member or after the hinh or adoption of a child. If so, his or her 
group health benefits insurance will he continued. Dependents' insurance may also tic <.:ontinucd. The Employee will be required to pay the 
same share of premium as hcfore the leave or absence. 

When Continuation Ends 
lnsurmu:e may continue until the curliest or: 
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al the dale the Employee returns LO Full-T1mc work: 
h)_ the end of a total leave period of 12 weeks in any 12 month period;_ 
c) the date on which the Employee's coverage would have ended had the Employee not been on leave: or 
d) the cm.I of the period for which the premium has hecn paid. 

[A DEPENDENT'S RIGHT TO CONTINUE GROUP HEALTH BENEFITS 

If an Employee dies, any or his or her Dependents who were insured under the Policy may elect to continue coverage. SubJect to the payment of 
the required premium. coverage may be continued until the earlier of: 
a) 180 days following the date of the Employee's death: or 
b) the date the Dependent is no longer eligible under the terms of the Policy.) 

[CONVERSION RIGHTS FOR DIVORCED SPOUSES 

IF AN EMPLOYEE'S MARRIAGE [OR DOMESTIC PARTNERSHIP] ENDS 

If an Employee's marriage ends by legal divorce or annulment [ur if the c.lomestic partnership terminates], the group health benefits for his or 
her former spouse ends. The former spouse may convert to an individual major medical policy during the conversion period. The former spouse 
may insure under his or her individual policy any of his or her Dependent children who were insured under the Policy on the dale the group 
health benefits ends. Sec exceptions below. 

Exceptions 
No former spouse may use this conversion right: 
a) if he or she is cl!gible for Medicare: or 
b) if it would cause him or her to be overinsured. 

This may happen if the spouse is covered or eligible for coverage providing similar benefits provided by any other plan, insured or not insured. 
[Carrier] will determine if overinsurancc exists using its standards for overinsurance. 

HOW AND WHEN TO CONVERT 

The conversion period means the 31 days after the date group health benefits ends. The former spouse must apply for the individual policy in 
writing and pay the first premium for such policy during the conversion period. Evidence of insurability will not be required. 

THE CONVERTED POLICY 

The individual policy will provide the medical benefits that [Carrier] is required to offer in the state where the Employer is located. 

The individual policy will take effect on the day after group health benefits under the Policy ends. 

After group health benefits under the Policy ends, the former spouse and any children coverec.l under the individual policy may still be paid 
benefits under the Policy. If so. benefits to be paid under the individual policy will be reduced by the amount paid under the Policy.] 

EI<':FECT OF INTERACTION WITH A HEALTH MAINTENANCE ORGANIZATION PLAN 
HEALTH MAINTENANCE ORGAI\IZATION ("HMO") means a prepaid alternative health care delivery system. 

A Policyholder may offer its Employees HMO membership in lieu of the group health benefits insurance provided by the Policy ["DC" ,where 
this Indemnity Plan is issued in conjunction with an HMO Plan. This Effect of Interaction with a Health Maintenance Organization Plan 
provision docs not apply to Employees and their Dependents who arc HMO members due lo coverage under this Indemnity Plan and the 
associated HMO Plan.] If the Employer docs [''DC" offer HMO membership under an HMO plan other rlum the associated HMO Plan]. the 
following provisions apply. 

IF AN INSURED EMPLOYEE ELECTS IIMO MEMBERSIIIP 
Date Group Health Benefits Insurance Ends 
Insurance for an Employee and his or her Dependents will end on the date the Employee becomes an HMO member. 

Benefits Arter Group Health Benefits Insurance Ends 
When an Employee hccomcs an HMO mcmhcr. the Extended Health Benefits section of the Policy will not apply to him or her and his or her 
Vcpcndents. 

Exception: 
[F, on the date membership takes effect. the I IMO docs not provide benefits c.Jue to: 
a) an HMO waiting period 
h) an 11'.\10 Pre-Existing CD11di1io11s limit. or 
<.:) a confinement in a IIP,pital not affiliated with the 11:v!O 

21-337 Supp. 9-20-04 



11:21 App. EXH. W 

AND the HMO provides benefits for Total Disability when membership ends 

THEN group health benefits will be pai<l until the first of the following Ol:curs: 
a) 30 days expire from the <late membership takes effect 
b) the HMO's waiting period en<ls 
c) the HMO's Pre-Existing Conditions limit expires. or 
d) hospitalization ends. 

DEPT. OF INSURANCE 

IF AN HMO MEMBER ELECTS GROUP HEALTH BENEl<'ITS INSURANCE PROVIDED BY THE POLICY 
Date Transfer To Such Insurance Takes Effect 
Each Employee who is an HMO member may transfer to such insurance hy written request. If he or she elects to do so, any Dependents who are 
HMO members must also be included in such request. The date such persons arc to be insured depends on when and why the transfer request is 
made. 

request made during an open enrollment period 
!Carrier] and the Policyholder will agree when this period will be. If an Employee requests insurance during this period. he or she and his or her 
Dependents will be insured on the date such period ends. 

Request made because: 
a) an HMO ends its operations 
b) the Employee [moves outside] !no longer lives. works or resides in ]the HMO service area 

If an Employee requests insurance because membership ends for these reasons. the date he or she and his or her Dependents are to be insured 
depends on the date the request is made. 

If it is made: 
a) on or before the date membership ends, they will be insured on the date such membership ends 
b) within 31 days after the date membership ends, they will be insured on the date the request is made 
c) more than 31 days after the date membership ends, the Employee and his or her Dependents will be Late Enrollees. 

Request made because an HMO becomes insolvent 
If an Employee requests insurance because membership ends for this reason. the date he- or she and his or her Dependents are to be insured 
depends on the date the request is made. 

If it is made: 
a) within 31 days after the date membership ends, they will be insured on the date the request is made 
b) more than 31 days after the dale membership ends. Lhe Employee and his or her Dependents will be Late Enrollees. 

Request made at any other time 
An Employee may request insurance at any lime other than that described above. In this case, he or she and his or her Dependents will be Late 
Enrollees. 

Other Provisions Affected By A Transfer 
If a person makes a transfer. the following provisions. if required by the Policy for such insurance, will not apply on the transfer date: 
a) [an Actively at Work requirement] 
b) a waiting period to the extent it has already been satisfied, or 
c) Pre-Existing Conditions Limitation provisions to the extent it has already been satisfied. 

Charges not covered 
Charges incurred before a person becomes insured will be considered Non-Covered Charges. 

Right to change premium rates 
[Carrier] has the right to change premillm rates when. in its opinion. its liability under the Policy is changed hy interaction with an HMO plan. 

COORDINATION OF BENEFITS AND SERVICES 

Purpose Of This Provision 
A (Covered Person) may be cowrcd for health benefits or services hy more than one Plan. For instance, he or she may he covered hy this 
!Policy J as an Employee and hy anoth~r plan as a Dependent of his or her spouse. If he or she is covered by more than one Plan. this provision 
allows [Carrier! to coor<linatc what !Carrier] pays or provides with what another Plan pays or provides. This provision sets forth the rules for 
determining which is the Primary Plan and which is the Secondary Plan. Coordination of benefits is intended to avoid duplication of benefits 
while at the same time preserving certain rights to coverage under all Plans Linder which the !Cnverc<l Person J ts covered. 

DEFINITIONS 
The words shown hclow have spc<.:ial m~anings when used in this provisio11. Please read these definitions carefully. IThrnughout this provision. 
these defined terms appear with their initial letlcr capitalized.) 
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Allowable Expense: The charge for any health rnrc servi<.:c, supply or other item of expense for wb_ich the I Covered Person I is liahle_when the 
health care service, supply or other item of expense is covered at least in part umlcr any of the Plans involved, except where a statute requires 
another definition, or as otherwise stated hclow. 

When this [Policy I is coordinating benefits with a Plan that provides benefits only for dental care. vision care, prescription drugs or hearing: 
aids, Allowable Expense is limited to like items of expense. 

[Carrier] will not consider the difference between the cost of a private hospital room and that of a semi-private hospital room as an Allowahle 
Expense unless the stay in a private room is Medically Necessary and Appropriate. 
When this [Policy I is coordinating benet·its with a Plan that restricts coordination of benefits to a specific coverage, [Carrier I will only consider 
corresponding services, supplies or items of expense to which coordination of benefits applies as an Allowable Expense. 

Claim Determination Period: A Calendar Year. or portion of a Calendar Year, during which a !Covered Person] is covered by this [Policy] 
and at least one other Plan and incurs one or more Allowable Expcnse(s) under such plans. 

Plan: Coverage with which coordination of benefits is allowed. Plan includes: 
a) Group insurance and group subscriber contracts, including insurance continued pursuant to a Federal or State continuation law: 
b) Self-funded arrangements of group or group-type coverage, including insurance continued pursuant to a Federal or State continuation law; 
c) Group or group-type coverage through a health maintenance organization (HMO) or other prepayment, group practice and individual 

practice plans, including insurance continued pursuant to a Pederal or State continuation law; 
d) Group hospital indemnity benefit amounts that exceed $150 per day: 
e) Medicare or other governmental benefits, except when, pursuant to law, the benefits must he treated as in excess of those of any private 

insurance plan or non-governmental plan. 

Plan docs not include: 
a) Individual or family insurance contracts or subscriber contracts: 
b) Individual or family coverage through a health maintenance organization or under any other prepayment, group practice and individual 

practice plans; 
c) Group or group-type coverage where the cost of coverage is paid solely by the [Covered Person] except that coverage being continued 

pursuant to a Federal or State continuation law shall be considered a Plan: 
d) Group hospital indemnity hencfit amounts of $150 per day or less: 
e) School accident -type coverage: 
f) A State plan under Medicaid. 

Primary Plan: A Plan whose hencfits for a [Covered Person's I health care coverage must be determined without taking into consideration the 
existence of any other Plan. There may he more than one Primary Plan. A Plan will be the Primary Plan if either either "a" or "b" below exist: 
a) The Plan has no order of benefit determination rules. or it has rules that differ from those contained in this Coordination of Benefits and 

Services provision; or 
b) All Plans which cover the [Covered Person] use order of benefit determination rules consistent with those contained in the Coordination of 

Benefits and Services provision and under those rules, the plan determines its benefits first. 

Reasonable and Customary: An amount that is not more than the usual or customary charge for the service or supply as determined by 
[Carrier], based on a standard which is most often charged for a given service by a Provider within the same geographic area. 

Secondary Plan: A Plan which is not a Primary Plan. If a [Covered Person] is covered by more than one Secondary Plan, the order of benefit 
determination rules of this Coordination of Benefits and Services provision shall he used to determine the order in which the benefits payable 
under the multiple Secondary Plans arc paid in relation to each other. The benefits of each Secondary Plan may take into consideration the 
benefits of the Primary Plan or Plans and the benefits of any other Plan which, under this Coordination of Benefits and Services provision, has 
its benefits determined before those of that Secondary Plan. 

PRIMARY AND SECONDARY PLAN 
[Carrier] considers each plan separately when coordinating payments. 

The Primary Plan pays or provides services or supplies first, without taking into consideration the existence of a Secondary Plan. It a Plan has 
no coordination of benefits provision, or ir the order of benefit determination rules differ from those set forth rn these provisions. it is the 
Primary Plan. 

A Secondary Plan takes into consideration the benefits provided by a Primary Plan when, according to the rules set forth below. the plan is the 
Secondary Plan. If there is more than one Secondary Plan, the order of benefit determination rules determine the order among the Secondary 
Plans. Dming each Claim Determination Period the Secondary Plan(s) will pay up to the remaining unpaid allcmahlc expenses, but no 
Secondary Plan will pay more than it would have paid if it had been the Primary Plan. The method the Secondary Plan uses to determine the 
amount to pay is set forth below in the ''Procedures to he Followed by the Secondary Plan to Calculute Benefits" section of this provision. 

The Secondary Plan shall not reduce Allowable Expenses for medically nccess:ny and approrriatc services or surplics on the basis that 
prcccrtification, preapproval. notific1tion or second surgical opinion procedures were not followed. 
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RULES FOR THE ORDER OF BENEFIT DETER:\UNATION 

The henefits of the Plan that covers the I Covered Person] as an employee. member. suhscrihcr or retiree shall be determined he fore those of the 
Plan that covers the [Covered Person I as a Dependent. The coverage as an employee. member. suhscriher or retiree is the Primary Plan. 

The henelits of the Plan that covers the [Covered Person I as an employee who is neither laid off nor retired, or as a dependent of such person. 
shall be determined before those for the Plan that covers the [Covered Person! as a laid off or retired employee. or as such a person's 
Dependent. If the other Plan docs not contain this rule. and as a result the Plans do not agree on the order of benefit determination. this portion 
of this provision shall be ignored. 
The benefits of the Plan that covers the [Covered Person! a~ an employee. memher. subscriber or retiree. or Dependent of such person, shall be 
determined before those of the Plan that covers the [Covered Person] under a right of continuation pursuant to Federal or State law. If the other 
Plan does not contain this rule. and as a result the Plans do not agree on the order of benefit determination. this portion of this provision shall be 
ignored. 

If a child is covered as a Dependent under Plans through both parents, and the parents are neither separated nor divorced. the following rules 
apply: 
a) The benefits of the Plan of the parent whose birthday falls earlier in the Calendar Year shall be determined before those of the parent 

whose birthday falls later in the Calendar Year. 
bl If both parents have the same birthday, the benefits of the Plan which covered the parent for a longer period of time shall be determined 

before those of plan which covered the other parent for a shorter period of time. 
c) Birthday, as used above, refers only to month and day in a calendar year. not the year in which the parent was born. 
d) If the other plan contains a provision that determines the order of benefits based on the gender of the parent. the birthday rule in this 

provision shall be ignored. 

If a child is covered as a Dependent under Plans through both parents, and the parents arc separated or divorced, the following rules apply: 
a) The benefits of the Plan of the parent with custody of the child shall be determined first. 
b) The benefits of the Plan of the spouse of the parent with custody shall be determined second. 
c) The benefits of the Plan of the parent without custody shall be determined last. 
d) If the terms of a court decree state that one of the parents is responsible for the health care expenses for the child, and if the entity 

providing coverage under that Plan has actual knowledge of the terms of the court decree, then the benefits of that plan shall be determined 
first. The benefits of the plan of the other parent shall be considered as secondary. Until the entity providing coverage under the plan has 
knowledge of the terms of the court decree regarding health care expenses, this portion of this provision shall be ignored. 

If the above order of benefits docs not establish which plan is the Primary Plan. the benefits of the Plan that covers the employee, member or 
subscriber for a longer period of time shall be determined before the benefits of the Plan(s) that covered the person for a shorter period of time. 

Procedures to be Followed by the Secondary Plan to Calculate Benefits 

In order to detennine which procedure to follow it is necessary to consider: 
a) the basis on which the Primary Plan and the Secondary Plan pay benefits; and 
h) whether the provider who provides or arranges the services and supplies is in the network of either the Primary Plan or the Secondary Plan. 

Benefits may be based on the Reasonable and Customary Charge (R&C), or some similar term. This means that the provider bills a charge and 
the [Covered Person! may be held liable for the full amount of the billed charge. In this section, a Plan that bases benefits on a reasonable and 
customary charge is called an "R&C Plan." 

Benefits may be based on a contractual fee schedule. sometimes called a negotiated fee schedule, or some similar term. This means that 
although a provider, called a network provider, bills a charge, the !Covered Person] may be held liable only for an amount up to the negotiated 
fee. In this section, a Plan that bases benefits on a negotiated fee schedule is called a "Fee Schedule Plan." If the !Covered Person] uses the 
services of a non-network provider. the plan will be treated as an R&C Plan even though the plan under which he or she is covered allows for a 
fee schedule. 

Payment to the provider may he based on a ··capitation··. This means that then HMO or other plans pays the provider a fixed amount per 
[Covered Person I. The !Covered Person I is liable only for the applicable deductible, coinsurance or copaymcnt. If the !Covered Person] uses 
the services of a non-network provider. the HMO or other plans will only pay benefits in the event of emergency care or urgent care. In this 
section. a Plan that pays providers based upon capitation is called a "Capitation Plan." 

In the rules hclow, "provider" refers to the provider who provides or arranges the services or supplies and "HMO" refers to a health 
maintenance organization plan. 

Primary Plan is R&C Plan and Secondary Plan is R&C Plan 
The Secondary Plan shall pay the lesser of: 
aJ the difference hetwccn the amount nf the hilled charges and the umnunt paid hy the Primary Plan: or 
hJ the amount the Secondary Plan would have paid if il had hccn the Primary Plan. 
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When the benefits of the Secondary Plan are reduced as a result of this calculation. each benefit shall be reduced in proportion. an<l the amount 
paid shall be charged against any applicable benefit limit of the plan. 

Primary Plan is Fee Schedule Plan and Secondary Plan is Fee Schedule Plan 
If the provider is a network provider in both the Primary Plan and the Secondary Plan. the Allowable Expense shall be the fee schedule of the 
Primary Plan. The Secondary Plan shall pay the lesser of: 
a) The amount of any deductihle. coinsurance or copayment re411ircd hy the Primary Plan: or 
b) the amount the Secondary Plan would have paid if it had been the Primary Plan. 
The total amount the provider receives from the Primary plan. the Secondary plan and the [Covered Person] shall not exceed the fee schedule of 
the Primary Plan. In no event shall the ! Covered Person] be responsible for any payment in excess of the co payment. coinsurance or dcduc1ible 
of 1he Secondary Plan. 

Primary Plan is R&C Plan and Secondary Plan is Fee Schedule Plan 
If the provider is a network provider in the Secondary Plan. the Secondary Plan shall pay the lesser of: 
a) the difference between the amount of the billed charges for the Allowable Expenses and !he amount paid by the Primary Plan: or 
b) the amount the Secondary Plan would have paid if it had been the Primary Plan. 
The [Covered Person] shall only he liable for the copaymcnt, deductible or coinsurance under the Secondary Plan if the [Covered Person] has 
no liability for copayment, deductible or coinsurance under the Primary Plan and the total payments by both the primary and Secondary Plans 
arc less than the provider's billed charges. In no event shall the [Covered Person] be responsible for any payment in excess of the copaymenl. 
coinsurance or deductible of the Secondary Plan. 

Primary Plan is Fee Schedule Plan and Secondary Plan is R&C Plan 
If the provider is a network provider in the Primary Plan. the Allowable Expense considered by the Secondary Plan shall he the fee schedule of 
the Primary Plan. The Secondary Plan shall pay the lesser of: 
a) The amount of any deducti hie. coinsurance or copayment rc4ui red by the Primary Plan; or 
b) the amount the Secondary Plan would have paid if it had been the Primary Plan. 

Primary Plan is Fee Schedule Plan and Sccondarv Plan is R&C Plan or Fee Schedule Plan 
If the Primary Plan is an HMO plan that does not allow for the use of non-network providers except in the event of urgent care or emergency 
care and the service or supply the [Covered Person] receives from a non-network provider 1s not considered as urgent care or emergency care. 
the Secondary Plan shall pay benefils as if it were the Primary Plan. 

Primary Plan is Capitalion Plan and Secondary Plan is Fee Schedule Plan or R&C Plan 
If the [Covered Person] receives services or supplies from a provider who is 111 the network of both the Primary Plan and the Secondary Plan, 
the Secondary Plan shall pay the lesser of: 
a) The amount of any deductible, coinsurance or copayment required by the Primary Plan; or 
b) the amount the Secondary Plan would have paid if it had been the Primary Plan. 

Primary Plan is Capitation Plan or Fee Schedule Plan or R&C Plan and Secondary Plan is Capitation Plan 
If the [Covered Person[ receives services or supplies from a provider who is in the network of the Secondary Plan, the Secondary Plan shall he 
liable to pay the capitation to the provider and shall not be liable to pay the deductihlc. coinsurance or copayment imposed by the Primary Plan. 
The !Covered Person I shall not be liable to pay any deductible, coinsurance or copayments of either the Primary Plan or the Secondary Plan. 

Primary Plan is an HMO and Secondary Plan is an HMO 
If the Primary Plan is an HMO plan that docs not allow for the use of non-network providers except in the event of urgent care or emergency 
care and the service or supply the [Covered Person] receives from a non-network provider is not considered as urgenl care or emergency care, 
hut the provider is in the network of the Secondary Plan. the Secondary Plan shall pay benefits as if it were the Primary Plan. Except that the 
Primary Plan shall pay out-of-Network services. if any, authorized by the Primary Plan. 

BENEFITS FOR AUTOMOBILE RELATED INJURIES 

This section will he used to determine a person's benefits under the Policy when expenses are incurred as a result of an automohile related 
Injury. 

Definitions 
"Automobile Related Injury" means bodily lnJury sustained by a Covered Person as a result of an accident: 
a) while occupying, entering. leaving or using an automobile: or 
a) as a pedestrian: 

G1usc<l by an automobile or by an object propelled by or from an automobile. 

"Allowable Expense means a medically necessary. reasonable and customary item 01· expense covered at least in part as an eligible expense by: 
al the Policy: 
b) PIP: nr 
c-\ ns;Alr 
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.. Eligible Expense" means that portion of expense incurred for treatment of an Injury which is covered under the Policy without application of 
Cash Deductibles and Copayments. if any or Coinsurance. 

··Out-of-State Automobile Insurance Coyerage" or "OSAIC" means any wverage for medical expenses under an automobile insurance policy 
other than PIP. OSAIC includes automobile insurance policies issued in another state or jurisdiction. 

"PIP'' means personal injury protection coverage provided as part of an automobile insurance policy issued in New Jersey. PIP refers 
specifically to provisions for medical expense coverage. 

Determination of primary or secondary coverage. 
The Policy provides secondary coverage to PIP unless health coverage has been elected as primary coverage by or for the Covered Person 
under the Policy. This election is made by the named insured under a PIP policy. Such election affects that person's family members who arc 
not themselves named insureds under another automobile policy. The Policy may be primary for one Covered Person, but not for another if the 
person has separate automobile policies and has made different selections regarding primacy of health coverage. 

The Policy is secondary to OSAIC. unless the OSAIC contains provisions which make it secondary or excess to the policyholder's plan. In that 
case the Policy will be primary. 

If there is a dispute as to which policy is primary. the Policy will pay benefits as if it were primary. 

Benefits the Policy will pay if it is primary to PIP or OSAIC. 
If the Policy is primary to PIP or OSAIC it will pay benefits for eligible expenses in accordance with its terms. 

The rules of the COORI>INA TION Of BENEFITS AND SERVICES section of the Policy will apply if: 
a) the Covered Person is insured under more than one insurance plan; and 
b) such insurance plans are primary to automobile insurance coverage. 

Benefits the Policy will pay if it is secondary to PIP or OSAIC. 
If the Policy is secondary to PIP or OSAIC the actual benefits payable will be the lesser of: 
a) the allowable expenses left uncovered after PIP or OSAIC has provided coverage after applying Cash Deductibles and Copayments. or 
b) the benefits that would have hcen paid if the Policy had been primary. 

Medicare 
If the Policy supplements coverage under Medicare it can be primary to automobile insurance only to the extent that Medicare is primary to 
automobile insurance. 

MEDICARE AS SECONDARY PAYOR 

IMPORTANT NOTICE 

The following sections regarding Medicare may not apply to the Employer's Policy. The Employee must contact his or her Employer to 
find out if the Employer is subject to Medicare as Secondary Payor rules. 

If the Employer is subject to such rules, this Medicare as Secondary Payor section applies to the Employee. 

If the Employer is NOT subject to such rules, this Medicare as Secondary Payor section does not apply to the Employee, in which case, 
Medicare will be the primary health plan and the Policy will be the secondary health plan for Covered Persons who are eligible for 
Medicare. 

The following provisions explain how the Policy's group health benefits interact with the benelits available under Medicare as Secondary Payor 
rules. A Covered Person may be eligible for Medicare by reason of age. disability. or End Stage Renal Disease. Different rules apply to each 
type of Medicare eligibility. as explained below. 

With respect to the following provisions: 
a} ''Medicare" when used above. means Part A and B of the health care program for the aged and disabled provided by Title XVIII of the 

United States Social Security Act. as amended from time to time. 
b) A Covered Person is considered to he eligible for Medicare by reason of age from the first day of the month during which he or she 

reaches age 65. However. if the Covered Person is born on the first day of a month. he or she is considered to be eligible for Medicare 
from the first <lay of the month whii.:h is immediately prior to his or her 65th birthday. 

c) A "primary" health plan pays benefits for a Covered Person·s Covered Charge first. ignoring what the Covered Person's "secondary'' plan 
pays. /\ .. secondary" health plan then pays the remaining unpaid allowable expenses. Sec the Coordination of Benefits section for a 
definition of "allowable expense". 

d) l"Wc" means Carrier I 

MEDlCARI': ELIGIHILITY ISY REASON OF AGE (Generally applies to employer f!roups with 20 or more employees) 

Supp. 9-20-04 21-342 



SMALL EMPLOYER HEALTH BENEFITS PROGRAM 11:21 App. EXH. W 

Applicability 
This section applies to an Employee or his or her insured spouse who is eligihlc for McJicare hy reason of age. 

Under this section. such an Employee or insured spouse ts referred to as a "Medicare eligible". 

This section docs not apply to: 
a) a Covered Person. other than an Employee or insured spouse 
b) an Employee or insured spouse who is under age 65. or 
c) a Covered Person who is e\igihle for Medicare solely on the basis of End Stage Renal Disca.5c. 

When An Employee or Insured Spouse Becomes Eligible For Medicare 
When an Employee or insured spouse becomes eligible for Medicare by reason of age, he or she must choose one of the two options below. 
Option (A) - The Medicare eligible may choose the Policy as his or her primary health plan. If he or she does. Medicare will be his or her 
secondary health plan. See the When The Policy is Primary section below. for details. 

Option (B) . The Medicare eligible may choose Medicare as his or her primary health plan. If he or she docs, group health benefits under the 
Policy will end. Sec the When Medicare is Primary section below, for details. 

If the Medicare eligible fails to choose either option when he or she becomes eligible for Medicare by reason of age, !Carrier! will pay benefits 
as if he or she had chosen Option (A). 

When the Policy is primary 
When a Medicare eligible chooses the Policy as his or her primary health plan, if he or she incurs a Covered Charge for which benefits are 
payable under both the Policy and Medicare. the Policy is considered primary. The Policy pays first, ignoring Medicare. Medicare is considered 
the secondary plan. 

When Medicare is primary 
If a Medicare eligible chooses Medicare as his or her primary health plan, he or she will no longer he covered for such benefits by the Policy. 
Coverage under the Policy will end on the date the Medicare eligible elects Medicare as his or her primary health plan. 

A Medicare eligible who elects Medicare as his or her primary health plan. may later change such election. and choose the Policy as his or her 
primary health plan. 

MEDICARE ELIGIBILITY BY REASON OJ<' DISABILITY (Generally applies to employer groups with 100 or more employees) 

Applicability 
This section applies to a Covered Person who is: 
a) under age 65; and 
b) eligible for Medicare by reason of disability. 

Under this section. such Covered Person is referred to as a "disabled Medicare eligible". 

This section does not apply to: 
a) a Covered Person who is eligible for Medicare by reason of age; or 
b) a Covered Person who is eligible for Medicare solely on the basis of End Stage Renal Disease. 

When A Covered Person Becomes Eligihle For Medicare 
When a Covered Person becomes eligible for Medicare by reason of disability. the Policy is the primary plan. Medicare is the secondary plan. 
If a Covered Person is eligible for Medicare by reason of disability. he or she must he covered by both Parts A and B. Benefits will be payable 
as specified in the COORDINATION OF BENEFITS section of the Policy. 

MEDICARE ELIGIBILITY BY REASON OF END STAGE RENAL DISEASE (Applies to all employer groups) 

Applicability 
This section applies to a Covered Person who is eligible for Medicare on the basis of End Stage Renal Disease (ESRD). 

Under this section such Covered Person is referred to as a "ESRD Medicare eligible". 

This section does not apply to a Covered Person who is eligible for Medicare by reason of disahility. 

When A Covered Person Becomes Eligible For :Vlcdicare Due to ESRD 
When a Covered Person hcrnmes c'\igib\c tor Medicare solely on the basis of ESRD. !'or a period or up to 30 consecutive months. if he or she 
incurs a charge for the treatment of ESRD for which benefits arc payahlc under both the Policy and Medicare. the Policy is considered primary. 
The Pnlicy pays t'irsl. ignorin1,! Medicare. :vJcdicarc is considered the secondary plan. 

This 30 month period hcgins on the earlier of: 
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a) the first day of the month during which a regular rnurse of renal dialysis ,tarts: and 
b) with respect to a ESRD Medicare eligible who receives a kidney transplant. the. first day or the month during which such Covered Person 

becomes cligihlc for Medicare. 

After the 30 month period described above ends. if an ESRD Medicare eligible incurs a charge for which benefits are payable under both the 
Policy and Medicare. !Vlcdicare is the primary plan. The Policy is the secondary plan. If a Covered Person is eligible for Medicare on the basis 
of ESRD. he or she must be covered by both Parts A and B. Benc!its will be payable as specified in the COORDINATION OF BENEHTS 
section of the Policy. 

STATEMENT OF' ERISA RIGHTS 
The following Statement may not apply to the Employer's Policy. The Employee must contact his or her Employer to find out if the 
Employer is subject to these ERISA requirements 
As a plan participant. you arc 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 a 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 operation of the plan, including insurance contracts 
and collective bargaining agreements, and copies 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 participant with a copy of 
this summary annual report. 

Continue Group Health Plan Coverage 
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 the summary plan description and the documents governing the plan on 
the rules governing your COBRA continuation coverage rights. if COBRA is applicable to your plan. 

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 COBRA continuation coverage. when your COBRA 
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 conditions exclusion for 6 months after your enrollment date in your 
coverage. 

Prudent Actions by Plan Fiduciaries 
In addition to creating rights for plan participants ERISA imposes duties upon the people who are responsible for the operation of the employee 
benefit plan. The people who operate your plan. called "!iduciaries" 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 tire you or otherwise 
discriminate against you in any way to prevent you from obtaining a benefit or exercising your rights under ERISA. 

Enforce Your Rights 
If your claim for a benetit is denied or ignored. in whole or in part. 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 arc 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 claims for benefits which is denied or ignored. in whole or in part, you 
may file suit in a state or federal court. In addition. if you disagree with the plan·s decision or lack thereof concerning the qualified status of a 
domestic relations order or medi<.:al support order. you may file suit in Federal court. If it should happen that plan fitlm:iaries misuse the plan's 
money, or if you arc discriminated against li>r 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 arc successful the court may order the person 
you have sued lo 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. 

Assistance With Your Questions 
If you have any questions about your plan. you should contact the plan administrator. If you have any 4ucst1ons ahout this statement or ahout 
your rights under ERi.SA. or if )'(•u need assistance in obtaining documents from the plan administrator. you should contact the nearest office of 
the Pension and Welfare Benefits Administration. U.S. Department of Lahor. listed in your telephont> directory or the Division of Technical 
Assistance antl lnq\llrics. Pension and Welfare Benefits Administration. U.S. Department of Labor. :WO C'nnstitution Avenue. N.W .. 
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Washington, D.C. 20210. You may also obtain certain publications about your rights and responsibilities under ERISA hy calling the 
publications__hotlinc of the Pension and Welfare Benefits Administration. 

[CLAIMS PROCEDURE 
Carriers should include clairm procedures co11s1ste11t with the requirements of ERISA. J 

New Rule, R.1994 d.47, effective December 22, 1993. 
See: 25 N.J.R. 5017(a), 26 N.J.R. 400(a). 
Amended by R.1994 d.498, effective September 2, 1994. 
See: 26 N.J.R. 2843(a), 26 N.J.R. 3867(a), 26 N.J.R. 4066(a). 
Amended by R.1995 d.580, effective November 6, 1995 (operative 

January 1, 1996). 
See: 27 N.J.R. 3051(a), 27 N.J.R. 4371(a). 
Amended by R.1997 d.280, effective July 7, 1997 (operative September 

1, 1997). 
See: 29 N.J.R. 1090(a), 29 N.J.R. 2931(a). 
Amended by R.1997 d.501, effective January 1, 1998. 
See: 29 N.J.R. 4620(a), 29 N.J.R. 5069(a). 

Amended by R.1998 d.299, effective September 1, 1998. 
See: 30 N.J.R. 1883(a), 30 N.J.R. 2223(a). 
Amended by R.1998 d.512, effective September 25, 1998. 
See: 30 N.J.R. 2815(a), 30 N.J.R. 3840(a). 
Amended by R.1999 d.376, effective October 6, 1999 (operative No-

vember 1, 1999). 
See: 31 N.J.R. 2442(a), 31 N.J.R. 3340(a). 
Amended by R.2000 d.304, effective June 23, 2000. 
See: 32 N.J.R. 2210(a), 32 N.J.R. 2592(a). 
Amended by R.2004 d.107, effective March 15, 2004 (operative October 

1, 2004). 
See: 35 N.J.R. 50ll(a), 36 N.J.R. 1594(a). 
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EXHIBIT X 

(RESERVED) 

New Rule, R.1994 d.47, effective December 22, 1993. 
See: 25 N.J.R. 5017(a), 26 N.J.R. 400(a). 
Amended by R.1995 d.580, effective November 6, 1995 ( operative 

January 1, 1996). 
See: 27 N.J.R. 3051(a), 27 N.J.R. 4371(a). 
Repealed by R.1997 d.280, effective July 7, 1997 (operative September 

1, 1997). 
See: 29 N.J.R. 1090(a), 29 N.J.R. 2931(a). 

New Rule, R.1994 d.47, effective December 22, 1993. 
See: 25 N.J.R. 5017(a), 26 N.J.R. 400(a). 
Amended by R.1995 d.580, effective November 6, 1995 (operative 

January 1, 1996). 
See: 27 N.J.R. 3051(a), 27 N.J.R. 4371(a). 
Repealed by R.1997 d.280, effective July 7, 1997 (operative September 

1, 1997). 
See: 29 N.J.R. 1090(a), 29 N.J.R. 2931(a). 
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[Carrier] 

EXIIIIUT Y 

IIMOPLAN 

SMALL GROUP HEALTH !vtAINTENANCE ORGANIZATION 

EVIDENCE OF COVERAGE 

11:21 App. EXH. Y 

[[Carrier] certifies that the Employee named below is entitled lo Covered Services and Supplies described in this Evidence of Coverage, as of 
the effective date shown below, subject to the eligibility and effective date requirements of the Contract. I 

[The Contract is an agreement between !Can-ierj and the Contractholder. This Evidence of Coverage is a summary of the Contract Provisions 
that affect Your Coverage. All Covered Services and Supplies and Non-Covered Services and Supplies are subject to the terms of the Contract.] 

CONTRACTUOLDER: 
GROUP CONTRACT NUMBER: 
[EMPLOYEE: 
[CERTIFICATE NUMBER: 
EFFECTIVE DATE OF EVIDENCE 
OF COVERAGE: 

[COVERED CLASSES: 

[ABC Company] 
[G-123451 
[John Doe]] 
[C-123456]] 

[January I, 2004] 

[All Employees of the Contractholdcr (and its Associated Companies) who permanently reside in the Service Area and arc eligible or covered 
under the Group Care Health Plan. I] 

SERVICE AREA: 
AFFILIATED COMPANIES: 
COST OF THE COVERAGE: 

[The State of New Jersey! 
[DEF Company] 

[The coverage in this Evidence of Coverage is Contributory Coverage. You will be informed of the amount of Your contribution when You 
enroll.) 

[HMO's Address: [400 Main Street 
Chester, New Jersey 00000 j 

This Evidence of Coverage replaces any older Evidence of Coverage issued to You for the Group Health Care Plan. 

[Secretary President! 

["DC" THIS SMALL GROUP HEALTH MAINTENANCE ORGANIZATION CONTRACT (HMO PLAN), ISSUED RY [CARRIER) 
IS ISSUED IN CONJUNCTION WITH THE SMALL GROUP HEALTH BENEI<'ITS POLICY (INDEMNITY PLAN) ISSUED BY 
[CARRIER]. TOGETHER, TIIIS HMO PLAN AND THE INDEMNITY PLAN ISSUED BY [CARRIER] PROVIDE POINT OF 
SERVICE COVERAGE.] 

[Include legal name. trade name, phone. fax an<l e-mail numbers hy which consumers may contact the can-icr. including at least one toll-free 
number for Members I 

T AHLE OF CONTENTS 
Section 
["DC" OVERVIEW O.F POINT OF SERVICE PLAN! 
SCHEDULE 01" SERVICES AND SUPPLIES 
DEFINITIONS 
ELIGIBILITY 
[MEMBER] PROVISIONS 
[COVERAGE PROVISION) 
COVERED SERVICES AND SUPPLIES 
NON-COVERED SERVICES AND SUPPLIES 
COORDINATION OF BENEFITS AND SERVICES 
GENERAL PROVISIONS 
CONTINUATION RICIITS 
MEDICARE AS SECONDARY l'A YOH 
[STATEMENT OF EIUSA RI(;Jl'J'S 

Page 
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[''DC" OVERVIEW OF POINT OF SERVICE PLAJ\ (CooJvmcnt. Dc<luctihlcs. aod Coinsurance) 
[NETWORK] (Provided under this HMO Plan) 

Copaymcnt $115 ]. unless otherwise stated 

DEPT. OF INSURANCE 

Emergency Room Copaymrnt $50. credited toward Inpatient admission if admilted 
within 24 hours 

Coimuruncc 0'if. [except as stated on the Schedule of Services and 
Sunolies fur Prescrintion Drugs] 

[NON-NETWORK] (Provided under the Indemnity Plan) 
Cash Dcductihlc (calendar year, all cause) $2.500 per person 

1$5.000 per family Note: Must be individually satisfied 
by 2 separate Members] 
[$7,500] 

Emergency Room Copayment (waived if admitted 
within 24 hours) $50 

Coinsurance [3090. 2W/c] 

Maximum Out of Pocket $5.000 

MAXIMUM LIFETIME BENEFITS Unlimited, except as otherwise stated] 

SCHEDULE OF SERVICES AND SUPPLIES [Using Copaymcntl 

THE SERVICES OR SUPPLIES COVERED UNDER THE CONTRACT ARE SUBJECT TO ALL COPA YMENTS [AND 
COINSURANCE] AND ARE DETERl\1INED PER CALENDAR YEAR PER [MEMBER], UNLESS OTHERWISE STATED. 
MAXIMUMS ONLY APPLY TO THE SPECIFIC SERVICES PROVIDED. 

[SERVICES 

HOSPITAL SERVICES: 

INPATIENT 

OUTPATIENT 

COPAYMENTS[/COINSURANCEJ: 

[$75. $100. $150, $200. $300, $400, $500) Copaymcnl/day for a maximum of 5 
days/admission. Maximum Copayment [$750, $ IOO0, $1,500, $2.500, $3.000. $4,000. 
$5.000]/Calen<lar Year. Unlimited days. 

1$5. $10. $15. $20. $30. $40. $50] Copaymcnt/visit 

PRACTITIONER SERVICES RECEIVED AT A HOSPITAL: 
INPATIENT VISIT $0 Copaymcnt 
OUTPATIENT VISIT 1$5. $ I 0. $15. $20, $30. $40. $50} Copayment/visit: no Copayment if any other 

Copaymcnt applies. 

EMERGENCY ROOM lat the option of the carrier. $50. $75 or $1001 Copayment/visit/Mcmher (credited toward 
Inpatient Admission if Admission occurs within 24 hours) 

Note: The Emergency Room Copaymcnt is payable in addition to the applicable Copayment and Coinsurance. if any. 

SURGERY: 
INPATIENT 
OUTPATIENT 

HOME HEALTH CARE 

HOSPICE SERVICES 

MATERNITY (PRE-NATAL CARE) 

$0 Copaymcnt 
[$5. $ I 0. $15, $20, $30. $40. $50 I Copaymcnt/visit 

Unlimited days. if Pre-Approved: $0 Copaymcnt. 

Unlimitcu day,. ii' Pre-Approved: $0 Copaymcnt. 

lat the option of the carrier. $25 or same amount as primary care physician copaymentl 
Copayment for initial visit only: $0 Copayment thereafter. 

NON-BIOLOGICALLY BASED :VlENTAL ILLl\ESS AND SUBSTANCE ABUSE: 
OUTPATIENT 515 Coraymcnt/visit maximum 20 visits/Calembr Year. 
INPATIENT $150 Copayrncnt/day for a maximum of 5 days per admission. Maximum Copaymcnt: 

$1.'i00/Calcnuar Y car. 

Maximum 01· :10 day, inpatient care/Calendar Year. StibJc,·t to Prc-,\pprnval. unuscu Inpatient Jays may be cxclm1~cu for udditional Outpatient 
\'l:iit,. where each Inpatient day may be exchanged for two Outpatient dsits. 
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THERAPEUTIC l\IANIPlJLA TION 

PRE-ADMISSIO~ TESTING 

PRESCRIPTION DRUG 

PRIMARY CARE PHYSICIAN 
[OR CARE MANAGER] SERVICES 
(OUTSIDE IIOSPIT AL) 

PRIMARY CARE SERVICES 

REHABILITATION SERVICES 

SECOND SURGICAL OPINION 

SPECIALIST SERVICES 

($5. $10. $15. $20. $30. $40. $501 Copayment/visit: maximum 30 visits/Calendar Year 

[$5. $10. $15. $20. $30. $40. $50] Copayrncnt/visit. 

SO'if. Coinsurance [\!lay be substituted by Carrier with $15 Copayment. J 

[$5. $10. $15. $20. $30. $40. $501 Copayment/visit. 

[$5, $ I 0. $15. $20, $30. $40, $50] Copaymcnt/visit. 

Subject to the Inpatient Hospital Services Copayment above. The Copaymcnt docs not 
apply if Admission is immediately preceded by a Hospital Inpatient Stay. 

[$5. $10. $15. $20. $30. $40. $501 Copaymenl/visit. 

($5, $10. $15. $20. $30. $40. $501 Copaymenl/visit. 

SKILLED NURSING FACILITY/EXTENDED CARE CENTER 

THERAPY SERVICES 
Speech and Cognitive Therapy (Combined), 
maximum 30 visits per Calendar Year 

Physical and Occupational Therapy (Combined) 
maximum 30 visits per Calendar Year 

DIAGNOSTIC SERVICES 
INPATIENT 
(OUTPATIENT) 

SCHEDULE OF SERVICES AND SUPPLIES 

Unlimited days. if Pre-Approved; $0 Copaymcnt. 

[$5. $10, $15, $20, $30, $40. $50] Copayment/visit. 

$0 Copayment 
($5, $10, $15. $20. $30, $40, $50] Copayment/visit 

!Example Using Deductible, Coinsurance] 

The services or supplies covered under this Contract are subject to the Copayments Deductible and Coinsurance set forth below and 
are determined per Calendar Year per [Member], unless otherwise stated. Maximums only apply to the specific services provided. 

COPAYMENT 
For Primary Care Physician Visits 
Maternity (pre-natal care) 

For all other services and supplies 

DEDUCTIBLE PER CALENDAR YEAR 
•For Primary Care Physician Visits 
including Preventive Care and immunizations 
and lead screening for children 
•Maternity (pre-natal care) 
•for all other Covered Services and Supplies 

•Per Covered Person 
•[Per Covered Family 

COINSURANCE 
Prescription Drugs 
For all services and supplies to whJCh a 
Copaymcnl docs not apply 
For all services and supplies to which a 
Copayrncnt applies 

[$5, $ I 0, $15. $20. $30. $0. $501 per visit 
[at the option of the carrier, $25 or same amount as primary care physician copaymcnt] 
Copayment/initial visit. 
Copayment Not Applicable: Refer to the Deductible and Coinsurance sections 

NONE 
l\ONE. 

I $250 to $2.500 I 
[Dollar amount which is two times the individual Deductible.) Note: Must be 
individually satisfied by 2 separate Members 

50'if 

[ IO'Jf-50%. in 5% increments! 

None 

E:\-IER(;ENCY ROO\I COP1\ YMENT [at the option of the carrier. $50. S75. $1001 Copaymcnt/visit/Member (credited toward 
Inpatient admission if admission rn:curs within 24 hours as the result of the emergency). 

Note: The Erncrgcncy Roum (\,payment is payahlc in addition to the applicahle Copaymcnt. Dcductihlc and (\1insurancc. 

MAXIMU:\1 OFI' (ff POCKET 
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Maximum Out of Pocket means the annual ma.ximum dollar amount that a Mcmher Person must pay as Copayment. Deductible and 
_Coinsurance for all covered services and supplies in a Calendar Yeac, All amounts paid as Copayment._Deductiblc and Coinsurance shall~count 
toward the Maximum Out of Pocket. Once the Maximum Out of Pocket has been reached. the Member has no further obligation lo pay any 
amounts as Copaymenl. Deductible and Coinsurance for covered services and supplies for the remainder of the Calendar Year. 

The Maximum Out of Pocket for theContract is as follows: 
•Per Member per Calendar Year IAn amount not to exceed $5,000] 
•!Per Memher per Calendar Year [Dollar amount equal to two times the per Member Maximum.] 

!Note: Must he individually satisfied by 2 separate Members II 
Note: The Maximum Out of Pocket cannot be met with Non-Covered Charges. 

UMITA TIONS ON SERVICES AND SUPPLIES 

Home Health Care 

Hospice Services 

Unlimited days, subject to Pre-Approval. 

Unlimited days, subject to Pre-Approval. 

Non-Biologically-Based Mental Illness and Substance Abuse 
•Outpatient Visits 20 visits per Calendar Year. 
•Inpatient Confinement 30 days per calendar year 
Subject to Pre-Approval. unused Inpatient <lays may be exchanged for additional Outpatient visits. where each Inpatient day may be exchanged 
for two Outpatient visits. 

Speech and Cognitive Therapy (Combined) 30 visits per Calendar Year 

Physical and Occupational Therapy (Combined) 30 visits per Calendar Year 

Therapeutic Manipulation 30 visits per Calendar Year 

Skilled Nursing Facility/ 
Extended Care Center Unlimited days, subject to Pre-Approval 

NOTE: NO SERVICES OR SUPPLIES WILL BE PROVIDED IF A [MEMBER] FAILS TO OBTAIN A REl>'ERRAL F'OR CARE 
THROUGH HIS OR HER PRIMARY CARE PHYSICIAN (OR HEALTH CENTER] [OR TUE CARE MANAGER]. READ THE 
[MEMBER] PROVISIONS CAREFULLY BEI<'ORE ORT AINING MEDICAL CARE, SERVICES OR SUPPLIES. 

REFER TO THE SECTION OJ<' THE CONTRACT CALLED "NON-COVERED SERVICES AND SUPPLIES" FOR A LIST Oft' THE 
SERVICES AND SUPPLIES FOR WHICH A (MEMBER] IS NOT ELIGIBLE 1-'0R COVERAGE UNDER THE CONTRACT. 

("DC" THIS HMO PLAN AND THE ASSOCIATED INDEMNITY PLAN MAY BOTH PROVIDE BENEFITS, SERVICES OR 
SUPPLIES FOR TUE SAME SERVICE OR SUPPLY, TO THE EXTENT THAT BENEFITS ARE PROVIDED UNDER THE 
INDEMNITY PLAN, THE SERVICE OR SUPPLY WILL NOT HE COVERED BY TIIIS HMO PLAN. SIMILARLY, TO THE 
EXTENT THAT SERVICES OR SUPPLIES ARE PROVIDED UNDER TIIIS HMO PLAN, BENEFITS WILL NOT BE PROVIDED 
UNDER THE INDEMNITY PLAN. 

FOR ANY SPECIFIC [NETWORK] SERVICES AND SUPPLIES PROVIDED UNDER THE CONTRACT WIIICII ARE SUBJECT 
TO LIMITATION, ANY SUCH SERVICES OR SUPPLIES THE [MEMBER] RECEIVES UNI>ER THIS HMO PLAN WILL 
REDUCE THE CORRESPONDING BENEl>'IT PROVIDED UNDER THE INDEMNITY PLAN FOR THAT SERVICE OR SUPPLY. 
SIMILARLY, FOR ANY SPECIFIC HENEFITS PROVIDED UNDER THE INDEMNITY PLAN WIIICH ARE SUBJECT TO 
LIMITATION, ANY SUCH BENEFITS THE [MEMBER] RECEIVES AS INDEMNITY PLAN COVERED CHARGES WILL 
REDUCE THE CORRESPONDING HMO PLAN SERVICES AND SUPPLIES AVAILABLE FOR THAT SERVICE OR SUPPLY. 
THE SERVICES AND SUPPLIES SECTION O:F TIIIS HMO PLAN AND THE COVERED CHARGES SECTION OF THE 
INDEMNITY PLAN CLEARLY IDENTIFY WHICH SERVICES AND SUPPLIES AND COVERED CHARGES ARE AFFECTED 
BY TIIIS REDUCTION RULE.) 

DEl<'INITIONS 

The words shown helow have specific: meanings when used in the Contract. Please read these definitions carefully. Throughout the Contract. 
these defined terms appear with their initial letters capitalized. They will help [Members I understand what services and supplies are provided. 

ACCREDITED SCHOOL. A school accredited by a nationally recognized accrediting association. such as one of the following regional 
accrediting agencies: Middle States Association of Colleges and Schools. New England Assm:iation of Schools and Colleges. North Central 
Association of Colleges and Schools. Northwest Association of Schools and Colleges. Southern Association of Colleges and Schools. or 
Western Association of Schools and Colleges. An accredited school also includes a proprietary institution approved by an agency responsible 
for issuing ccrtifii:atcs or lii:cnscs lo graduates of such an institution. 
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[ACTIVELY AT WORK or ACTIVE WORK. Performing. doing. participating or similarly functioning in a manner usual for the task for 
full pay. at the Contracthoh.ler"s place of husiness. or at any other place that the Contractholder·s husjness requires the Employee to go.l 
AIIFJUATED COMPANY. A company defined in subsections (h), (c). (m) or (o) of section 414 of the Internal Revenue Code of 1986. All 
entities that meet the criteria set forth in the Internal Revenue Code shall be treated as one employer. 

ALCOHOL ABUSE. Abuse of or addiction to alcohol. Alcohol Abuse docs not include abuse of or addiction to drugs. Please sec the 
definition of Substance Abuse. 

AMBULANCE. A certified transportation vehicle for transporting Ill or Injured people that comains all life-saving equipment and staff as 
required hy applicable state and local law. 

AMBULATORY SURGICAL CENTER. A Facility mainly engaged in performing Outpatient Surgery. It must: 
a) be staffed hy Practitioners and Nurses. under the supervision of a Practitioner: 
b) have operating and recovery rooms; 
c) he staffed and equipped to give emergency care: and 
d) have written back-up arrangements with a local Hospital for emergency care. 

It must carry out its stated purpose under all relevant state and local laws and be either: 
a) accredited for its stated purpose by either the Joint Commission or the Accreditation Association for ambulatory care; or 
b) approved for its stated purpose by Medicare. 

A Facility is not an Ambulatory Surgical Center, for the purpose of the Contract, if it is part of a Hospital. 

ANNIVERSARY DATE. The date which is one year from the Effective Date of the Contract and each succeeding yearly date thereafter. 

!APPROVED CANCER CLINICAL TRIAL. A scientific study of a new therapy or intervention for the treatment. palliation, or prevention 
of cancer in human beings that meets the following requirements: 
a) The treatment or intervention is provided pursuant to an approved cancer clinical trial that has been authorized or approved by one of the 

following: I) The National Institutes of Health (Phase I. II and III); (2) the United States Food and Drug Administration, in the form of an 
invcstigational new drug (IND) exemption (Phase I, II and III); 3) The United States Department of Defense; or 4) The United States 
Department of Veteran Affairs. 

b) The proposed therapy has been reviewed and approved by the applicable qualified Institutional Review Board. 
c) The available clinical or pre-clinical data to indicate that the treatment or intervention provided pursuant to the Approved Cancer Clinical 

Trial will be at least as effective as standard therapy, if such therapy exists, and is expected to constitute an improvement in effectiveness 
for treatment. prevention and palliation of cancer. 

d) The Facility and personnel providing the treatment arc capable of doing so by virtue of their experience and training 
c) The trial consists of a scientific plan of treatment that includes specified goals, a rationale and background for the plan. criteria for patient 

selection, specific directions for administering therapy and monitoring patients, a definition of quantitative measures for determining 
treatment response and methods for documenting and treating adverse reactions. All such trials must have undergone a review for 
scientific content and validity, as evidenced by approval by one of the federal entities identified in item a. A cost-benefit analysis of 
clinical trials will be performed when such an evaluation can be included with a reasonable expectation of sound assessment. I 

BIOLOGICALLY BASED MENTAL ILLNESS. A mental or nervous condition that is caused by a biological disorder of the brain and 
results in a clinically significant or psychological syndrome or pattern that substantially limits the functioning of the person with the illness. 
including but not limited to: schizophrenia; schizoaffcctive disorder; major depressive disorder; bipolar disorder; paranoia and other psychotic 
disorders; obsessive-compulsive disorder; panic disorder and pervasive developmental disorder or autism. 

BIRTHING CENTER. A Facility which mainly provides care and treatment for women during uncomplicated pregnancy. routine full-tcnn 
delivery, and the immediate post-partum period. It must: 
a) provide full-time Skilled Nursing Care by or under the supervision of Nurses; 
b) he staffed and equipped to give emergency care: and 
c) have written back-up arrangements with a local Hospital for emergency care. 

It must: 
a) carry out its stated purpose Lmder all relevant stale and local laws: or 
b) he approved for its stated purpose by the Accreditation Association for Ambulatory Care; or 
c) he approved for its stated purpose by Medicare. 

A Facility is not a Birthing Center. for the purpose or the Contract. if it is part of a Hospital. 

BOAR!). The Board or Directors of the New Jersey Small Employer Health Benefits Program. 

CALENDAR YEAR. Each successive twelve-month period starting on January I and ending on December 31. 

!CARE MANAGER. An entity Jcsignated hy 11s to manage. assess. coordinate. diret:t and authorize the appropriate level or health care 
treatment.I 
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CHURCH PLAN. Has the same meaning given that term under Title I. section 3 of Puh.L.93-406. the "Employee Retirement Income Security 
Art of 1974"' 

(COINSURANCE. The percentage of Covered Services or Supplies that must be paid by a [Member]. Coinsurance does not include 
Copayments.] 

CONTRACT. The Contract. including the application and any riders, amendments or endorsements. between the Contractholdcr and !Carrier]. 

CONTRACTHOLDER. Employer or organization which purchased the Contract. 

COPA YMENT. A specified dollar amount which !Member] must pay for certain Covered Services or Supplies. NOTE: The Emergency Room 
Copayment, if applicah/e, 11111s1 be paid in addition to any other Copaymellls. 

COSMETIC SURGERY OR PROCEDURE. Any surgery or procedure which involves physical appearance. but which docs not correct or 
materially improve a physiological function and is not Medically Necessary and Appropriate. 

COVERED EMPLOYEE. A person who meets all applicable eligibility requirements. enrolls hereunder by making application, and for whom 
premium has been received. 

COVERED SERVICES OR SUPPLIES. The types of services and supplies described in the Covered Services and Supplies section of the 
Contract. 

Read the entire Contract to find out what We limit or exclude. 

CREDITABLE COVERAGE. With respect to an Employee [or Dependent!, coverage of the Employee [or Dependent! under any of the 
following: a Group Health Plan; a group or individual Health Benefits Plan; Part A or Part B of Title XVIII of the federal Social Security Act 
(Medicare); Title XIX of the federal Social Security Act (Medicaid), other than coverage consisting solely of benefits under section 1928 of 
Title XIX of the federal Social Security Act (the program for distribution of pediatric vaccines); chapter 55 of Title IO, United States Code 
(medical and dental care for members and certain former members of the uniformed services and their dependents); a medical care program of 
the Indian Health Service or of a tribal organization: a state health benefits risk pool; a health plan offered under chapter 89 of Title 5, United 
States Code; a public health plan as defined by federal regulation; a health benefits plan under section 5(e) of the "Peace Corps Act"; or 
coverage under any other type of plan as set forth by the Commissioner of Banking and Insurance by regulation. 

Creditable Coverage docs not include coverage which consists solely of the following: coverage only for accident or disability income 
insurance, or any combination thereof; coverage issued as a supplement to liability insurance; liability insurance, including general liability 
insurance and automobile liability insurance; workers' compensation or similar insurance: automobile medical payment insurance: credit only 
insurance; coverage for on-site medical clinics: coverage as specified in federal regulation. under which benefits for medical care are secondary 
or incidental to the insurance benefits; and other coverage expressly excluded from the definition of Health Benefits Plan. 

CURRENT PROCEDURAL TERMINOLOGY (C.P.T.) The most recent edition of an annually revised listing published by the American 
Medical Association which assigns numerical codes to procedures and categories of medical care. 

CUSTODIAL CARE. Any service or supply. including room and board. which: 
a) is furnished mainly to help[Memherl mect!Memherl's routine daily needs; or 
b) can be furnished by someone who has no professional health care training or skills. 

Even if a Covered Person is in a Hospital or other recognized Facility. We do not provide for that part of the care which is mainly custodial. 

[DEPENDENT. 
Your: 
a) legal spouse [where legal spouse shall include a domestic partner pursuant to P.L. 2003. c. 246]; 
h) unmarried Dependent child who is under age 19; and 
c) unmarried Dependent child from age 19 until his or her 23rd birthday. who is enrolled as a full-time student at an Accredited School. Full-

time student status will be as defined hy the Accredited School. We can require periodic proof of a Dependent chitd·s status as a full-time 
student. 

Under certain circumstam:es. an incapacitated child i~ also a Dependent. Sec the Eligibility section of the Contract. 

Your "'unmarried Dependent child .. includes Your legally adopted child. Your step-child if such step-child depends on the Employee for most 
of his or her support and maintenance land I I .the chi Id of his or her domestic partner if the child depends on the Employee for most or his or her 
support and maintenance. and! children under a court appointed guardianship. We treat a child as legally adopted from the time the child is 
placed in the home for purpose of adoption. We treat sud1 a child this way whether or nol a final adoption order is ever issued. 

A Dependent is not a person who is on active dut:r in the armed forces of any country. 

A Dependent is not a person who is covercJ hy the Contract as an Employee. 
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At Our discretion. We can require proof that a person meets the definition of a Dependent. I 

!DEPENDENT'S ELIGIBILITY DATE. 
The later of: 
a) the Employce·s Eligihility Date; or 
h) the date the person first becomes a Der,endcnt.J 

DEVELOPMENTAL DISABILITY or DEVELOPMENTALLY l)ISABLED. A severe. chronic disability that: 
a) is attributable to a mental or physical impairment or a combination of mental and physical impairments; 
b) is manifested before the [Member! atta111s age 19: 
c) is likely to continue indefinitely; 

11:21 App. EXH. Y 

d) results in substantial functional limitations in three or more of the following areas of major life activity: self-care: receptive and expressive 
language; lcarnmg: mobility: sclf-d1rcction: capacity for independent living: economic self-sufficiency; 

e) reflects the [Member's I need for a combination and sequence of special interdisciplinary or generic services, in<lividualiJ'.ed support. aml 
other forms of assistance that arc lifelong or of extended duration and are individually planned and coordinated. 

DIAGNOSTIC SERVICES. Proce<lurcs ordered by a recognized Provi<lcr because of specific symptoms to diagnose a specific con<lition or 
disease. Some examples include, but arc nlll limited to: 
a) radiology, ultrasoun<l, and nuclear medicine: 
b) laboratory and pathology: and 
c) EKG's, EEG's. and other electronic diagnostic tests. 

DISCRETION/ DETERMINATION/ DETERMINE. Our sole right to make a decision or determination. The decision will be applied in a 
reasonable and 11011-disr:riminatory manner 

DURABLE MEDICAL EQUIPMENT. Equipment We Determine to be: 
a) designed and able to withstand repeated use; 
b) used primarily and customarily for a medical purpose; 
c) is generally not useful to a[Member) in the absence of an Illness or Injury; and 
<l) suitable for use in the home. 

Durable Medical Equipment includes, hut is not limited to, apnea monitors. breathing equipment. hospital-type beds, walkers. and wheelchairs. 

Among other things. Durable Medical Equipment does not include: adjustments made to vehicles, air conditioners. air purilicrs, humidifiers, 
dehumidifiers. elevators, ramps, stair glides. Emergency Alert equipment. handrails, heat appliances, improvements made to a [Memberj's 
home or place of business. waterbeds, whirlpool baths. exercise and massage equipment. 

EFFECTIVE DATE. The date on which coverage begins under the Contract for the Contractholder. or the date coverage begins under the 
Contract for a (Member I, as the context in which the term is used suggests. 

EMERGENCY. A medical condition manifesting itself hy acute symptoms or sufficient severity including, but not limited to. severe pain, 
psychiatric disturbances and/or symptoms of Substance Abuse such that a prudent layperson, who possesses an average knowledge of health 
and medicine, could expect the absence of immediate medical attention to result in: placing the health of the individual (or with respect to a 
pregnant woman, the health of the woman or her unhorn child) in serious jeopardy: serious impairment to bodily funct1ons: or serious 
dysfunction of a bodily organ or part. With respect to a pregnant woman who is having contractions, an Emergency exists where: there is 
inadequate time to effect a safe transfer to another Hospital before delivery; or the transfer may pose a threat to the health or safety or the 
woman or unborn child. 

EMPLOYEE. A Full-Time bona-fide Employee (25 hours per week) of the Contractholder. Employees who work on a temporary or substitute 
basis or who arc participating in an employee wet fare arrangement established pursuant to a collective bargaining agreement are not considered 
to be Employees for the purpose of the Contract. Partners, proprietors, and independent contractors will be treated like Employees. if they meet 
all of the Contract's conditions of eligibility. 

EMPLOYEE'S ELIGIBIUTY D,\ TE. 
a) the date of employment: or 
b> [the day I after any applicable waning pcnod cn<ls 

EMPLOYER. [ABC Company!. 

ENROLLMENT DATE. With respect to a !Member]. the Effective Date or. if earlier. the first day of any applicable waiting period. 

EXPERIMENTAL or INVESTIGATIONAL. 
Services or supplies which We Determine are: 

a) not of proven benefit for the particular diagnosis or treatment of a !Mcmhcr]'s particular <:onJitinn: or 
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hJ not generally recognized by the medical community as effective or appropriate for the particular diagnosis or treatment or a [Memher]"s 
particular condition: or 

cl provided or performed in special settings for research purposes or under a controlled environment or clinical protocol. 

Unless otherwise required by law with respect to drugs which have been prescribed for treatment for which the drug has not been approved by 
the United States Food and Drug Administration (FDA), We will not cover any services or supplies. including treatment. procedures. drugs. 
biological products or medical devices or any hospitalizations in connection with Experimental or lnvcstigational services or supplies. 

We will also not cover any technology or any hospitalization in connection with such technology if such technology is obsolete or ineffective 
and is not used generally by the medical community for the particular diagnosis or treatment of a [Memberl's particular condition. 

Governmental approval of a technology is not necessarily sufficient to render it of proven benefit or appropriate or effective for a particular 
diagnosis or treatment of a (Member j's particular condition, as explained below. 

We will apply the following five criteria in Determining whether services or supplies are Experimental or lnvestigational: 

I. Any medical device. drug. or biological product must have received final approval to market by the FDA for the particular diagnosis or 
condition. Any other approval granted as an interim step in the FDA regulatory process, e.g .. an lnvestigational Device Exemption or an 
lnvestigational New Drug Exemption. is not sufficient. Once FDA approval has been granted for a particular diagnosis or condition, use of 
the medical device, drug or biological product for another diagnosis or condition will require that one or more of the following established 
reference compendia: 

I. The American Hospital Formulary Service Drug Information: or 
II. The United States Pharmacopeia Drug lnformation. 

recognize the usage as appropriate medical treatment. As an alternative to such recognition in one or more of the compendia, the usage of 
the drug will be recognized as appropriate if it is recommended by a clinical study or recommended by a review article in a major peer-
reviewed professional journal. A medical device, drug. or biological product that meets the above tests will not be considered 
Experimental or lnvestigational. 

In any event, any drug which the Food and Drug Administration has determined to be contraindicated for the specific treatment for which 
the drug has been prescribed will he considered Experimental or lnvestigational. 

2. Conclusive evidence from the published peer-reviewed medical literature must exist that the technology has a definite positive effect on 
health outcomes; such evidence must include well-designed investigations that have been reproduced by nonafliliated authoritative 
sources. with measurable results, backed up by the positive endorsements of national medical bodies or panels regarding scientific efficacy 
and rationale; 

3. Demonstrated evidence as reflected in the published peer-reviewed medical literature must exist that over time the technology leads to 
improvement in health outcomes. i.e .. the beneficial effects outweigh any harmful effects; 

4. Proof as reflected in the published peer-reviewed medical literature must exist that the technology is at least as effective in improving 
health outcomes as established technology. or is usable in appropriate clinical contexts in which established technology is not employable; 
and 

5. Proof as retlected in the published peer-reviewed medical literature must exist that improvements in health outcomes, as defined in 
paragraph 3. is possible in standard conditions or medical practice. outside clinical investigatory settings. 

EXTENDED CARE CENTER. See Skilled Nursing Facility. 

FACILITY. /\ place which: 
a) is properly licensed. certified. or accredited to provide health care under the laws of the stale in which it operates; and 
h) provides health care services which arc within the scope or its license. certificate or accreditation. 

Fl/LL-TIME. A normal work week of 25 or more hours. Work must be at the Contractholdcr's regular place of business or at another place to 
which an Employee must travel to perform his or her regular duties for his or her full and normal work hours. 

GOVERNMENT HOSPITAL A Hospital operated hy a government or any of its subdivisions or agencies. including. hut not limited to. a 
Federal. military. state. county or city Hospital. 

GROUP HEALTH PLAN. An employee welfare benefit plan. as defined in Title I of section 3 of Pub.L.93-,l-06. the .. Employee Retirement 
Income Security /\ct of I 97.r· (ERISA l (29 U.S.C. 1002(1 )) to the extent that the plan provides medical care and includes items and services 
paid for a~ medical care to employees or their dependents directly or through insurance. reimbursement or otherwise. 

IIEALTII lmNEFITS PLAN. Any hospital and medical expense insurance policy or certificate: health. hospital. or medical service 
corporation contract or certificate: or health maintenance organi,ation subscriber contract or certificate delivered or issued for delivery in New 
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Jersey by any carrier tu a Small Employer group pursuant to section:< of P.L. 1992. c. 162 (C. 17B: 27A-l9J or any other similar contract. 
policy. or plan is,.ucJ to a Small Employer. not explicitly excluded from the Jcfinitim1 of a health benefits plan. Health Benefits Plan does nnt 
include one or more, or any combination of the following: coverage only ror accident or disability income insurance. or any combination 
thereof: coverage issued as a supplement to liability insurance: liability insurnncc. including general liability insurance and automobile liability 
insurance: workers' compensation or similar insurance: automob1lc medical payment insurance: credit-only insurance: coverage for on-site 
medical clinics: and other similar insurance coverage, as specified in federal regulations, under which benefits for medical care arc secondary or 
mcidcntal to other insurance benefits. Health Benefits Plans shall not include the following benefits if they arc provided under a separate policy, 
certificate or contract of insurance or are otherwise not an integral part of the plan: limited scope dental or vision benefits: benefits for long 
term care. nursing home care. home health care. community based care, or any combination thereof; and such other similar. limited benefits as 
arc specified in federal regulat10ns. Health Benefits Plan shall not include hosp11al confmemcnt indemnity coverage if the benefits arc provided 
under a separate policy. ccrtifo.:ate or contract of insurance. there is no coordination between the provision of the benefits and any exclusion of 
benefits under any group Health Benefits Plan maintained by the same Plan Sponsor. and those benefits arc paid with respect to an event 
without regard to whether benefits are provided with respect to such an event under any Group Health Plan maintained by the same Plan 
Sp[JJ1sor. Health Benefits Plan shall not indude the following if it is offered as a separate policy, certificate or contract of insurance: Medicare 
supplemental health insurance as defined under section I 882(g)( I) of the federal Social Security Act; and coverage supplemental to the 
coverage provided under chapter 55 of Title 10. United States Code; and similar supplemental coverage provided lo coverage under a Group 
Health plan 

[HEALTH CARE CENTER OR HEALTH CENTER. A place operated hy or on behalf of an HMO where [Network I[! Providers provide 
Covered Services and Supplies to[Mcmhers].] 

HEALTH STATUS-RELATED FACTOR. Any of the following factors: health status; medical condition. including both physical and mental 
Illness: claims experience; receipt of health care; medical history; genetic information: evidence of insurability, including conditions arising out 
of acts of domestic violence; and disability. 

["DC" HMO PLAN. The Small Group Health Maintenance Organization Contract issued by [Carrierj.J 

HOME HEAL TH AGENCY. A Provider which provides Skilled Nursing Care for Ill or Injured people in their home under a home health 
care program designed to eliminate Hospital stays. It must be licensed by the state in which it operates. or it must he certified to participate in 
Medicare as a Horne Health Agency. 

HOSPICE. A Provider which provides palliative and supportive care for terminally Ill or terminally Injured people. It must carry out its stated 
purpose under all relevant state and local laws, and it must either: 
a) be approved for its stated purpose by Medicare; or 
b) be accredited for its stated purpose by either the Joint Commission or the National Hospice Organization. 

HOSPITAL. A Facility which mainly provides Inpatient care for Ill or Injured people. It must carry out its stated purpose under all relevant 
state and local laws, and it must either: 
a) be accredited as a Hospital by the Joint Commission, or 
b) be approved as a Hospital by Medicare. 

Among other things. a Hospital is not a convalescent, rest or nursing home or Facility, or a Facility, or part of it. which mainly provides 
Custodial Care, educational care or rehabilitative care. A Facility for the aged or substance abusers is not a Hospital. 

ILLNESS or ILL. A sickness or disease suffered by al Member] or a description of a [Member I suffering from a sickness or a disease. 

l"DC" INDEMNITY PLAN. The Small Employer Health Benefits Policy issued by [Carrier[ in conjunction with this HMO Plan. I 

[INITIAL DEPENDENT. Those eligible Dependents an Employee has at the time he or she first becomes eligible for Employee coverage. If at 
the time the Employee docs not have any eligible Dependents. but later acquires them. the first eligible Dependents he or she acquires are his or 
her Initial Dependents.I 

INJURY or INJURED. Damage to a[Mcmber]'s body. and all complicatlons arising from that damage or a description of a [MernberJ 
suffering from such damage. 

INPATIENT. I Member I if physically confined as a registered bed patient rn a Hospital or other recognized health care Facility: or services and 
supplies provided in sL1ch a se1ti ng 

JOIJ\T COMMISSION. The Joint Commission on the Accreditation of Health Care Organ11.ations. 

LATE ENROLLEE. An clig1hlc Employee [or Dependent! who requests rnrollmcnt under the Contract more than [30] days after first 
becoming eligible. However. an eligible Employee [or Dependent] will not be considered a Late Enrollee under certain circumstances. See the 
Employee Coverage [and Dq,endcnt Coverage[ subscction[sl of tbc Eligibility scclion of the Contract. 

MEDICALLY ;>,;ECESSARY AND Al'l'ROPRIATE. Services or supplic, pn>vided by a recogni/cd health care Provider that We [or the 
Care \fanagcrl Determine to be 
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a) necessary for the symptoms and diagnosis or treatment of the condition. Illness or Injury: 
b) provided (or the diagnosis or the direct care and treatment of the condition. 111[1£'ss or Injury; 
c) in accordance with generally accepted medical practice; 
d) not for a[Mcmberl's convenience: 
c) the most appropriate level of medical care that a [Member] needs; am.I 
f) furnished within the framework of generally accepted methods of medical management currently used in the United States. 

In the instance of an Emergency. the fact that a Non-Network Provider prescribes. orders, recommends or approves the care, the level of care, 
or the length of time care is to be received, does not make the services Medically Necessary and Appropriate. 

MEDICAID. The health care program for the needy provided by Title XIX of the United States Social Security Act, as amended from time to 
time. 

MEDICARE. Parts A and B of the health care program for the aged and disabled provided by Title XVIII of the United States Social Security 
Act, as amended from time to time. 

[MEMBER]. An eligible person who is covered under the Contract (includes Covered Employee[ and rnvered Dependents, if any)]. 

MENTAL HEALTH CENTER. A Facility that mainly provides treatment for people with mental health problems. It will be considered such a 
place if it carries out its stated purpose under all relevant state and local laws. and it is either: 
a) accredited for its stated purpose by the Joint Commission; 
b) approved for its stated purpose by Medicare or 
c) accredited or licensed by the State of New Jersey to provide mental health services. 

[NETWORK] PROVIDER. A Provider which has an agreement (directly or indirectly] with Us (or Our a~sociatcd medical groups I to provide 
Covered Services or Supplies. The Employee will periodically be given up-to date lists of [Network] Providers. The up-to date lists will be 
furnished automatically, without charge. 

[NEWLY ACQUIRED DEPENDENT. An eligible Dependent an Employee acquires after he or she already has coverage in force for Initial 
Dependents.] 

NON-BIOLOGICALLY-BASED MENTAL ILLNESS. An Illness which manifests symptoms which are primarily mental or nervous for 
which the primary treatment is psychotherapy or psychotropic medication where the Illness is not biologically-ba~ed. 

In determining whether or not a particular condition is a Non-Biologically-based Mental Illness. We may refer to the current edition of the 
Diagnostic and Statistical Manual of Mental Conditions of the American Psychiatric Association. 

NON-COVERED SERVICES. Services or supplies which are not included within Our definition of Covered Services or Supplies, arc 
included in the list of Non-Covered Services and Supplies. or which exceed any of the limitations shown in the Contract. 

NON- [NETWORK] PROVIDER. A Provider which is not a [Network] Provider. 

NURSE. A registered nurse or licensed practical nurse, including a nursing specialist such as a nurse mid-wife or nurse anesthetist, who: 
a) is properly licensed or certified to provide medical care under the laws of the state where the nurse practices; and 
b) provides medical services which arc within the scope of the nurse's license or certificate. 

OUTPATIENT. [Member!. if not con lined as a registered bed patient in a Hospital or recognized health care Facility and not an Inpatient; or 
services and supplies provided in such Outpatient settings. 

PERIOD OJ<' CONFINEMENT. Consecutive days of Inpatient services provided to an Inpatient. or successive Inpatient confinements due to 
the same or related causes. when discharge and re-admission to a recognized Facility occurs within 90 days or less. We [or the Care Manager] 
Determine if the cause(s) of the confinements arc the same or related. 

PLAN SPONSOR. 
Has the meaning given that term umJer Title I, section 3 of Pub.L.93-406. the ERISA (29 U.S.C. § 1002(16)(8)). That is: 
a) the Small Employer in the case of an employee benefit plan established or maintained by a single employer: 
b) the employee organi1.ation in the case of a plan established or maintained by an employee org:ani1.ation; or 
c) in the case of a plan established or maintained by two or more employers or Jointly hy one or more employers and one or more employee 

organizations. the association. rnmmittee. joint board of trustees. or other similar group of representatives of the parties who establish or 
maintain the plan. 

PLAN YEAR. The year that is designated as the plan year in the plan document of a Group Health Plan. except if the plan document docs not 
designate a plan year or if there is no plan document. the Plan Year is a Calendar Year. 

[''DC" POINT OF SERV1cg PLA~. Often referred to as a POS plan. a Point of Service Plan provides coverage for the services of [Network I 
Providers under an !IMO plan as well as the services of [Non-Network I Providers under an Indemnity Plan. Whenever a person covered under 

Supp. 9-20-04 21-356 



SMALL EMPLOYER HEALTH BENEFITS PROGRAM 11:21 App. EXH. Y 

a POS plan needs to access health care. he or she has the option to use the services of either a [Network] Provider (subject to any necessary 
authorizatio_n from his or her Primary Care Physician) or those of an I Non-Netwprk I Provider. [Non-Network I charges arc usually greater than 
the [Network] charges. and arc subject to a Dcdm:tible and Coinsurance. In addition, the [Member] may be liable lo pay charges that exceed the 
amount the Indemnity Plan carrier Determines to be the Reasonable and Customary Charge for a service or supply.] 

PRACTITIONER. A medical practitioner who: 
a) is properly licensed or certified to provide medical care under the laws of the stale where the practitioner practices: and 
b} provides medical services which arc within the scope of the practitioner's license or certificate. 

PRE-APPROVAL or PRE-APPROVED. Specific direction or instruction from a Network Practitioner or from Us in conformance with Our 
policies and procedures that authori1.cs a [Member] to use a Provider for health care services or supplies. 

PRE-EXISTING CONDITION. An Illness or Injury which manifests itself in the six months hefore a Member's Enrollment Date, and for 
which medical advice, diagnosis. care. or treatment was recommended or received during the six months immediately preceding the Enrollment 
Date. 

!PRE-EXISTING CONDITION LIMIT A TlON. With respect to coverage. a limitation or exclusion of benefits relating to a condition based 
on the fact that the condition was present before the Enrollment Date, whether or not any medical advice. diagnosis, care. or treatment was 
recommended or received before that date. Genetic information will not be treated as a Pre-Existing Condition in the absence of a diagnosis of 
the condition related to that information. Pregnancy will not be treated as a Pre-Existing Condition. Sec the Non-Covered Services and 
Supplies section of the Contract for details on how the Contract limits the services for Pre-Existing Conditions.] 

PRESCRIPTION DRUGS. Drugs, biologicals and compound prescriptions which are sold only by prescription and which arc required to 
show on the manufacturer's label the words: "Caution - Federal Law Prohibits Dispensing Without a Prescription" or other drugs and devices as 
Determined by Us, such as insulin. But We only cover drugs which are: 
a) approved for treatment of the I Member' sj Illness or Injury hy the Food and Drug Administration; 
b) approved by the Food and Drug Administration for the treatment of a particular diagnosis or condititm other than the [Member's) and 

recognized as appropriate medical treatment for the [Memher's] diagnosis or condition in one or more of the following established 
reference compendia: 
•The American Hospital Formulary Service Drug Information; 
•The United States Pharmacopeia Drug Information; or 

c) recommended by a clinical study or recommended by a review article in a major peer-reviewed professional journal. 
Coverage for the above drugs also includes Medically Necessary and Appropriate services associated with the administration of the drugs. 
In no event will We pay for: 
a) drugs labeled: "Caution-Limited by Federal Law to Investigational Use"; or 
b) any drug which the Food and Drug Administration has determined to he contraindicated for the specific treatment for which the drug has 

been prescribed. 

PRIMARY CARE PHYSICIAN (PCP). A [Network) Provider who is a doctor specializing in family practice, general practice. internal 
medicine, [obstetrics/gynecology (for pre and post-natal care. birth and treatment of the diseases and hygiene of females,] or pediatrics who 
supervises, coordinates. arranges and provides initial care and basic medical services to a IMemher]: initiates a [Membcrfs Referral for 
Specialist Services: and is responsible for maintaining continuity of patient care. 

PRIVATE DUTY NURSING. Skilled Nursing Care for Covered Persons who require individualized continuous Skilled Nursing Care 
provided by a registered nurse or a licensed practical nurse. 

PROVIDER. A recognized Facility or Practitioner of health care. 

REASONABLE AND CUSTOMARY. An amount that is not more than the [lesser of: 
•the! usual or customary charge for the service or supply as determined hy Us. based on a standard approved by the Board[: or 
[ •the negotiated fee schedule. I 

The Board will decide a standard for what is Reasonable and Customary under this Policy. The chosen standard is an amount which is most 
often charged for a given service by a Provider within the same geographic area. 

Please note: The Coordination or Benefits and Services provision includes a distinct definition of Rcasonahle and Customary. 

RI£1<'ERRAL. Specific direction or instruction from a [Mcmbcr!'s Primary Care Physician [or Health Center! lor Care Manager] in 
conformance with our policies and procedures that directs a [Memherl to a Facility or Practitioner for health care. 

REIIABILITATION CE!'iTER. A racility which mainly provides therapeutic and restorative services to Ill or Injured people. It must carry 
out its stated purpose under all relevant slate and local laws. and it must either: 
a} be accredited for its stated purpose hy either the Joint Commission or the Commission on Accreditation for Rehabilitation Facilities; or 
hl he approvcJ for its stalcu purpo,c hy \!kdicarc. 
In some places a Rehabilitation Center is calkJ a "rehabilitation hospital." 
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ROUTINE FOOT CARJ.:. The culling. dehridcment. trimming. reduction. removal or other care of corns. calluses. nae feet. fallen arches. 
weak fes;t. chronic foot strain. dystrophic nails. excrescences. helomas. J:iyperkcratosis. hypcrtrophic nail~. non-infected ingrown nails. 
dcratomas. keratosis. onychauxis. onychocryplosis. tylomas or symptomatic complaints of the feet. Routine Fool Care also includes orthopedic 
shoes. foot orthotics and supportive devices for the foot. 

SERVICE AREA. A geographic area We define by IZIP codesl [county]. 

SKILLED NURSING CARE. Services which arc more intensive than Custodial Care. arc provided by a registered nurse or licensed practical 
nurse .and require the technical skills and professional training of a registered nurse or licensed practical nurse 

SKILLED NURSING 1"ACILITY. A facility which mainly provides full-time Skilled Nursing Care for Ill or Injured people who do not need 
to be in a Hospital. It must carry out its stated purpose under all relevant state and local laws, and it must either: 
a) be accredited for its stated purpose by the Joint Commission: or 
b) be approved for its stated purpose by Medicare. 

SMALL EMPLOYER. In connection with a Group Health Plan with respect to a Calendar Year and a Plan Year, any person. firm. 
corporation, partnership, or political subdivision that is actively engaged in business that employed an average of at least two but not more than 
50 eligible Employees on husiness days during the preceding Calendar Year and who employs at least two eligible Employees on the first day 
of the Plan Year, and the majority of the eligible Employees are employed in New Jersey. All persons treated as a single employer under 
subsection (b), (c), (m) or (o) of section 414 of the Internal Revenue Code of 1986 shall be treated as one employer. In the case of an employer 
that was not in existence during the preceding Calendar Year, the determination of whether the employer is a small or large employer shall be 
based on the average number of eligible Employees that it is expected that the employer will employ on business days in the current Calendar 
Year. 

SPECIALIST DOCTOR. A doctor who provides medical care in any generally accepted medical or surgical specialty or sub-specialty. 

SPECIALIST SERVICES. Medical care in specialties other than family practice, general practice. internal medicine [or pcdiatrics][or 
obstetrics/gynecology (for routine pre and post-natal care. birth and treatment of the diseases and hygiene of females)I. 

SUBSTANCE ABUSE. Abuse of or addiction to drugs. Substance Abuse does not include abuse of or addiction to alcohol. Please see the 
definition of Alcohol Abuse. 

SUBSTANCE ABUSE CENTER. A Facility that mainly provides treatment for people with Substance Abuse problems. It must carry out its 
stated purpose under all relevant state and local laws. and it must either: 
a) be accredited for its stated purpose by the Joint Commission; or 
b) be approved for its stated purpose by Medicare. 

SUPPLEMENTAL LIMITED BENE1"1T INSURANCE. Insurance that is provided in addition to a Health Benefits Plan on an indemnity 
non-expense incurred basis. 

SURGERY. 
a) The performance of generally accepted operative and cutting procedures. including surgical diagnostic procedures, specialized 

instrumentations. endoscopic examinations. and other procedures: 
b) the correction of fractures and dislocations; 
c) pre-operative and post-operative care; 
d) any of the procedures designated by the Current Procedural Terminology Codes as surgery. 

THERAPEUTIC MANIPULATION. Treatment of the articulations of the spine and musculoskelctal structures for the purpose of relieving 
certain abnormal clinical conditions resulting from the impingement upon associated nerves causing discomfort. Some examples are 
manipulation or adjustment of the spine. hot or cold packs. electrical muscle stimulation. diathermy. skeletal adjustments. massage. adjunctive. 
ultra-sound. doppler. whirlpool. hydrotherapy or other treatment of similar nature. 

TOTAL DISABILITY OR TOTALLY DISABLED. Except as otherwise specified in the Contract. an Employee who. due to Illness or 
Injury, cannot perform any duty of his or her occupation or any occupation for which he or she is. or may be, suited by education, training and 
experience. and is not. in fact. engaged in any occupation for wage or profit. IA Dependent is totally disabled if he or she cannot engage in the 
normal activities of a person in good health and of like age and sex.I The Employee [or Dependcnl) must be under the regular care of a 
Practitioner. 

URGENT CARE. Care for a non-life threatcninii condition that requires care by a Provider within 24 hours. 

[WAITING PERIOD. With respect to a Group Health Plan and an individual who is a potential participant or bcncliciary in the Group Health 
Plan. the period that must pass with respect lo the individual before the individual is eligible to be covered for benclits under the terms of the 
Group Health Plan. I 

[WE, US, OUR. [Carricr[.I 
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(YOU, YOUR, YOURS. An Employee who is co1crcd under the Contrnct.j 

ELIGIBILITY 

EMPLOYEE COVERA<a: 

Eligible Employees 

11:21 App. EXH. Y 

Subject to the Conditions of Eligibility set forth below. and to all of the other conditions of the Contract. all of the Contractholder· s Employees( 
who arc in an eligible class and] who reside in the Service Arca will be eligible if ["DC" 
a) (the Employees are [Actively at Work I Full-Time Employecsj.]l"DC" and: 
b) the Employees enroll under the associated Indemnity Plan.] 
[In certain situations. the Actively at Work requirement will not apply. If an Employee is not Actively at Work due to a Health Status-Related 
Factor, the Employee will nevertheless be considered an Eligible Employee. In addition, refer to the Exception below. I 

For purposes of the Contract. We will treat partners. proprietors and independent contractors like Employees if they meet the Contract's 
Conditions of Eligibility. 

Conditions ol' Eligibility 

Full-Time Requirement 
[Except where an Employee is not Actively at Work due to a Health Status-Related Factor. and except as stated below.I We will not cover an 
Employee unless the Employee is [an Actively at Work) [a] Full-Time Employee. 

Enrollment Requirement 
We will not cover the Employee until the Employee enrolls and agrees to make the required payments. if any. If the Employee does this within 
[301 Jays of the Employee's Eligibility Date. coverage will start on the Employee's Eligibility Date. 

If the Employee enrolls and agrees to make the required payments. if any: 
a) more than !30] days after the Employee's Eligibility Date; or 
b) after the Employee previously had coverage which ended because the Employee failed to make a required payment. 

We will consider the Employee to be a Late Enrollee. Late Enrollees are subject to the Contract's Pre-Existing Conditions limitation. if any 
applies. 

When an Employee initially waives coverage under the Contract, the Plan Sponsor [or We] should notify the Employee of the requirement for 
the Employee to make a statement that waiver was because he or she was covered under another group plan, if such other coverage was in fact 
the reason for the waiver, and the consequences of that requirement. If an Employee initially waived coverage under the Contract and the 
Employee stated at that time that such waiver was because he or she was covered under another group plan. and Employee now elects to enroll 
under the Contract. We will not consider the Employee (and his or her Dependents] to be [a) Late Enrollee[s], provided the coverage under the 
other plan ends due to one of the following events: 
a) termination of employment or eligibility: 
b) reduction in the number of hours of employment: 
c) involuntary termination: 
d) divorce or legal separation [or termination of the domestic partnership I: 
e) death of the Employee's spouse; 
f) termination of the Employer· s contribution toward coverage; or 
g) termination of the other plan· s coverage. 

But, the Employee must enroll under the Contract within 90 days of the date that any of the events described above occur. Coverage will take 
effect as of the date the applicahlc event occurs. 

If an Employee imtially waived coverage under the Contract because he or she had coverage under a Consolidated Omnibus Budget 
Reconciliation Act (COBRA) continuation provision and the Employee requests coverage under the Contract within 30 days of the date the 
COBRA continuation ended. We will not consider the Employee to be a Late Enrollee. Coverage will take effect as of the date the COBRA 
continuation ended. 

In addition. an Employee [and any Dependents I will not be considered Jaj Late Enrolleefs] if the Employee is employed by an employer which 
offers multiple Health Benefits Plans and the Employee elects a different plan <luring the open enrollment period. 

!Further. an Employee and his or her Dependent spouse. ir any. \\'ill not he considered Late Enrollees because the Employee inillally waived 
coverage under the Contract for himself or herself and any then existing Dependents provided the Employee enrolls to cover himself or herself 
and his or her existing Dependent spouse. if any. under the Contract within 30 days or the marriage. birth. adoption or placement for adoption or 
l Newly Acquired Dependent. I 

!The Waiting Period 
The Contract has Lhc following \v~iting periods: 
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Ell}ployees in an eligihle cla~s on the Effective Date. who have col]lpleted at least 16 months! of c<tntinuous Full-Time service with Jhc 
Contractholder by that date. are eligihle for coverage under the Contract from the Effective Date. 

Employees in an Eligihle Class on the Effective Date. who have not completed at least 16 months I of continuous Full-Time service with the 
Contract holder by that date, are eligible for coverage under the Contract from the day after Employees complete [6 months] of continuous Full-
Time service. 

Employees who enter an eligible class after the Effective Date are eligible for coverage under the Contract from the day after Employees 
complete [ 6 months] of continuous Full-Time service with the Contractholder. I 

The Contractholder who purchased the Contract may have purchased it to replace a plan the Contractholder had with some other carrier. An 
Employee may have satisfied part of the eligibility waiting period under the Contractholdcr's old plan before it ended. If so. the time satisfied 
will be used to satisfy the Contract's eligibility waiting period if: 
a) the Employee was employed by the Contractholder on the date the Contractholder's old plan ended; and 
b) the Contract takes effect immediately upon termination of the prior plan. 

Multiple Employment 
If an Employee works for both the Contractholdcr and a covered Affiliated Company, or for more than one covered Affiliated Company. We 
will treat the Employee as if only one entity employs the Employee. And such an Employee will not have multiple coverage under the Contract. 
But. if the Contract uses the amount of an Employee's earnings or number of work hours to determine class, or for any other reason, such 
Employee's earnings or number of work hours will be figured as the sum of his or her earnings or number of work hours from all Affiliated 
Companies. 

When Employee Coverage Starts 
[Except where an Employee is not Actively at Work due to a Health Status-Related Factor, and except as stated below, an] [An] Employee must 
be [Actively at Work, and] working his or her regular number of hours, on the date his or her coverage is scheduled to start. And he or she must 
have met all the conditions of eligibility which apply to him or her. [If an Employee is not Actively at Work on the scheduled Effective Date. 
and does not qualify for the exception to the Actively at Work requirement, We will postpone the start of his or her coverage until he or she 
returns to Active Work.] 

[Sometimes, a scheduled Effective Date is not a regularly scheduled work day. But an Employee's coverage will start on that date if he or she 
was Actively at Work. and working his or her regular number of hours. on his or her last regularly scheduled work day.] 

The Employee must elect to enroll and agree to make the required payments if any. within [30] days of the Employee's Eligibility Date. If he or 
she does this within 1301 days of the Employee's Eligibility Date, his or her coverage is scheduled to start on the Employee's Eligibility Date. 
Such Employee· s Eligibility Date is the Effective Date of an Employee's coverage. 

If the Employee docs this more than [30] days after the Employee's Eligibility Date. We will consider the Employee a Late Enrollee. Coverage 
is scheduled to start on the date We or Our authorized representative or agent receive the signed enrollment form. 

[EXCEPTION to the Actively at Work Requirement 
The Exception applies if the Contractholdcr who purchased the Contract purchased it to replace a plan the Contractholder had with some other 
carrier. An Employee who is not Actively at Work due to Total Disability on the date the Contract takes effect will initially be eligible for 
limited coverage under the Contract if: 
a) the Employee was validly covered under the Contractholdcr' sold plan on the date the Contractholder' sold plan ended; and 
b) the Contract takes effect immediately upon termination of the prior plan. 

The coverage under the Contract will be limited to coverage for services or supplies for conditions other than the disabling condition. Such 
limited coverage under the Contract will end one year from the date the person's coverage under the Contract begins. Coverage for services or 
supplies for the disabling condition will be provided as stated in an extended health benefits. or like provision, contained in the 
Contractholder's old plan. Thereafter. coverage will not be limited as described in this provision. but will be subject to the terms and conditions 
of the Contract. I 

When Employee <.:overage Ends 
An Employee·s coverage under the Contract will end on the first of the following dates: 

a) [the date! an Employee ceases to he [an Actively at Work I [al Full-Time Employee for any reason. Such reasons include death, retirement. 
lay-off. leave of absence. and the end of employment. 

bl [the date I an Employee stops being an eligible Employee under the Contract. 
c) the date the Contract ends.I or is discontinued for a class of Employees to which the Employee hclong:s.] 
d) [the date I for whi<.:h required payments arc not made for the Employee. subject to the Payment of Premiums. Grace Period section. 
e) !the date I an Employee moves his or her permanent residem:c outside the Service Arca.I 
1--oc .. f) !the date! an Employee ceases to he insured under the a,,ociated Indemnity Plan.I 

IDEPE~BE;"\;T COVF.RAC;F 
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Eligible Dependents for Dependent Health nenefits 
!Except as stated below. Yourl [Your I eligible Dependents arc: 
a) Your legal spouse [ where legal spollSC shall incluuc a domestic partner pursuant lo P. L. 2003. c. 246 /: 
b) Your unmarried Dependent children who arc under age 19: and 
c) the Employee's unmarried Dependent children. from age I 9 until their 23rd birthc.lay. who arc enrolled as full-time students at Accreditec.l 

Schools. Full-time stuc.lents will be dcfincc.l by the Accredited School. We can rc<.Juire periodic proof of a Dependent child's status as a full-
time student. 

[Exception: Any dependent who c.loes not reside in the Service Arca is not an eligible Dcpenc.lent. I 

Eligible Dependents will not include any Dependent who is: 
a) coverec.l by the Contract as an Employee or 
b) on active uuty in the armed forces of any country. 

Adopted Children and Step-Children 
Your ·'unmarriec.l Dependent children" include Your legally adopted children. Your step-children if they depend on You for most of their 
support and maintenance [and) [. the child of his or her domestic partner if the child depenus on the Employee for most of his or her support 
anc.l maintenance. and] children under a court appointed guardianship. [Carrier] will treat a child as legally adopted from the time the child is 
placed in the home for the purpose of adoption. l Carrier] will treat such a child this way whether or not a final adoption order is ever issueu. 

Incapacitated Children 
An Employee may have an unmarried child with a mental or physical handicap, or developmental disability, who is incapable of earning a 
living. Subject to all of the terms of this section and the plan, such a child may stay eligible for Dependent health benefits past the Contract's 
age limit for eligible Dependents. 

The child will stay eligible as long as the child stays unmarried and incapable of earning a living. if: 

a) the child's condition started before he or she reached the Contract's age limit; 
b) the child depends on the Employee for most of his or her support and maintenance: and 
c) the child became covered by the Contract or any other policy or contract before the child reached the age limit and stayed continuously 

coverec.l after reaching such limit. 

But. for the child to stay eligible. the Employee must send Us written proof that the child is handicapped or developmentally disabled and 
depends on the Employee for most of his or her support and maintenance. The Employee has 31 days from the date the child reaches the age 
limit to do this. We can ask for periodic proof that the child's condition continues. But, after two years, We cannot ask for this more than once a 
year. 

The child's coverage ends when the Employee's coverage docs. 

Enrollment Requirement 
You must enroll Your eligible Dependents in order for them to be covered under the Contract. ["DC" Only eligible Dependents who You 
include for coverage under the associated Indemnity Plan may be enrolled under this HMO Plan. J [Carrier) considers an eligible Dependent to 
be a Lale Enrollee. if You: 
a) enroll a Dependent [and agrees to make the required payments I more than [30] days after the Dependent's Eligibility Date; 
b) in the case of a Newly Acquired Dependent, have other eligible Dependents whose coverage previously ended because You failed tn make 

the required contriiiutions. or otherwise chose to end such coverage. 

Late Enrollees are subject to the Contract's Pre-Existing Conditions limitations section. if any applies. 

If Your depcnuent coverage ends for any reason. including: failure to make the required payments. Your Dependents will be considered Late 
Enrollees when their coverage begins again. 

When an Employee initially waives coverage for a spouse and/or eligible Dependent chiluren under the Contract, the Plan Sponsor [or We] 
should notify the Employee of the requirement for the Employee to make a statement that waiver was because the spouse and/or eligible 
Dependent children were covcreJ under another group plan, if such other coverage was in fact the reason for the waiver. and the consequences 
of that requirement. If the Employee previously waived coverage for the Employci.:·s spouse ur elig1hlc Dependent children under the Contract 
and stated at that time that such waiver was because they were covered under another group plan. and the Employee now elects to enroll them 
in the Contract. the Dependent will not be considcrcc.l a Late Enrollee. provided the Dependent's coverage under the other plan ends due to one 
or the following events: 
a) l~rmination of employment or eligibility: 
b) reduction in the number or hours or employment: 
cl involuntary termination: 
dl divorce ()f legal scparati<>n [or termination of the domestic ranncr,hipl: 
c) death or the Employcc·s spuusc: 
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f) tcrminatic>n of the employer's contrihution toward coverage that was made by the employer that offered the group plan under which the 
Dependent was covered: or 

g) termination of the other plan's coverage. 
But. the Employee· s spouse or eligible Dependent children must he enrolled hy the Employee within 90 days of the date that any of the events 
described ahovc occur. Coverage wi II take effect as of the date the applicable event occurs. 

And. We will not consider an Employee's spouse or eligible Dependent children for which the Employee initially waived coverage under the 
Contract, to he a Late Enrollee. if: 
a) the Employee is under legal obligation to provide coverage due to a court order; and 
b) the Employee's spouse or eligible Dependent children arc enrolled by the Employee within 30 days of the issuance of the court order. 
Coverage will take effect as of the date required pursuant to the court order. 

In addition. if an Employee initially waived coverage under the Contract for the Employee's spouse or eligible Dependent children because the 
spouse and/or Dependent children had coverage under a Consolidated Omnibus Budget Reconciliation Act (COBRA) continuation provision 
and the Employee requests coverage for the spouse and/or Dependent children under the Contract within 30 days of the date the COBRA 
continuation ended, We will not consider the spouse and/or Dependent children to be Late Enrollees. Coverage will take effect as of the date the 
COBRA continuation ended. 

When Dependent Coverage Starts 
In order for an Employee's dependent coverage to begin the Employee must already be covered for Employee coverage or enroll for Employee 
and Dependent coverage at the same time. Subject to all of the terms of the Contract, the date an Employee's dependent coverage starts depends 
on when the Employee elects to enroll the Employee's Initial Dependents! and agrees to make any required payments]. 

If the Employee docs this within [30] days of the Dependent's Eligibility Date. the Dependent's Coverage is scheduled to start on the later of: 
a) the Dependent's Eligibility Date, or 
b) the date the Employee becomes covered for Employee coverage. 

If the Employee docs this more than [30] days after the Dependent's Eligibility Date. We will consider the Dependent a Late Enrollee. 
Coverage is scheduled to start on the later of: 
a) the date We or Our authorized representative or agent receive the enrollment form; or 
b) the date the Employee becomes covered for Employee coverage. 

Once an Employee has dependent coverage for Initial Dependents, the Employee must notify Us of a Newly Acquired Dependent within the 
[30] days after the Newly Acquired Dependent's Eligibility Date. If the Employee docs not, the Newly Acquired Dependent is a Late Enrollee. 

A Newly Acquired Dependent other than a newborn child or newly adopted child will he covered from the later of: 
a) the date the Employee notifies Us [ and agrees to make any additional payments]. or 
b) the Dependent's Eligibility Date for the Newly Acquired Dependent. 

If the Contractholdcr who purchased the Contract purchased it to replace a plan the Contractholder had with some other carrier. a Dependent 
who is Totally Disahled on the date the Contract takes effect will initially be eligible for limited coverage under the Contract if: 
a) the Dependent was validly covered under the Contractholder's old plan on the date the Contractholdcr's old plan ended; and 
b) the Contract takes effect immediately upon termination of the prior plan. 

The coverage under the Contract will be limited to coverage for services or supplies for conditions other than the disabling condition. Such 
limited coverage under the Contract will end one year from the date the person ·s coverage under the Contract begins. Coverage for services or 
supplies for the disabling condition will be provided as stated in an extended health benefits, or like provision, contained in the 
Contractholder's old plan. Thereafter. coverage will not be limited as described in this provision, but will he subject to the terms and conditions 
of the Contract. 

Newhorn Children 
We will cover an Employee's ncwhorn child for 31 days from the date of birth without additional premium. Coverage may be continued 
beyond such 31 day period as stated below: 
a) If the Employee is already covered for Dependent child coverage on the date the child is born. coverage automatically continues beyond 

the initial 31 days. provided the premium required for Dependent child coverage continues to be paid. The Employee must notify Us of the 
hirth of the ncwhom child as soon as possible in order that We may properly provide coverage under the Contract. 

b) If the Employee is not covered for Dependent child coverage on the date the child is born. the Employce must: 

I) give written notice to cnrnll the newborn child!; and 
2) pay the premium required !'or Dcpemlent child coverage within 31 days after the date of hirth. I 

If the notice is not given and the premium is not paid within such 31-day period. the newborn child's coverage will end at the end of such 31-
day period. If the notice 1s )!Jvcn and the premium paid after that 31-day period. the chi Id will he a Late Enrollee. 

When Dependent Con~rage Ends: 
A Dependent·, CO\'cra~e under the Contract will cm] on the fir,t of the following dates: 
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a) !the date]Employcc coverage ends: 
[bl the date the Employee stors heing a member of a l·lass of Employees eligible for such covenigc:] 
[c)l the date the Contract ends: 
[d)] the date Dependent coverage is dropped from the Contract for all Employees eligible for such coverage; 
[c) the date an Employee fails to pay any required part of the cost of Dependent coverage. It ends on the last day of the period for which the 

Employee made the required payments, unless coverage ends earlier for other reasons.] 
[f)l at 12:01 a.m. [on the last day of the calendar month following] [on] the date the Dependent stops being an eligible Dependent. 
[g)] with respect to a Dependent spouse. the date the spouse moves his or her permanent residence outside the Service Arca.] 
["DC" h) the date the Dependent ceases to be insured under the associated Indemnity Plan.]l 

EXTENDED HEALTH BENEFITS 
If the Contract ends and a !Member] is Totally Disabled and under a Practitioner's care. We will extend health benefits for that person under the 
Contract as explained below. This is done at no cost to the [Member}. 

We will only extend benefits for a [Member] due to the disabling condition. Any services and supplies must be provided before the extension 
ends. And what We cover is based on all the terms of the Contract. 

We do not cover services. supplies or charges due to other conditions. And, We do not cover services. supplies or charges incurred by other 
family members. 

The extension ends on the earliest of: 
a) the date the Total Disability ends; 
b) one year from the date the person's coverage under the Contract ends; or 
c) the date the person has reached the payment limit, if any. for his or her disabling condition. 

The Employee must submit evidence to Us that he or she or his or her Dependent is Totally Disabled. if We request it. 

TERMINATION FOR CAUSE If any of the following conditions exist, We may give written notice to the [Member! that the person is no 
longer covered under the Contract: 
a) Untenable Relationship: After reasonable efforts. We and/or [Network] Providers are unable to establish and maintain a satisfactory 

relationship with the[Member] or the [Member] fails to abide by our rules and regulations. or the [Member] acts in a manner which is 
verbally or physically abusive. 

b) Misuse of Identification Card: The [McmberJ permits any other person who is not authorized by Us to use any identification card We 
issue to the [Member]. 

c) Furnishing Incorrect or Incomplete Information: The [Member] furnishes material information that is either incorrect or incomplete in 
a statement made for the purpose of effecting coverage under the Contract. This condition is subject to the provisions of the 
Incontestability of the Contract section. 

d) Nonpayment: The [Member] fails to pay any Copayment [or Coinsurance] or to make any reimbursement to Us required under the 
Contract. 

e) Misconduct: The [Member] abuses the system. including but not limited to; theft, damage to [Our] [Network Provider's] property. forgery 
of c.lrug prescriptions, and consistent failure to keep scheduled appointments. 

f) J<'ailure to Cooperate: The [Member] fails to assist Us in coordinating benefits as described in the Coordination of Benefits and 
Services Section. 

If We give the [Member] such written notice: 

a) that person will cease to be a !Member! for the coverage under the Contract immediately if termination is occurring due to Misuse of 
Identification Card (b above) or Misconduct (c above), otherwise, on the date 31 days after such written notice is given by Us; and 

b) no benefits will be provided to the [Member] under the coverage after that date. 

Any action by Us under these provisions is subject to review in accordance with the Appeal Procedures We establish. 

[MEMBER] PROVISIONS 

THE ROLE OF A [MEMBER'S] PRIMARY <:ARE PHYSICIAN 
A [Member's.I Primary Care Physician provides basic health maintenance services and coordinates a [Member's] overall health care. Anytime a 
!Member] needs medical care, the I Member I should contuct his or her Primary Care Physician !or the Care Manager I and identify himself or 
herself as a !Member) of this program. 

In an Emergency. u JMcmhcrl may go directly to the emergency room. if a [Member) docs. then the fi'vlcmherl must call his or her Primary 
Care Physician Jor the Care Manager I and [Mcmher] Services within -1-8 hours. If a [Member] docs not call within 48 hours. We will provide 
services J"DC" under this fl\10 PlanJ only if We !or the Care Manager I Determine that notice was given as soon as was reasonably possihie. 

l"DC" Note: L!nuer the tl·rms of the assm:iatcd lnucmnity Pian. there is no requirement that the \1emhcr contact a Primary Care Physician to 
access services m supplies. hut all hcm·fits arc suhjcct to the terms and rnnuitions of the associated lmlemnity Plan./ 
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!THE ROLE OF THE CARE MANA<arn. The Care Manager will manage a !Member's] treatment for la Biologically-hascu Mental Illness. 
a Non-Biologically-bascu Mental Illness. Sllbstancc Abuse._or Alcohol Abuse!. A !Member! QJUSt contact rhe Care Manager or the !Member's] 
Primary Care Physician when a !Member! needs treatment for one of these conditions.! 

SELECTING OR CHANGING A PRIMARY CARE PHYSICIAN [OR HEALTH CENTER] 
When an Employee first obtains this coverage. the Employee and each of the Employee·s covered Dependents must select a Primary Care 
Physician for Health Center J. 

!Members! select a Pnmary Care Physician [or Health Center! from Our [Physician or Practitioners Directory!; this choice is solely a 
[Member's]. However. We cannot guarantee the availability of a particular Practitioner. If the Primary Care Physician initially selected cannot 
accept additional patients. a [Member] will be notified and given an opportunity to make another Primary Care Physician selection. !If a 
[Member] fails to select a Primary Care Physician [or Health Center!. We will make a selection on behalf of the [Member!.] 

[After initially selecting a Primary Care Physician. !Members] can transfer to different Primary Care Physicians if the physician-patient 
relationship becomes unacceptable. The [[Member I can select another Primary Care Physician from Our [Physician or Practitioners] Directory J. 

[For a discretionary change of PCP. the new PCP selection will take effect no more than 14 days following the date of the request. For a change 
necessitated by termination of the prior PCP from the Network. the new PCP selection will take effect immediately. 

IDENTIFICATION CARD 
The Identification Card issued by Us to !Members! pursuant lo the Contract is for identification purposes only. Possession of an Identification 
Card confers no right to services or benefits under the Contract, and misuse of such Identification Card constitutes grounds for termination of 
[Member's I coverage. If the [Member] who misuses the card is the Employee, coverage may be terminated for the Employee as well as any of 
the Employee's Dependents who arc [Members]. To be eligible for services or benefits under the Contract. the holder, of the card must be a 
[Member) on whose behalf all applicable premium charges under the Contract have been paid. Any person receiving services or benefits which 
he or she is not entitled to receive pursuant to the provisions of the Contract shall be charged for such services or benefits at prevailing rates. 

If any [Member] permits the use of his or her Identification Card by any other person. such card may be retained by Us, and all rights of such 
!Member] and his or her Dependents. if any. pursuant to the Contract shall be terminated immediately, subject to the Appeals Procedures. 

CONFIDENTIALITY 
Information contained in the medical records of [Members] and information received from physicians, surgeons, hospitals or other health 
professionals incident to the physician-patient relationship or hospital-patient relationship shall be kept confidential by Us; and except for use 
incident to bona fide medical research and education as may be permitted by law, or reasonably necessary in connection with the administration 
of the Contract or in the compiling of aggregate statistical data, or with respect to arbitration proceedings or litigation initiated by [Member] 
against Us, may not be disclosed without the [Member's\ written consent. except as required or authorized by law. 

INABILITY TO PROVIDE (NETWORK] SERVICES AND SUPPLIES 
In the event that due to circumstances not within Our reasonable control. including but not limited to major disaster, epidemic, complete or 
partial destruction of facilities, riot. civil insurrection, disability of a significant part of Our [Network) Providers or entities with whom We have 
arranged for services under the Contract. or similar causes, the rendition of medical or hospital benefits or other services provided under the 
Contract is delayed or rendered impractical. We shall not have any liability or obligation on account of such delay or failure to provide services. 
We are required only lo make a good faith effort lo provide or arrange for the provision of services, taking into account the impact of the event. 

REFERRAL FORMS 
A !Member] can be Referred for Specialist Services by a [Member's I Primary Care Physician. 

Except in the case of an Emergency, a [Member) will not he eligible for any services ["DC" under this HMO Plan) provided by anyone 
other than a [Member's] Primary Care Physician (including but not limited to Specialist Services) if a [Member} has not been Referred 
by his or her Primary Care Physician. Referrals must be obtained prior to receiving services and supplies from any Practitioner other 
than the [Member's] Primary Care Physician. 

NON-COMPLIANCE WITH MlmICALLY NECESSARY ANT> APPROPIUATE TREATMENT 
A [Member! has the right under New Jersey law to refuse procedures, medicines, or courses of treatment. A IMcmher\ has the right to 
participate in decision-making regarding the [Memhcr's] care. l'urther. a [Member! may. for personal. religious or cultural reasons disagree or 
not comply with procedures. medicines. or courses of treatment deemed Medically Necessary and Appropriate by a !Network] Practitioner. A 
[Member] who refuses procedures. medicines or courses of treatment has the right to seek a second opinion from another [Network\ 
Practitioner. If such !Network I Practitioncr(s) hclicvc(s) that the recommended procedures, medicines, or courses of treatment arc Medically 
Necessary and Appropriate. the [Network I Practitioner shall inform the [Member I of the consequences of not complying with the recommended 
procedures. medicines. or courses of treatment anu seek 10 resolve the disagreement with the [Member! an<l or the I Member's I family or other 
person acting on the IMember"sl behalf. If the !Mcmhcr! rcfllscs lo comply with recommended procedures. medicines. or courses or treatment. 
We will notify tl1e !McmhcrJ in writing that We will not provide further benefits or services for the particular condition or its consequences 
["DC" under this HMO Plan!. The JMcmher"sJ <lcc1s1on to rc_jccl Medically Necessary and Appropriate procedures, medicines. or courses or 
treatment is suhjcct to the Appeals Procedure and We will continlle to provide all hcncfits covered hy the Contract during the pcndcncy of the 
Appeals Procedure. We reserve the right 10 expedite the AppL·als l'roce<lure. If the Appeals Prnccuure results in a decision upholding the 
position of the [Network! PraclilitJner(s) and the dispute is unresol\'cd. We will have no further responsibility to provide any of the benefits 
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available under the Contract for treatment of such condition or its consequences unless the [Member] asks, in writing and within 7 days of 
being informed of the result of the Appeals Procedure. to terminate his or her coverage UQder the Contract. In such event. We will continue to 
provide all benefits covered hy the Contract for 30 days or until the date of termination. whichever comes first. and We and the [Network! 
Practitioner will cooperate with the [Member I in facilitating a transfer of care. 
REFUSAL OF LIFE-SUSTAINING TREATMENT 
A [Member] has the right under New Jersey law to refuse life sustaining treatment. A [Member] who refuses life sustaining treatment remains 
eligible for all benefits including Home Health and Hospice benefits in accordance with the Contract. We will follow a [Member's I properly 
executed advance directive or other valid indication or refusal of life sustaining treatment. 

REPORTS AND RECORDS 
We arc entitled to receive from any Provider of services to a [Member]. such information We deem is necessary to administer the Contract. 
subject to all applicable confidentiality requirements as defined in the Contract. By accepting coverage under the Contract. the Employee. for 
himself or herself, and for all Dependents covered hereunder. authorizes each and every Provider who renders services to the [Member] 
hereunder to disclose to Us all facts and information pertaining to the care, treatment and physical condition the [Member! and render reports 
pertaining to same to Us. upon request. and to permit copying of a !Member's] records by Us. 

MEDICAL NECESSITY 
[Members] will receive designated benefits under the Contract only when Medically Necessary and Appropriate. We [or the Care Manager] 
may Determine whether any benefit provided under the Contract was Medically Ne<.:essary and Appropriate, and We have the option to select 
the appropriate [Network] Hospital to render services if hospitalization is necessary. Decisions as to what is Medically Necessary and 
Appropriate are subject to review by [Our quality assessment committee or its physician designee]. We will not. however, seek reimbursement 
from an eligible [Member] for the cost of any covered benefit provided under the Contract that is later Determined to have been medically 
unnecessary and inappropriate. when such service is rendered by a Primary Care Physician or a Provider referred in writing by the Primary Care 
Physician without notifying the [Member] that such benefit would not be covered under the Contract. 

LIMITATION ON SERVICES 
Except in cases of Emergency. services l"DC" under this HMO Plan] arc available only from Network Providers. We shall have no liability or 
obligation whatsoever on account of any service or benefit sought or received by a[Memberl from any Provider or other person. entity, 
institution or organization unless prior arrangements are made by Us. 

PROVIDER PAYMENT 
[[Different] providers in Our Network have agreed to be paid [in different ways by Us. A Member's Provider may be paid] [each time he or she 
treats the Member ("fee for service"] [. or may be paid I I a set fee for each month for each Member whether or not the Member actually receives 
services ("capitation")] [ , or may receive] [ a salary]. [These payment methods may include financial incentive agreements to pay some 
providers more ("bonuses"') or less ("withholds") based on many factors: Member satisfaction, quality of care, and control of costs and use of 
services among them.] If a Member desires additional information about how Our Primary Care Physicians or any other Provider in Our 
Network arc compensated, please call Us at [telephone number I or write [address]. 

The laws of the state of New Jersey, at N.J.S.A. 45:9-22.4 ct seq .. mandate that a physician, chiropractor or podiatrist who is permitted to make 
Referrals to other health care Providers in which he or she has a significant financial interest inform his or her patients of any significant 
financial interest he or she may have in a health care Provider or Facility when making a Referral to that health care Provider or Facility. If a 
Member wants more information about this the [Member!. the [Member] should contact his or her physician, chiropractor or podiatrist. If a 
Member believes he or she is not receiving the information to which the Member is entitled. contact the Division of Consumer Affairs in the 
New Jersey Department of Law and Public Safety at (973) 504-6200 OR (800) 242-5846.J 

APPEAL PROCEDURE 
NOTE TO CARRIERS: Insert Appeals Procedure text here. The Appeal Procedure text must satisfy the requirements of N.J.A.C. 8:38-8.5 et 
seq. The text must include specific information regarding the Stage I, Stage 2 and External Appeals process. 

In addition, Carriers arc reminded that 29 CFR Part 2560 addresses claims procedures. It is expected that the text included in this Appeals 
Procedure section will include information the Carrier deems necessary to comply with the requirements of 29 CFR Part 2560. 

JCONTINUATION OF CARE 

We shall provide written notice to each [Member I at least 30 business days prior to the termination or withdrawal from Our Provider Network 
of a [Member's I PCP and any other Provider from which the !Member] is currently receiving a course of treatment. as reported to Us. The 30-
day prior notice may be waived in cases of immediate termination of a health care professional based on a breach of contract by the health care 
professional. a determination of fraud. or where Our medical director is of the opinion that the health care professional is an imminent danger to 
the patient or the public health. safety or welfare 

We shall assure continued coverage of covered services at the contract rate by a terminated health care professional for up lo four months in 
cases where it is Medically Necessary and Appropriate ror the [Mcmhcrl to continue treatment with the terminated health care professional. 

In case of pregnancy of a [McmherJ, coverage of services for the terminated health care professional shall continue to the postpartum evaluation 
of the [MembcrJ. up to six weeks after the delivery. With respect t(> pregnancy. Vlcdical Necessity and Appropriateness shall he deemed to have 
hccn tlcmonstratcd. 
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For a [Member] who is receiving post-operative follow-up care. We shall continue to co_ver the services rendered hy the hc_:1.lth care professional 
for the duration of the treatment or for up to six months. whichever occurs first. 

For a [Member] who is receiving oncological treatment or psychiatric treatment. We shall continue to cover services rendered hy the health care 
professional for the duration of the treatment or for up to 12 months. whichever occurs first. 

For a !Member! receiving the above services in an acute care Facility. We will continue to provide coverage for services rendered by the health 
care professional regardless of whether the acute care Facility is under contract or agreement with Us. 

Services shall be provided to the same extent as provided while the health care professional was employed by or under contact with Us. 
Reimbursement for services shall be pursuant to the same schedule used lo reimburse the health care professional while the health care 
professional was employed by or under contract with Us. 

If a [Member] is admiued to a health care Facility on the date the Contract is terminated, We shall continue lo provide benefits for the 
(Member! until the date the (Member] is discharged from the Facility or exhaustion of the [Member's] benefits under the Contract, whichever 
occurs first. 

We shall not continue services in those instance in which the health care professional has been terminated based upon the opinion of Our 
medical director that the health care professional is an imminent danger 10 a patient or to the public health, safety and welfare, a determination 
of fraud or a breach of contract by a health care professional. The Determination of the Medical Necessity and Appropriateness of a [Member's] 
continued treatment with a health care professional shall be subject to the appeal procedures set forth in the Contract. We shall not be liable for 
any inappropriate treatment provided to a [Member] by a health care professional who is no longer employed by or under contract with Us 

Ir We refer a [Member) to a [Non-Network! provider. the service or supply shall be covered as a [Network] service or supply. We arc fully 
responsible for payment to the health care professional and the [Member's] liability shall be limited to any applicable [Network) Copayment, or 
Coinsurance for the service or supply.] 

[COVERAGE PROVISION 

The Cash Deductible 
Each Calendar Year. each Member must incur charges for Covered Services or Supplies that exceed the Cash Deductible before We provide 
coverage for Covered Services or Supplies to that person. The Cash Deductible is shown in the Schedule. The Cash Deductible cannot be met 
with Non-Covered Services or Supplies. Only charges for Covered Services or Supplies incurred by the Member while covered by this Contract 
can be used to meet this Cash Deductible. 

Once the Cash Deductible is met, We provide coverage for other Covered Services or Supplies above the Cash Deductible incurred by that 
Member. less any applicable Coinsurance or Copayments, for the rest of that Calendar Year. But all charges must be incurred while that 
Member is covered by the Contract. What We cover is based on all the terms of the Contract. I 

[(<'amity Deductible Limit 
This Policy has a family deductible limit of two Cash Deductibles for each Calendar Year. Once two Covered Persons in a family meet their 
individual Cash Deductibles in a Calendar Year. We provide coverage for Covered Services and Supplies for all Members who arc part of the 
covered family. less any applicable Coinsurance or Copayments. for the rest of that Calendar Year. What We pay is based on all the terms of 
the Contract.] 

[Maximum Out of Pocket 
Maximum out of pocket means the annual maximum dollar amount that a Member must pay as Copaymcnt, Deductible and Coinsurance for all 
Covered Services or Supplies in a Calendar Year. All amounts paid as Copayment, Deductible and Coinsurance shall count toward the 
Maximum Out of Pocket. Once the Maximum Out of Pocket has been reached, the Member has no further obligation to pay any amounts as 
Copayment, Deductible and Coinsurance for Covered Services or Supplies for the remainder of the Calendar Year.] 

[Once two Members in a family meet their individual Maximum Out of Pocket, no other Member in that family will be required to pay any 
amounts as Copayments, Deductible or Coinsurance for covered services and supplies for the remainder of the Calendar Year.] 

If This Plan Replaces Another Plan 
The Contractholder who purchased this Contract may have purchased it to replace a plan the Contractholdcr had with some other carrier. 

The Member may have incurred charges for covered services and supplies under the Contrnctholder's old plan before it ended. If so. these 
charges will be used to meet the Contract"s Cash Deductible if: 
a) the charges were incurred during the Calendar Year in which the Contract starts: 
h) this Contrat·t would have provided coverage for the charges if the Contract had been in effect: 
t·J the Memhcr 1.1,as covered by the old plan when it ended and enrolled in the Contract on its Effective Date: and 
dl the Contract takes effect immediately upon termination of the prior plan. 

Please nnte: Although Deductihlc credit is given. there is no credit for Coinsurance. I 
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Note to carriei:,,: The Coverage Provision section is only to be included in plans where coverage is subject to deductible and coinsurance.] 

COVERED SERVICES & SUPPLIES 

["DC" Under this HMO Plan.] /Memhcrsl arc entitled to receive the henefits in the following sections when Medically Necessary and 
Appropriate. subject to the payment by /Members] of applicable copaymcnts /or Coinsurance) as stated in the applicable Schedule of Services 
and Supplies and subject to the terms. conditions and limitations of the Contract. Read the entire Contract to determine what treatment, services 
and supplies arc limited or excluded. 

(a) OUTPATIENT SERVICES. The following services are covered only at the Primary Care Physician's office [or Health Center] selected 
hy a [Member]. or elsewhere upon prior written Referral hy a [Memher)"s Primary Care Physician for Health Center] [or the Care 
Manager]: 
I. Office visits during office hours, and during non-office hours when Medically Necessary and Appropriate. 
2. Home visits by a [Member]'s Primary Care Physician. 
3. Periodic health examinations to include: 

a. Well child care from birth including immunizations; 
h. Routine physical examinations, including eye examinations: 
c. Routine gynecologic exams and related services; 
d. Routine car and hearing examination; and 
e_ Routine allergy injections and immunizations (but not if solely for the purpose of travel or as a requirement of a [Membcr]'s 

employment). 
4_ Diagnostic Services. 
5. Casts and dressings. 
6_ Ambulance service when certified in writing as Medically Necessary and Appropriate by a [Member j's Primary Care Physician and 

Pre-Approved by Us. 
7. Procedures and Prescription Drugs to enhance fertility, except where specifically excluded in the Contract. We cover charges for: 

artificial insemination; and standard dosages, lengths of treatment and cycles of therapy of Prescription Drugs. The Prescription 
Drugs noted in this section arc subject to the terms and conditions of the Prescription Drugs section of the Contract. 

8. Prosthetic Devices when We arrange for them. We cover only the initial fitting and purchase of artificial limbs and eyes, and other 
prosthetic devices. And they must take the place of a natural part of a Member's body, or be needed due to a functional birth defect in 
a covered Dependent Child. We do not provide for replacements (unless Medically Necessary and Appropriate), repairs. or wigs. We 
do not cover dental prosthetics or devices other than as a replacement for natural teeth lost due to Injury. as stated in the Dental Care 
and Treatment provision of the Contract. 

9. Durable Medical Equipment when ordered by a [Mcmber]'s Primary Care Physician and arranged through Us_ 
10. [Subject to Our Pre-Approval. as applicable, !Prescription Drugs including contraceptives which require a Practitioner's 

prescription, and insulin syringes and insulin needles. glucose test strips and lancets. colostomy bags. belts and irrigators_ when 
obtained through a Network Provider. 
[A prescription or refill will not include a prescription or refill that is more than: 
a) the greater of a 30 day supply or I 00 unit doses for each prescription or refill; or 
b) the amount usually prescribed by the !Member's] Network Provider. 
A supply will be considered to be furnished at the time the Prescription Drug is received.] 
[We have identified certain Prescription Drugs for which Pre-Approval is required. We will provide the list of Prescription Drugs for 
which Pre-Approval is requireli to each Employee. We will give at least 30 days advance written notice to the Employee before 
revising the list of Prescription Drugs to adli a Prescription Drug to the list. 

[If a Member brings a prescription for a Prescription Drug for which We require Pre-Approval to a Pharmacy and Pre-Approval has 
not yet been secured. [the Member must contact Us to request Pre-Approval.I !the Pharmacy will contact the Practitioner to request 
that the Practitioner contact Us to secure Pre-Approval.) The Pharmacy will dispense a 96-hour supply of the Prescription Drug. We 
will review the Pre-Approval request within the time period allowed by law. If We give Pre-Approval, We will notify the Pharmacy 
and the balance of the Prescription Drug will he dispensed with benefits for the Prescription Drug being paid subject to the terms of 
the Contract. If We do not give Pre-Approval. the Member may ask that the Pharmacy dispense the balance of the Prescription Drug. 
with the Mcmher paying for the Prescription Drug. The Member may submit a claim for the Prescription Drug, subject to the terms of 
the Contract. The Member may appeal the decision hy following the Appeals Procedure process set forth in the Contract. I 

We cover Medically Necessary and Appropriate supplies which require a prescription, are prescribed by a Practitiuner. and arc 
essential to the administration of the prescription drug. 

I I. Nutritional <-:ounseling for the management of disease entities which have a specific diagnostic criteria that can he verified. The 
nutritional counseling must he prescribed hy a [Member j's Primary Care Physician and Pre-Approved by Us. 

12. Dental x-rays when related to Covered Services. 
I>. Oral surgery in connection with hone fractures. removal or tumors and orthodonlogcnic cysts. and other surgical procedures. as We 

approve. 
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14. l<'ood and Jt'ood Products for Inherited Metabolic Diseases: We cover charges incurred for the lhcrapculic treatment of inherited 
metabolic diseases. including the purchase of medical foods (enteral (ormula) and low protein modified.food products as determined 
to be medically necessary by a I Member's I Practitioner. 

For the purpose of this benefit: 
"inherited metabolic disease" means a disease caused by an inherited abnormality of body chemistry for which testing is mandated by 
law: 
"low protein modified food product·· means a food product that is specially formulated to have less than one gram of protein per 
serving and is intended to be used under the direction of a Practitioner for the dietary treatment of an inherited metabolic disease, but 
docs not include a natural food that is naturally low in protein; and 
"medical food" means a food that is intended for the dietary treatment of a disease or condition for which nutritional requirements arc 
established by medical evaluation and is formulated to he consumed or administered entcrally under the direction of a Practitioner. 

15. Specialized non-standard infant formulas arc covered to the same extent and subject to the same terms and conditions as coverage 
is provided under this [Contract] for Prescription Drugs. We cover specialized non-standard infant formulas provided: 
a) The Child's Practitioner has diagnosed the Child as having multiple food protein intolerance and has determined the formula to 

be medically necessary; and 
b) The Child has not been responsive to trials of standard non-cow milk-based formulas, including soybean and goat milk. 
We may review continued Medical Necessity and Appropriateness of the specialized infant formula. 

16. Unless otherwise provided in the Charges fur the Treatment of Hemophilia section below, Ulood, blood products, blood transfusions 
and the cost of testing and processing blood. But We do not cover blood which has been donated or replaced on behalf of the 
Member. 

17. Charges for the Treatment of Hemophilia. The Providers in Our Network providing Medically Necessary and Appropriate home 
treatment services for bleeding episodes associated with hemophilia shall comply with standards adopted hy the Department of Health 
and Senior Services in consultation with the Hemophilia Association of New Jersey. 

We will cover the services of a clinical laboratory at a Hospital with a state-designated outpatient regional care center regardless of 
whether the Hospital's clinical laboratory is a [Network] Provider if the Member's Practitioner determines that the Hospital's clinical 
laboralory is necessary because: a) the results of laboratory tests arc medically necessary immediately or sooner than the normal 
return time for Our network clinical laboratory; orb) accurate test results need to be determined by closely supervised procedures in 
vcnipuncture and laboratory techniques in controlled environments that cannot be achieved by Our Network clinical laboratory. 

We will pay the Hospital's clinical lahoratory for the laboratory services at the same rate We would pay a Network clinical laboratory 
for comparable services. 

18. Colorectal Cancer Screening We provide coverage for colorectal cancer screening provided to a Member age 50 or over and to 
younger [Members! who arc considered to he high risk for colorectal cancer. Coverage will be provided, subject to all the terms of 
this Contract. and the following limitations: 

Subject to the American Cancer Society guidelines, and medical necessity as determined hy the [Mcmher's] Practitioner in 
consultation with the [Member! regarding methods to use, We will cover: 
a) a screening fecal occult blood test: 
h) flexible sigmoidoscopy, 
c) colonoscopy; 
d) barium enema: 
e) any combination of the services listed in items a-d ahove; or 
0 the most reliable medically recognized screening test available. 

We will provide coverage for the above methods at the frequency recommended by the most recent published guidelines of the 
American Cancer Socicly and as determined to be medically necessary by the [Member's] practitioner in consultation with the 
[Memherl. 

High risk for colorectal cancer means a [Member! has: 
a) A family history of: familial adenomatous polyposis, heriditary non-polyposis colon cancer: or breast, ovarian. endomctrial or 

colon cancer or polyps: 
b) Chronic inflammatory bowel disease; or 
c) A background. ethnicity or lifestyle that the practitioner helicves puts the person at elevated risk for colorectal cancer. 

19. Newborn Hearing Screening We provide coverage up to a maximum of 28 days following the date of birth for screening for 
newborn hearing loss by appropriate elcctrophysiologic screening measures. In addition. We provide coverage between age 29 days 
and 36 months for the periodic monitoring of infants for delayed onset hearing loss. 

(b) SPECIALIST DOCTOR BENEFITS. Services are covered when rendered by a Network specialist doctor at the doctor·s office [. or 
Health Center.I or any other [Network] Facility or a [Network! Hospital outpatient department during office or business hours upon prior 
written Referral hy a I Mcmhcrl's Primary Care Physician. 

(c/ INPATIENT HOSPICE, HOSPITAL, REIIAHIUTATION CENTER & SKILLED NURSING CENTl<:R BENEFITS. The 
following services arc crn·t•1-cd when ho,pitalized hy a Network Provider upon prior written referral from a [Mcmhcrl's Primary Care 
Physician. only al Nclwnrk Hospitals and Network Providers (or at !\on-Network facilities subject to Our Pre-/\pprnval): however. 
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Network Skilled Nursing Facility services and supplies arc limited to those whkh wnstitute Skilled Nursing Care and l-lospke services arc 
su_pjcct to Our Pre-Approval: 
I. Semi-private room and hoard accommodations 

Except as stated below. We provide coverage for Inpatient care for: 
a) a minimum or 72 hours following a modified radical mastectomy: and 
b) a minimum of 48 hours following a simple mastectomy. 
Exception: The minimum 72 or 48 hours. as appropriate. of Inpatient care will not be covered if the [Memher]. in consultation with 
the Network Provider. determine that a shorter length of stay is Medically Necessary and Appropriate. 

As an exception to the Medically Necessary and Appropriate requirement of the Contract. We also provide coverage for the mother 
and newly horn child for: 
a) up to 48 hours of inpatient care in a Network Hospital following a vaginal delivery; and 
b) a minimum of 96 hours of Inpatient care in a Network Hospital following a cesarean section. 
We provide such coverage subject to the following: 
a) the attending Practitioner must determine that Inpatient care is medically necessary; or 
b) the mother must request the Inpatient care. 

[As an alternative to the minimum level of Inpatient care described above. the mother may elect to participate in a home care program 
provided by Us.] 

2. Private accommodations [will be provided only when Pre-Approved by Usj. If a [Member! occupies a private room without [such! 
certification [Member! shall be directly liable to the Hospice, Hospital, Rehabilitation Center or Skilled Nursing Facility for the 
difference between payment by Us to the Hospice, Hospital. Rehabilitation Center or Skilled Nursing Facility of the per diem or other 
agreed upon rate for semi-private accommodation established between Us and the Network Hospice. Network Hospital, Network 
Rehabilitation Center or Network Skilled Nursing Facility and the private room rate. 

3. General nursing care 
4. Use of intensive or special care facilities 
S. X-ray examinations including CAT scans but not dental x-rays 
6. Use of operating room and related facilities 
7. Magnetic resonance imaging "MRI" 
8. Drugs. medications, biologicals 
9. Cardiography/Enccphalography 
I 0. Laboratory testing and services 
11. Pre- and post-operati vc care 
12 Special tests 
13. Nuclear medicine 
14. Therapy Services 
IS. Oxygen and oxygen therapy 
16 Anesthesia and anesthesia services 
17. Blood, blood products and blood processing 
18. Intravenous injections and solutions 
19. Surgical. medical and obstetrical services; We also cover reconstructive breast Surgery, Surgery to restore and achieve symmetry 

between the two hrcasts and the cost of prostheses following a mastectomy on one breast or both breasts. We also cover treatment of 
the physical complications of mastectomy. including lymphcdemas. 

21. The following transplants: Cornea, Kidney. Lung, Liver, Heart, Pancreas and Intestines. 
22. Allogcneic bone marrow transplants. 
[23. Autologous bone marrow transplants and associated dose intensive chemotherapy: only for treatment of Leukemia. Lymphoma, 

Ncuroblastoma, A plastic Anemia. Genetic Disorders (SCID and WISCOT Alldrich) and Breast Cancer. when Pre-Approved by Us, if 
the !Member] is participating in a National Cancer Institute sponsored clinical tnal. I 

!23. Autologous Bone Marrow Transplant and Associated Dose-Intensive Chemotherapy. but only if performed by institutions approved 
by the National Cancer Institute, or pursuant to protocols consistent with the guidelines of the American Society of Clinical 
Oncologists: 

24. Peripheral Blood Stem Cell Transplants. but only if performed by institutions approved by the National Cancer Institute, or pursuant 
to protocols consistent with the guidelines of the American Society of Clinical Oncologists. I 

25. Donor's costs associated with transplants if the donor docs not have health coverage that would cover the medical costs associated 
with his or her role as a donor. We dn not cover costs for travel, accommodations or comfort items. 

(d) BENEFITS FOR SUBSTANCE ABUSE ANl) NON-BIOLOGICALLY-BASED MENTAL ILLNESSES. The following Services arc 
covered when rendered by a Network Provider at Provider's office or at a Network Suhstancc Abuse Center [or Health Center] upon prior 
written referral by a !Member l's Primary Care Physician [or Lhe Care Manager]. This section does not address coverage for a Biologically-
b:ised Mental Illness. 

I. Outpatient. !Members! :ire cntitlcJ to receive up to twenty (20) outpatient visits per Calendar Year. Benefits include diagnosis. 
medical. psychiatric and psychological treatment and medical referral services hy a !Member j's Primary Care Physician lor the Care 
Manager! for the abuse of or addiction to drugs and 1',;on-Biologically-hascd 'Vlcntal Illnesses. Payment for non-medical ancillary 
services (such as vocational rehabilitation or employment counseling) is nor provided. hut information regarding appropriate agencies 
will be providcJ if available. ! \1c111bcrs I arc additionally eligible. upon referral hy a I Mcmhcrl' s Primary Care Physician (or the Care 
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Manager I. for up to sixty (60) more outpatient visits by ex..:hanging one or more of the inpatient hospital days described in paragraph 
2 below where each exchanged inpatient day provides two outpatient visits. 

2. Inpatient Hospital Care. [Members] arc entitled to receive up to thirty (30) days of inpatient care benefits for detoxification. medical 
treatment for medical conditions resulting from the Substance Abuse. referral services for Substance Abuse. and Non-Biologically-
based Mental Illnesses. The following services shall be covered under inpatient treatment: (I) lodging and dietary services; (2) 
physician. psychologist. nurse. certified addictions counselor and trained staff services; (3) diagnostic x-ray; (4-) psychiatric. 
psychological and medical laboratory testing; (5) drugs. medicines. equipment use and supplies. 

3. Chemical Dependency Admissions. Repeated detoxification treatment for chronic Substance Abuse will not he covered unless in 
Our sole Discretion ii is Determined that [Members) have been cooperative with an on-going treatment plan developed by a Network 
Provider. Failure to comply with treatment shall constitute cause for non-coverage of Substance Abuse services. Court-ordered 
chemical dependency admissions arc not covered unless Medically Necessary and Appropriate and only to the extent of the covered 
benefit as defined above. 
["DC" NOTE: ANY NON-BIOLOGICALLY-BASED MENTAL ILLNESSES AND SUBSTANCE ABUSE BENEFITS A 
[MEMBER] RECEIVES UNDER THE ASSOCIATED INDEMNITY PLAN WILL REDUCE THE NON-BIOLOGICALLY-
BASED MENTAL ILLNESSES AND SUBSTANCE ABUSE SERVICES AND SUPPLIES AVAILABLE UNDER THIS 
HMOPl,AN.] 

(e) BENEFITS FOR BIOLOGICALLY-HASED MENTAL ILLNESS OR ALCOHOL ABUSE. We cover treatment of a Biologically-
based Mental Illness or Alcohol Abuse the same way We would for any other illness. if such treatment is prescribed hy a Network 
Provider upon prior written referral by a [Membcr]'s Primary Care Physician (or the Care Manager]. We do nOl pay for Custodial care, 
education or training. 

(fl EMERGENCY CARE BENEFITS-WITHIN AND OUTSIDE OUR SERVICE AREA. The following services are covered ["DC" 
under this HMO Plan] without prior written Referral by a [Member]'s Primary Care Physician in the event of an Emergency as Determined 
by Us. 

I. A [Member j's Primary Care Physician is required to provide or arrange for on-call coverage twenty-four (24) hours a day. seven (7) 
days a week. Unless a delay would be detrimental to a [Member]'s health, (Member] shall call a [Mcmher('s Primary Care Physician 
[or Health Center] [or Us] (or the Care Manager) prior to seeking Emergency treatment. 

2. We will cover the cost of Emergency medical and hospital services performed within or outside our service area without a prior 
written Referral only if: 
a. Our review Determines that a [Mcmher]"s symptoms were severe and delay of treatment would have been detrimental to a 

[Member]'s health. the symptoms occurred suddenly. and [Member] sought immediate medical attention. 
b. The service rendered is provided as a Covered Service or Supply under the Contract and is not a service or supply which is 

normally treated on a non-Emergency basis; and 
c. We and the [Member)" s Primary Care Physician are notified within 48 hours of the Emergency service and/or admission and We 

are furnished with written proof of the occurrence, nature and extent of the Emergency services within 30 days. A [Member] 
shall be responsible for payment for services received unless We Determine that a [Member j's failure to do so wa~ reasonable 
under the circumstances. In no event shall reimbursement he made until We receive proper written proof. 

3. In the event a [Member] is Hospitali.lcd in a Non-Network Facility, coverage will only be provided until the [Member] is medically 
able to travel or to he transported to a Network Facility. If the [Member] elects to continue treatment with Non-Network Providers. 
We shall have no responsibility for payment beyond the date the (Member] is Determined to be medically able to he transported. 
In the event that transportation is Medically Necessary and Appropriate. We will cover the amount We Determine to be the 
Reasonable and Customary cost. Reimbursement may be subject to payment by ]Members] of all Copayments which would have 
been required had similar benefits been provided upon prior written Referral to a Network Provider. 

4. Coverage for Emergency services includes only such treatment necessary to treat the Emergency. Any elective procedures performed 
after a (Member] has been admitted to a Facility as the result of an Emergency shall require prior written Referral or the [Member] 
shall be responsible for payment. 
The Copayment for an emergency room visit will he credited toward the Hospital Inpatient Copayment if a [Member] is admitted as 
an Inpatient to the Hospital as a result of the Emergency. 

6. Coverage for Emergency and Urgent Care include coverage of trauma services at any designated level I or II trauma center as 
Medi.:ally Necessary and Appropriate. which shall he continued at least until. in the judgement of the attending physician, the 
Member is medically stable. no longer requires critical care. and can be safely transferred to another Facility. We also provides 
coverage for a medical screening examination provided upon a Member's arrival in a Hospital. a~ required to be performed by the 
Hospital in accordance with Federal law. but only as necessary to Jetermine whether an Emergency medical condition exists .. [Please 
note that the "911"' Emergency response system may he used whenever a Covered person has a potentially life-threatening condition. 
Information on the use of the '"91 r· system is included on the identification card.] 

(g) THERAPY SERVICES. The following Services arc covered when rendered hy a Network Provider upon prim written Referral by a 
!Mcmber]'s Primary Care Physician lor the Care Manager]. Subject to the stated limits. We rnver the Therapy Services listed below. We 
cover other types of Therapy Services provided they arc performed by a licensed Provider. are Medically Necessary and Approprime and 
are not Experimental or lnvcstig,1tional. 

a. Chelatio11 7haapy-meuns the administration of Jrug~ or d1cmicals to remove toxic rnncentr::ttiuns of llll'tals 1·rom the body. 
h. Chc•motliaapy-thc treatment of malignant disease by chcmir,11 or bi(ilogical antincoplastic agents. 
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c. Dialysis Tr!'a/1111•111-thc treatment of an acute renal failure or a chronic irrever,ible renal insufficiency hy removing waste products 
from the hotly. This incluc.lcs hcmodialysis and peritoneal di_alysis. . 

c.l. Radimio11 T/1emp_1-thc treatment of disease hy x-ray. radium. rnhalt. or high energy particle soun:cs. Rac.liation therapy includes 
rental or cost of radioactive materials. Diagnostic Services requinng the use of radioactive materials are not radiation ·therapy. 

e. Respiration Therapy-the introduction of dry or moist gases into the lungs. 

f. Cogllitive Rcha/Jilitation Therapy-the retraining of the brain to perform intellccttw.l skills which it was able lo perform prior to 
disease, trauma. Surgery. or previous therapeutic process: or the training of the brain to perform intellectual skills it should have been 
able LU perform if there were not a congenital anomaly. 

g. Speech Therapy-except as stated below. treatment for the correction of a speech impairment resulting from Illness. Surgery. Injury. 
congenital anomaly. or previous therapeutic processes. Exception: For a [Covered Person] who has been diagnosed with a 
biologically-based mental illness. speech therapy means treatment of a speech impairment. 

Coverage for Cognitive Rehabilitation Therapy and Speech Therapy, combined, is limited to 30 visits per Calendar Year. 

h. Occupational Therapv--cxcept as stated below. treatment to restore a physically disabled person's ability to perform the ordinary 
tasks of daily living. Exception: For a [Covered Person] who has been diagnosed with a biologically-based mental illness. 
occupational therapy means treatment to develop a [Covered Person's] ability to perform the ordinary tasks of daily living. 

1. Physical Therapy--except as stated below, the treatment by physical means to relieve pain. restore maximum function. and prevent 
disability following disease. lnjury or loss of limb. Exception: For a [Covered Person] who has been diagnosed with a biologically-
based mental illness. physical therapy means treatment to develop a [Covered Person's] physical function. 

Coverage for Occupational Therapy and Physical Therapy, combined, is limited to 30 visits per Calendar Year. 

j. l11f11sio11 Therapy-the administration of antibiotic. nutrients. or other therapeutic agents by direct infusion. 

Note: The limitations on Therapy Services contained in this Therapy Services provision do not apply to any Therapy Services that arc received 
under the Home Health Care provision. 
["DC'' NOTE: ANY THERAPY BENEFITS A [MEMBER] RECEIVES UNDER THE ASSOCIATED INDEMNITY PLAN WILL 
REDUCE THE THERAPY SERVICES AND SUPPLIES AVAILABLE UNDER THIS HMO PLAN.] 

(h) HOME HEAL TH CARE. The following Services arc covercc.l upon prior written referral from a [Member j's Primary Care Physician. 
When home health care can take the place of Inpatient care. We cover such care furnished to a I Member] under a written home health care 
plan. We cover all Medically Necessary and Appropriate services or supplies. such as: 
I) Routine Nursing Care furnished by or under the supervision of a registered Nurse; 
2) physical therapy; 
3) occupational therapy: 
4) medical social work; 
5) nutrition services: 
6) speech therapy; 
7) home health aide services: 
8) medical appliances and cqmpmcnt. drugs and medications. laboratory services and special meals to the extent such items and services 

would have been covered under this Contract if the [Mcmherl had been in a Hospital; and 
9) any Diagnostic or therapeutic service. including surgical services performed in a Hospital Outpatient department. a Practitioner's 

ofl1cc or any other licensed health care Facility. provided such service would have been covered under the Contract 1f performed as 
Inpatient Hospital services. 

Payment is subject to all of the terms of this Contract and to the following conditions: 

a. The [Member's] Practitioner must certify that home health care is needed Ill place of Inpatient care in a recognized Facility. Home 
health care is covered only in situations where continuing hospitalization or confmcmcnt in a Skilled Nursing Facility or 
Rehabilitation Center would otherwise have been required if home health care were not providcc.l. 

b. The services anti supplies must he: 
I. ordered by the [Member's] Practitioner; 
2. im:lu<letl in the home health care plan: anti 
3. furnished by. or coordinatec.l by. a Home Health Agency accordin~ to the written home health care plan. 

The services and supplies must he furnishcc.l by recognized health care professionals on a part-time or intermittent basis. except when full-
time or 24 hour service is nec<lec.l on a short-term (no more than three-day) basis. 
c. The home health care plan must be set up in writing hy the [Member's I Practitioner within 14 days after home health care starts. Anc.l 

it must he reviewed by the IMemhcr's I Practitioner al least once every 60 days. 
c. We <lo not pay for: 

l. services furnished to family members. other than the patient: or 
2. services and supplies not incluc.lcd in the home health earl'.! plan. 

Any visit by a mcrnhcr of a home health care team on any day sh,!11 he considered as one home health care visit. 
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["DC" NOTE: ANY NURSING CARE UENEl<TrS A [MEJ\ilBERJ RECEIVES UNDER TUE ASSOCIATED INDEMNITY PLAN 
WILi, REDUCE THE NURSING CARE SERVICES AND SUPPLIES AVAIi.ABLE UNDER TIIIS HMO PLAN.] 

(i) Hospice Care if !Memhcrsl arc terminally Ill or terminally lnJured with life expectancy of six months or less, as certified by the 
IMcmberrs Primary Care Physician. Services may include home and Hospital visits by nurses and social workers: pain management and 
symptom control: instruction and supervision of family members, inpatient care: counseling and emotional support: and other home health 
care benefits listed above. 

(j) DENTAL CARE AND TREATMENT. The following services arc covered when rendered by a [Network) Practitioner upon prior 
Referral by a I Member's] Primary Care Physician. We cover: 
1) the diagnosis and treatment of oral tumors and cysts: aml 
2) the surgical removal of bony impacted teeth. 

We also cover treatmem of an Injury to natural teeth or the jaw, but only if: 
I) the Injury occurs while the (Member! is covered under any health benefit plan: 
2) the Injury was not caused. directly or indirectly by biting or chewing: and 
3) all treatment is finished within 6 months of the date of the Injury. 

Treatment includes replacing natural teeth lost due to such Injury. But in no event do We cover orthodontic treatment. 

For a (Member] who is severely disabled or who is a Child under age 6, We cover: 
a) general anesthesia and Hospitalization for dental services: and 
b) dental services rendered by a dentist regardless of where the dental services are provided for a medical condition covered by the 

Contract which requires Hospitalization or general anesthesia. 

(k) TREATMENT 1-'0R TEMPOROMANUIBULAR JOINT DISORDER (TMJ) The following services are covered when rendered by a 
[Network] Practitioner upon prior Referral by a (Member's] Primary Care Physician. We cover services and supplies for the Medically 
Necessary and Appropriate surgical and non-surgical treatment ofTMJ in a [Member!. However, We do not cover any services or supplies 
for orthodontia. crowns or bridgework. 

(I) THERAPEUTIC MANIPULATION The following services are covered when rendered by a [Network] Practitioner upon prior Referral 
by a [Member's! Primary Care Physician [or the Care Manager]. We limit what We cover for therapeutic manipulation to 30 visits per 
Calendar Year. And We cover no more than two modalities per visit. Services and supplies beyond 30 visits are not covered. 
["DC" NOTE: ANY THERAPEUTIC MANIPULATION BENEHTS A [MEMBER] RECEIVES UNDER THE ASSOCIATED 
INDEMNITY PLAN WILL REDUCE THE THERAPEUTIC MANIPULATION SERVICES AND SUPPLIES AVAILABLE 
UNDER THIS IIMO PLAN.] 

(m) [Cancer Clinical Trial We cover practitioner fees. laboratory expenses and expenses associated with Hospitalization, administering of 
treatment and evaluation of the Member during the course of treatment or a condition associated with a complication of the underlying 
disease or treatment, with arc consistent with usual and customary patterns and standards of care incurred whenever a Member receives 
medical care associated with an Approved Cancer Clinical Trial. We will cover charges for such items and services only if they would be 
covered for care and treatment in a situation other than an Approved Cancer Clinical Trial. 

We do not cover the cost of investigational drugs or devices themselves, the cost of any non-health services that might be required for a 
Member to receive the treatment or intervention, or the costs of managing the research. or any costs which would not be covered under the 
Contract for treatments that arc not Experimental or lnvcstigational. I 

NON-COVERED SERVICES AND SUPPLIES 

THE FOLLOWING ARE NOT COVERED SERVICES UNDER THE CONTRACT. 

Care or treatment by means of acupuncture except when used as a substitute for other forms of anesthesia. 

Services for ambulance for transportation from a Hospital or other health care Facility. unlcss[Mcmbcr] is being transferred to another 
Inpatient health care Facility. 

[Broken Appointments.] 

mood or blood plasma which is replaced by or for a!Memberj. 

Care and/or treatment by a Christian Science Practitioner. 

Completion of claim forms. 

Services or supplies related to Cosmetic Surgery, except as otherwise stated in the Contract: complications of Cosmetic Surgery; drugs 
prescribed for cosmetic purpose, 

Services related lo Custodial or domiciliary care. 
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Dental care or treatment. including appliances and dental implants. except as otherwise stated in to_e Contract. 

Care or treatment by means of dose intensive chemother:ipy, except as otherwise stated in the Contract. 

Services or supplies. the primary purpose of which is educational providing the !Member] with any of the following: training in the activities 
of daily living: instruction in scholastic skills such as reading and writing: preparation for an occupation: or treatment for learning disabilities. 
Experimental or Investigational treatments, proq:dures. hospitalizations, drugs. biological products or medical devices, except as otherwise 
stated in the Contract. 

Extraction of teeth, except for bony impacted teeth. 

Services or supplies for or in connection with: 
a) except as otherwise stated in the Contract. exams to determine the need for (or changes of) eyeglasses or lenses of any type: 
b) eyeglasses or lenses of any type except initial replacements for loss of the natural lens; or 
c) eye surgery such as radial keratotomy or Jasik surgery. when the primary purpose is to correct myopia (nearsightedness), hypcropia 

(farsightedness) or astigmatism (blurring). 

Services or supplies provided by one of the following members of the Employee's family: spouse. child, parent. in-law, brother, sister or 
grandparent. 

Services or supplies furnished in connection with any procedures to enhance fertility which involve harvesting, storage and / or manipulation 
of eggs and sperm. This includes. but is not limited to the following: a) procedures: in vitro fertilization: embryo transfer; embryo freezing; and 
Gamete intra-fallopian Transfer (GITT) and Zygote lntrafallopian Transfer (ZIIT), donor sperm, surrogate motherhood; and b) Prescription 
Drugs not eligible under the Prescription Drugs section of the Policy. 

Except as otherwise stated in the Contract, services or supplies related to hearing aids and hearing examinations to determine the need for 
hearing aids or the need to adjust them. 

Services or supplies related to herbal medicine. 

Services or supplies related to hypnotism. 

Services or supplies necessary hecause the [Member] engaged, or tried to engage, in an illegal occupation or committed or tried to commit an 
indictable offense in the jurisdiction in which it is committed, or a felony. 

Except as stated below, Illness or Injury, including a condition which is the result of disease or bodily infirmity, which occurred on the job 
and which is covered or could have been covered for benefits provided under workers· compensation, employer·s liability, occupational disease 
or similar law; 
Exception: This exclusion does not apply to the following persons for whom coverage under workers' compensation is optional unless such 
persons arc actually covered for workers' compnsation: a self-employed person or a partner of a limited liability partnership. members of a 
limited liability company or partners of a partnership who actively perform services on behalf of the self-employed business, the limited 
liability partnership, limited liability company or the partnership. 

['"DC"[Services or supplies for which benefits arc paid under the associated Indemnity Plan. I 

Local anesthesia charges billed separately if such charges are included in the fee for the Surgery. 

Membership eosts for health clubs. weight loss clinics and similar programs. 

Services and supplies related to marriage, career or financial counseling, sex therapy or family therapy, and related services. 

Any Non-Covered Senicc or Supply specifically limited or not covered elsewhere in the Contract. or which is not Medically Necessary and 
Appropriate. 

Non-prescription drugs or supplies. except; 
a) insulin needles and insulin syringes and glucose test strips and lancets: 
b) colostomy bags. belts. and irrigators; and 
c) as stated in the Contract for food and food products for inherited metabolic diseases. 

Services provided hy a 1mstoral counselor in the course of his or her normal duties as a religious oflicial or practitioner. 

Personal com·enicnce or comfort items including. hut not limited tn. such items as TV's. telephones. l1rst aid kits. exercise equipment. air 
conditioners. humidi 1·icrs. sauna~. hot tuhs. 
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[Pre-Existing Condition Limitations: 
The following ''Pre-Existing Conditions" and "Continuity of Coverage" provisions only apply to Contracts issued to Contr_J.lctholders of 
at least two hut not more than five eligible Employees. These provisions also apply to "Late Enrollees" under the Contracts issued to 
any Small Employer. However, this provision does not apply to Late Enrollees if 10 or more Late .Enrollees request enrollment during 
any [30] day enrollment period provided for in the Contract. See the Contract's EMPLOYEE COVERAGE [and DEPENDENT 
COVERAGE] suhsection[sJ or the ELIGIBILITY section to determine if a [Memher] is a Late Enrollee. [The "Pre-Existing 
Conditions" provision does not apply to a Dependent who is an adopted child or who is a child placed for adoption or to a newborn 
child if the Employee enrolls the Dependent and agrees to make the required payments within [31] days after the Dependent's 
Eligibility Date.] 

A Pre-Ex.isting Condition is an lllness or Injury which manifests itself in the six. months before a [Member's I Enrollment Date. and for which 
medical advice, diagnosis. care. or treatment was recommended or received during the six months immediately preceding the Enrollment Date. 
We do not pay benefits for charges for Pre-Existing Conditions for I 80 days measured from the Enrollment Date. This 180 day period may be 
reduced by the length of time the !Member] was covered under any Creditable Coverage if. without application of any Waiting Period. the 
Creditable Coverage was continuous to a date not more than 90 days prior to becoming a [Member). Refer to the Continuity of Coverage 
section below. 

This limitation docs not affect benefits for other unrelated conditions, [or] pregnancy [. or birth defects in a covered Dependent child]. Genetic 
information will not be treated as a Pre-Ex.isting Condition in the absence of a diagnosis of the condition related to that information. And We 
waive this limitation for a [Member's] Pre-Existing Condition if the condition was payable under Creditable Coverage which covered the 
[Member] right before the [Member's] coverage under the Contract started. The next section shows other exceptions. 

Continuity of Coverage 
[NOTE: COVERAGE UNDER THE CONTRACT IS SUBJECT TO THE ALTERNATIVE METHOD FOR COUNTING 
CREDITABLE COVERAGE] 
If a new [Member] was covered under Creditable Coverage prior to enrollment under the Contract and the Creditable Coverage was continuous 
to a date not more than 90 days prior to the Enrollment Date under the Contract, We will provide credit as follows. [Standard method! [We give 
credit for the time the [Member) was covered under the Creditable Coverage without regard to the specific benefits included in the Creditable 
Coverage.] [Alternative method] [We give credit for the time the [Member! was covered under the Creditable Coverage based on coverage for 
the following [category] [categories] of benefits: [mental health:I [substance abuse treatment:] [prescription drugs;] [dental care;] [or] [vision 
care]. [We will count a period of Creditable Coverage with respect to a category of benefits if any level of benefits is covered within that 
category. For all other benefits, I We give credit for the time the [Member! was covered under the Creditable Coverage without regard to the 
specific benefits included in the Creditable Coverage.] We count the days the [Member] was covered under Creditable Coverage, except that 
days that occur before any lapse in coverage of more than 90 days are not counted. We apply these days to reduce the duration of the Pre-
Existing Condition limitation under the Contract. The person must sign and complete his or her enrollment form within 30 days of the date the 
Employee's [active] Full-Time service begins. Any condition arising between the date his or her coverage under the Creditable Coverage ends 
and the Enrollment Date is a Pre-Existing Condition. We do not cover any charges actually incurred before the person's coverage under the 
Contract starts. If the Contractholder has included an eligibility waiting period in the Contract, an Employee must still meet it, before becoming 
covered.) 

Any service provided without prior written Referral by the [Member]'s Primary Care Physician, except as specified in the Contract. 

Services related to Private Duty Nursing, except as provided under the Private Duty Nursing section of the Contract. 

In the event of an Emergency. the amount of any charge which is greater than the amount We Determine to he the reasonable and customary 
charge. 

Services or supplies related to rest or convalescent cures. 

Room and board charges for a I Member I in any Facility for any period of time during which he or she was not physically present overnight in 
the Facility. 

Services or supplies related to Routine Foot Care, except: 
a) an open cutting operation to treat weak, strained, flat. unstable or unbalanced feet. metatarsalgia or bunions; 
b) the removal of nail roots: and 
c) treatment or removal of wrns. calluses or toenails in conjunction with the treatment of metabolic or peripheral vascular disease. 

Self-administered services such as: hiolcedhack. patient-controlled analgesia on an Outpatient basis. related diagnostic testing. self-care and 
self-help training. 

Services or supplies: 
a) eligible for payment under either federal or state programs (cxc.:cpt Medicaid and Medic.:arc). This provision applies whether or not the 

I Member I assens his or her rights Lo obtain this coverage or payment for these services: 
b) for which a charge is not usually made. such as a Practitioner treating a professional or business associate. or services at a public health 

fair: 
c) for which a l\kmh.:rl would nol ha\'C hcen charged if he or she <liLI not h.1vc health care coverage: 
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d) provided hy or in a (,pvcrnment llospital except as slated he low. or unless the services arc for treatment: 
•of a non-service Emergency: or 
•hy a Veterans· Administration Hospital of a non-scrv1cc related Illness or ln,1ury: 

11:21 App. EXH. Y 

Exception: This exclusion docs not apply to military retirees, their Dependents and the Dependents of active duty military personnel who arc 
covered under both the Contract and under military health coverage and who receive care in facilities of the Uniformed Services. 

Sterilization reversal-services and supplies rcmlcrcd for reversal of sterilization. 
Surgery, sex hormones. and related medical. psychological and psychiatric services to change a [Memherj's sex; services and supplies arising 
from complications of sex transformation. 

Telephone consultations. 

Transplants, except as otherwise listed in the Contract. 

Transportation; travel. 

Vision therapy. 

Vitamins and dietary supplements. 

Services or supplies received as a result of a war, declared or undeclared; police actions: services in the armed forces or units auxiliary thereto. 

Weight reduction or control, unless there is a diagnosis of morbid obesity; special foods. food supplements, liquid diets. diet plans or any 
related products except as provided in the Nutritional Counseling and Food and Food Products for Inherited Metabolic Diseases items of the 
Contract. 

Wigs, toupees, hair transplants, hair weaving or any drug if such drug is used in connection with baldness. 

COORDINATION OF BENEFITS AND SERVICES 

Purpose Of This Provision 
A [Member] may he covered for health benefits or services by more than one Plan. For instance, he or she may he covered by this [Contract) as 
an Employee and by another plan as a Dependent of his or her spouse. If he or she is covered by more than one Plan. this provision allows Us to 
coordinate what We pay or provides with what another Plan pays or provides. This provision sets forth the rules for determining which is the 
Primary Plan and which is the Secondary Plan. Coordination of benefits is intended to avoid duplication of benefits while at the same time 
preserving certain rights to coverage under all Plans under which the [Member] is covered. 

DEFI:\IITIONS 
The words shown below have special meanmgs when used in this provision. Please read these definitions carefully. [Throughout this provision. 
these defined terms appear with their initial letter capitalized.] 

Allowable Expense: The charge for any health care service, supply or other item of expense for which the [Member] is liable when the health 
care service, supply or other item or expensc is covered at least in part under any of the Plans involved. except where a statute requires another 
definition, or as otherwise stated below. 

When this [Contract] is coordinating benefits with a Phm that provides benefits only for demal care. vision care. prescription drugs or hearing 
aids. Allowable Expense is limited to like items of expense. 

[Carrier] will not consider the difference between the cost of a private hospital room and that of a semi-private hospital room as an Allowable 
Expense unless the stay in a private room is Medically Necessary and Appropriate. 

When this [Contract] is coordmating benefits with a Plan that restricts coordination of benefits to a specific coverage. We will only consider 
corresponding services. supplies or items of expense to which coordination of benefits applies as an Allowable Expense. 

Claim Determination Period: A Calendar Year. or portion of a Calendar Year. during which a [Member] is covered by this [Contract] and at 
least one other Plan and incurs one m more Allowable Expcnsc(s) under such plans. 

Plan: Coverage with which coordination of benefits is allowed. Plan includes: 
a) Group insurance and group subscriber contracts, including insurance continued pursuant to a Federal or State continuation law: 
bl Self-funded arrangements of group or group-type coverage. including insurance continued pursuant to a federal or State continuation law: 
c) Group or group-type coverage through a health maintenance organi~ation (HMO) or other prepayment. group practice and individual 

practice plans. including insurance continued pursuant to a Federal or State continuation law: 
d) Group hospital indemnity hcncfit amounts that exceed $150 per day: 
c) Medicare or other governmental hcnefits. except when. pursuant to law. the hcncfits must he treated as in excess of those of any private 

insurance plan or non-gnvcrnmcntal plan. 
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Plan docs not include: 
a) Individual or family insurance contracts or subscriber contracts: 
b) Individual or family coverage through a health maintenance organization or under any other prepayment. group practice and individual 

practice plans: 
c) Group or group-type coverage where the cost of coverage is paid solely hy the [Member] except that coverage heing continued pursuant to 

a Federal or State continuation law shall be considered a Plan: 
d\ Group hospital indemnity benefit amounts of $150 per day or less: 
e) School accident-type coverage: 
f) A State plan under Medicaid. 

Primary Plan: A Plan whose benefits for a [Memher'sj health care coverage must be determined without taking into consideration the 
existence of any other Plan. There may be more than one Primary Plan. A Plan will be the Primary Plan if either either "a" or '·b" below exist: 
a) The Plan has no order of benefit determination rules. or it has rules that differ from those contained in this Coordmation of Benefits and 

Services provision: or 
b) All Plans which cover the [Member] use order of benefit determination rules consistent with those contained in the Coordination of 

Benefits and Services provision and under those rules. the plan determines its benefits first. 

Reasonable and Customary: An amount that is not more than the usual or customary charge for the service or supply as determined by Us, 
based on a standard which is most often charged for a given service by a Provider within the same geographic area. 

Secondary Plan: A Plan which is not a Primary Plan. If a [Member] is covered by more than one Secondary Plan. the order of benefit 
determination rules of this Coordination of Benefits and Services provision shall be used to determine the order in which the benefits payable 
under the multiple Secondary Plans are paid in relation to each other. The benefits of each Secondary Plan may take into consideration the 
benefits of the Primary Plan or Plans and the benefits of any other Plan which. under this Coordination of Benefits and Services provision. has 
its benefits determined before those of that Secondary Plan. 

PRIMARY AND SECONDARY PLAN 
We consider each plan separately when coordinating payments. 

The Primary Plan pays or provides services or supplies first, without taking into consideration the existence of a Secondary Plan. If a Plan has 
no coordination of benefits provision. or if the order of benefit determination rules differ from those set forth in these provisions, it is the 
Primary Plan. 

A Secondary Plan takes into consideration the benefits provided by a Primary Plan when, according to the rules set forth below. the plan is the 
Secondary Plan. Ir there is more than one Secondary Plan. the order of benefit determination rules determine the order among the Secondary 
Plans. During each Claim Determination Period. the Secondary Plan(s) will pay up to the remaining unpaid allowable expenses. but no 
Secondary Plan will pay more than it would have paid if it had been the Primary Plan. The method the Secondary Plan uses to determine the 
amount to pay is set forth below in the "Procedures to he Followed hy the Secondary Plan to Calculate Benefits" section of this provision. 

The Secondary Plan shall not reduce Allowable Expenses for medically necessary and appropriate services or supplies on the basis that 
precertification, preapproval. notification or second surgical opinion procedures were not followed. 

RULES FOR THE ORDER OF BENEJ<'IT DETERMINATION 

The benefits of the Plan that covers the [Member] a~ an employee. member, subscriber or retiree shall be determined before those of the Plan 
that covers the [Member I as a Dependent. The coverage as an employee, member. subscriber or retiree is the Primary Plan. 

The benefits of the Plan that covers the [Member] as an employee who is neither laid off nor retired. or as a dependent of such person, shall be 
determined before those for the Plan that covers the !Member] as a laid off or retired employee. or as such a person's Dependent. If the other 
Plan does not contain this rule. and as a result the Plans do not agree on the order of benefit determination. this portion or this provision shall be 
ignored. 

The benefits of the Plan that covers the [Memherl as an employee. member. subscriber or retiree, or Dependent or such person. shall he 
determined hcfore those of the Plan that covers the [McmherJ under a right of continuation pursuant to Federal or State law. If the l>thcr Plan 
does not contain this rule. and as a result the Plans do not agree on the order of benefit determination. this portion of this provision shall be 
ignored. 

If a child is covered as a Dependent under Plans through both parents. and the parents arc neither separated nor divorced. the following rules 
apply: 
a) The benefits of the Plan of the parent whose h1rthday !'alls earlier in the Calendar Year shall he determined before those of the parent 

whose birthday falls later in the Calendar Year. 
h) If both p:ucnts have the s:.une birthday. the hcnel'its of the Plan which covered the parent for a longer period of time shall be determined 

he fore those of plan which covered the other parent for a shorter period of ti me. 
c) Birthday. as used above. refers only to month and day in a calendar year. not the year in which the parent was horn. 
<lJ If the other plan contains a provision that determines the rnder oi' benefits hascd on the gemler of the parent. the birthday rule 111 tllis 

provision shall he ignored. 
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If a child is covc:_rcd as a Dependent under Plans through hoth parents, and the parents.arc separated or divorced, the follnwing rules apply: 
a) The hcnefits of the Plan of the parent with custody of the child shall be determined first. 
b) The benefits of the Plan of the spouse of the parent with custody shall be determined second. 
c) The benefits of the Plan of the parent without custody shall be determined last. 
ti) If the terms of a court decree state that one of the parents is responsible for the health care expenses for the child. and if the entity 

providing coverage under that Plan has actual knowledge of the terms of the court decree. then the benefits of that plan shall be determined 
first. The benefits of the plan of the other parent shall be considered as secondary. Until the entity providing coverage under the plan has 
knowledge of the terms of the court decree regarding health care expenses, this portion of this provision shall be ignored. 

If the above order of benefits does not estahlish which plan is the Primary Plan, the benefits of the Plan that covers the employee. member or 
subscriher for a longer period of time shall be determined before the benefits of the Plan(s) that covered the person for a shorter period of time. 

Procedures to be Followed by the Secondary Plan to Calculate Henefits 

In order to determine which procedure to follow it is necessary to consider: 
a) the basis on which the Primary Plan and the Secondary Plan pay benefits; and 
b) whether the provider who provides or arranges the services and supplies is in the network of either the Primary Plan or the Secondary Plan. 

Benefits may be based on the Reasonable and Customary Charge (R&C), or some similar term. This means that the provider bills a charge and 
the !Member) may be held liable for the full amount of the billed charge. In this section. a Plan that bases hcnefits on a reasonable and 
customary charge is called an "R&C Plan." 

Benefits may be based on a contractual fee schedule, sometimes called a negotiated fee schedule, or some similar term. This means that 
although a provider, called a network provider. bills a charge. the [Member) may be held liable only for an amount up to the negotiated fee. In 
this section, a Plan that bases benefits on a negotiated fee schedule is called a "Fee Schedule Plan.'' If the !Member) uses the services of a non-
network provider, the plan will be treated as an R&C Plan even though the plan under which he or she is covered allows for a fee schedule. 

Payment to the provider may be based on a "capitation." This means that then HMO or other plans pays the provider a fixed amount per 
(Member(. The (Member] is liable only for the applicable deductible, coinsurance or copayment. If the [Member] uses the services of a non-
network provider, the HMO or other plans will only pay benefits in the event of emergency care or urgent care. In this section, a Plan that pays 
providers based upon capitation is called a "Capitation Plan." 

In the rules below. "provider'' refers to the provider who provides or arranges the services or supplies and "HMO'' refers to a health 
maintenance organization plan. 

Primary Plan is R&C Plan and Secondary Plan is R&C Plan 
The Secondary Plan shall pay the lesser of: 
a) the difference hetwecn the amount of the billed charges and the amount paid by the Primary Plan; or 
b) the amount the Secondary Plan would have paid if it had been the Primary Plan. 
When the benefits of the Secondary Plan are reduced as a result of this calculation. each benefit shall be reduced in proportion, and the amount 
paid shall be charged against any applicable hencfit limit of the plan. 

Primary Plan is Fee Schedule Plan and Secondary Plan is Fee Schedule Plan 
If the provider is a network provider in both the Primary Plan and the Secondary Plan. the Allowable Expense shall be the fee schedule of the 
Primary Plan. The Secondary Plan shall pay the lesser of: 
a) The amount of any deductible, coinsurance or copaymcnt required hy the Primary Plan; or 
b) the amount the Secondary Plan would have paid if it had been the Primary Plan. 
The total amount the provider receives from the Primary plan. the Secondary plan and the [Member( shall not exceed the fee schedule of the 
Primary Plan. In no event shall the [Member( he responsible for any payment in excess of the copayment. coinsurance or deductihle of the 
Secondary Plan. 

Primary Plan is R&C Plan and Secondary Plan is fee Schedule Plan 
If the provider is a network provider in the Secondary Plan, the Secondary Plan shall pay the lesser of: 
a) the difference between the amount of the billed charges for the Allowable Expenses and the amount paid by the Primary Plan; or 
b) the amount the Secondary Plan would have paid if it had been the Primary Plan. 
The !Member) shall only he liahle for the copaymcnl. dcductihlc or coinsurance under the Secondary Plan if the !Member] has no liability for 
copayment, deductible or coinsurance under the Primary Plan and the total payments by both the primary and Secondary Plans arc less than the 
provider's billed charges. In no event shall the IMcmhcrl be responsible for any payment in excess of the copayment. coinsurance or deductihlc 
of the Secondary Plan. 

Primary Plan is Fee Schedule Plan and Secondary Plan is R&C Plan 
If the provider is a network provider in the Primary Plan. the Allowable Expense considered by the Secondary Plan shall he the fee schedule of 
the Primary Plan. The Secondary Plan shall pay the lesser of: 
a) The amount of any dcductihle. coinsurance or copay1m:nt rcquircLI by the Primary Plan; or 
b) the amount the Scrnndary Plan would have paid if it had h~en the Primary Plan. 
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Primarv Plan is Fee Schedule Plan and Secondary Plan is R&C Plan or Fee Schedule Plan 
If the Primary Plan is an HMO plan that does not allow for the use of non-network providers except in the event of urgent care or emergency 
care and the service or supply the [Member! rccc,vcs from a non-network provider is not considered as urgent care or emergency care. the 
Sccomlary Plan shall pay benefits as if it were the Primary Plan. 

Primary Plan is Capitation Plan and Secondary Plan is Fee Schedule Plan or R&C Plan 
If the [Member! receives services or supplies from a provider who is in the network of both the Primary Plan and the Secondary Plan. the 
Secondary Plan shall pay the lesser of: 
a) The amount of any deductible. comsurance or copayment required by the Primary Plan; or 
b) the amount the Secondary Plan would have paid if it had been the Primary Plan. 

Primary Plan is Capitation Plan or Fee Schedule Plan or R&C Plan and Secondary Plan 1s Capitation Plan 
If the [Member] receives services or supplies from a provider who is in the network of the Secondary Plan. the Secondary Plan shall he liahle to 
pay the capitation to the provider and shall not be liable to pay the deductible. coinsurance or copayment imposed by the Primary Plan. The 
[Member] shall not be liable to pay any deductible. coinsurance or copayments of either the Primary Plan or the Secondary Plan. 

Primary Plan is an HMO and Secondary Plan is an HMO 
If the Primary Plan is an HMO plan that does not allow for the use of non-network providers except in the event of urgent care or emergency 
care and the service or supply the [Member] receives from a non-network provider is not considered as urgent care or emergency care. but the 
provider is in the network of the Secondary Plan, the Secondary Plan shall pay benefits as if it were the Primary Plan. Except that the Primary 
Plan shall pay out-of-Network services. if any, authorized by the Primary Plan 

SERVICES FOR AUTOMOBILE RELATED INJURIES 

This section will be used to determine a [Member's] coverage under the Contract when services arc provided as a result of an automobile 
related Injury. 

Definitions 
"Automobile Related Injury" means bodily Injury sustained by a [Member! as a result of an accident: 
a) while occupying, entering, leaving or usrng an automobile; or 
b) as a pedestrian; 

caused by an automobile or by an object propelled by or from an automobile. 

"Allowable Expense" means a medically necessary, reasonable and customary item of expense covered at least in part as an eligible expense or 
eligible services by: 
a) the Contract 
b) PIP; or 
c) OSAIC. 

"Eligible Services'' means services provided for treatment of an Injury which is covered under the Contract without application of Cash 
Deductibles and Copayments. if any or Coinsurance. 

"Out-of-State Automobile Insurance Coverage" or ''OSAIC" means any coverage for medical expenses under an automobile insurance policy 
other than PIP. OSAIC includes automobile insurance policies issued in another state or jurisdiction. 

"PW' means personal mjury protection coverage provided as part of an automobile insurance policy issued in New Jersey. PIP refers 
specifically to provisions for medical expense coverage. 

Determination of primary or secondary coverage. 
The Contract provides secondary coverage to PIP unless health coverage has been elected as primary coverage by or for the [Member! under 
the Contract. This election is made by the named insured under a PIP policy. Such election affects that pcrson·s family members who arc not 
themselves named insureds under another automobile policy. The Contract may be primary for one [Member I, but not for another if the person 
has a separate automobile policy and has made different selection regarding primacy of health coverage. 

The Contract is secondary to OSAIC. unless the OSAIC contains provisions which make it secontlary or excess to the Contractholder's plan. In 
that case the Contract will he primary. 

If there is a dispute as to which policy is primary. the Contract will pay benefits or provide services as if it were primary. 

Sen·iecs the Contract will provide if it is primary to Pf P or OSA[C. 
If the Contract is primary to PIP or OSAIC il will provide benefits for elig:1hlc expenses in accortlancc with its terms. 

The rules of the COORDINATION OF UENEFITS AND SERVICES section of the Contract will apply if: 
al the['vkmhcr! is 1mured or covered for services under more th:111 one insurance plan: and 

Supp. 9-20-04 21-378 



SMALL EMPLOYER HEALTH BENEFITS PROGRAM 11:21 App. EXH. Y 

hi such insurance plans or HMO Contracts arc primary to automohile insurance coverage. 

Benefits the Contract will pay if it is secondary to PIP or OSAIC. 
If the Conlracl is secondary to PIP or OSAIC the actual benefits payable will he the lesser 
of: 
a) the Allowable Expenses left uncovered after PIP or OSAIC has provided coverage after applying Cash Deductibles and Copayments. or 
b) the equivalent value of services if the Contract had hccn primary. 
GENERAL PROVISIONS 

CLERICAL ERROR-MISSTATEMENTS 
No clerical error nor programming or systems error by the Contractholdcr or by Us in keeping any records pertaining to coverage under the 
Contract will reduce a [Mcmber]'s Coverage. Neither will delays in making entries on those records reduce it. However, if We discover such an 
error or delay, a fair adjustment of Premiums will be made. 

If the age of an Employee, or any other relevant facts. arc found to have heen misstated. and the premiums are thereby affected, an equitable 
adjustment of premiums will be made. If such misstatement involves whether or not the person's coverage would have been accepted by Us. 
subject to the Contract's Incontestability section. the true facts will be used in determining whether coverage is in force under the terms of the 
Contract. 

CONFORMITY WITH LAW 
Any provision of the Contract which. is in conflict with the laws of the Stale of New Jersey, or with Federal law, shall be construed and applied 
as if it were in full compliance with the minimum requirements of such State law or Federal law. 

CONTINUING RIGHTS 
Our failure to apply terms or conditions does not mean that We waive or give up any future rights under the Contract. 

INCONTESTABILITY O}' THE CONTRACT 
There will be no contest of the validity of the Contract. except for not paying premiums, after it has been in force for two years. 

No statement in any application, except a fraudulent statement. made by the Contraclholder or by a [Member] covered under the Contract shall 
be used in contesting the validity of his or her coverage or in denying benefits after such coverage has been in force for two years <luring the 
person's lifetime. Note: There is no time limit with respect lo a contest in connection with fraudulent statements. 

LIMITATION ON ACTIONS 
No action al law or in equity shall he brought to recover on the Contract until 60 days after a !Member! files written proof of loss. No such 
action shall be brought more than three years after the end of the time within which proof of loss is required. 

OTHER RIGHTS 
We arc only required to provide benefits to the extent stated in the Contract, its riders and attachments. We have no other liability. 

Services and supplies arc to be provided in the most cost-effective manner practicable as Determined by Us. 

We reserve the right to use Our subsidiaries or appropriate employees or companies in administering the Contract. 

We reserve the right to modify or replace an erroneously issued Contract. 

Information in a Contractholder's application may not be used by Us Lo void the Contract or in any legal action unless the application or a 
duplicate of it is altachcd to the Contract or has heen furnished to the Contractholder for attachment to the Contract. 

Information in a I Member's I application may not be used by Us to void his or her coverage under the Contract or in any legal action unless the 
application or a duplicate of it i, allached to the Evidence of Coverage issued to a !Member 1. or has been mailed to a I Member I for attachment 
lo his or her Evidence or Coverage. 

PA YMl<:NT OF PREMIUMS-GRACE PERIOD 
Premiums are to he paid by the Contractholder to Us. They are due on each Premium Due Dale stated on the first page of the Contract. The 
ContracLholdcr may pay each Premium other than the first within 31 days of the Premium Due Date. Those days are known as the grace period. 
The Contractholder is liable to pay Premiums lo Us from the first day the Contract is in force. 

WORKERS' COMPENSATION 
The health benefits provided under the Contract arc not in place of. and do not affect requirements for coverage by Workers' Compensation. 

t:ONTINUATION RIGHTS 

t:OORDINATION AMONG CONTINlJATION RIGHTS SECl'lOi'.S 
i\s ttsed in this section. COBRA means the Consolidated Omnibus Budget Rccnnciliation Act o/' 1985 as enacted. and later amended. 
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/\ {Memher) may he eligihle to continue his or her group health henefits under the Contract"s COBRA CONTINUATION RIGHTS (CCR) 
sectio11 am! under other continuation sections of the Contr:1ct at the same tiuie. 

Continuation Under CCR am! NEW .JERSEY GROUP CONTINUATION RIGHTS (N.JGCR): If a[Memher) is eligihle to continue his or 
her group health henefits under both the Contract's CCR and NJGCR sections. he or she may c:lect to continue under CCR, hut cannot continue 
under NJGCR. 

Continuation Under CCR and any other continuation section of the Contract: 

If a [Member] elects to continue his or her group health benefits under both the Contract's CCR and any NJGCR. the continuations: 
a) start at the same time: 
h) run concurrently; and 
c) end independently on their own terms. 

While covered under more than one continuation section. the !Member]: 
a) will not be entitled to duplicate benefits; and 
b) will not he suhject to the premium requirements of more than one section at the same time. 

AN IMPORTANT NOTICE ABOUT CONTINUATION RIGHTS 

The following COBRA CONTINUATION RIGHTS section may not apply to the Employer's plan. The Employee must contact his or 
her Employer to find out if: 
a) the Employer is subject to the COBRA CONTINUATION RIGHTS section, in which case; 
b) the section applies to the Employee. 

COBRA CONTINUATION RIGHTS (Generally applies to employer groups of 20 or more employees) 

Important Notice 
Under this section. "Qualified Continuee" means any person who, on the day before any event which would qualify him or her for continuation 
under this section, is covered for group health benefits under the Contract as: 
a) an active, covered Employee; 
b) the spouse of an active, covered Employee: or 
c) the Dependent child of an active. covered Employee. Except as stated below, any person who becomes covered under the Contract during 

a continuation provided by this section is not a Qualified Continuce. 
Exception: A child who is born to the covered Employee. or who is placed for adoption with the covered Employee during the continuation 
provided hy this section is a Qualified Continuee. 

If An Employee's Group Health Benefits Ends 
a) If an Employee's group health benefits end due to his or her termination of employment or reduction of work hours, he or she may elect to 

continue such benefits for up to 18 months unless he or she was terminated due to gross misconduct. 
A Qualified Continuee may elect to continue coverage under COBRA even if the Qualified Continuee: 
a) is covered under another group plan on or before the date of the COBRA election: or 
b) is entitled to Medicare on or before the <late of the COBRA election. 

The continuation: 
a) may cover the Employee and any other Qualified Continuee; and 
b) is subject to the When Continuation Ends section. 

Extra Continuation for Disabled Qualified Continuees 
If a Qualified Continuee is determined to be disabled under Title II or Title XVI of the United States Social Security Act on the date his or her 
group health hcnefits would otherwise end due to the Employee's termination of employment or reduction of work hours or during the first 60 
days of continuation coverage. he or she and any Qualified Continuce who is not disabled may elect to extend his or her 18 month continuation 
period above for up to an extra 11 months. 

To elect the extra 11 months of continuation. the Qualified Conlinuee must give the Employer writlen proof of Social Security's determination 
of his or her disability hefore the earlier or: 

a) the end nf the 18 month continuation period: and 
b) 60 days after the date the Qualified Contimtcc is determined to be disabled. 

If. dunng this extra 11 month continuation period. the Qualified Continucc is <lclermine<l to he no longer <lisahlc<l under the Social Security 
Act. he or she must notify the Employer within 30 <lays or such determination, and continuation will end, as explained in the When 
Continuation Ends section. 

An additional 50'i! or the total premium charge also may be required from the Ernplnycc hy the Employer <luring this extra 11 month 
continuation period. 
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lf An Employee Dies While Covered 
If an Employee dies while covered. any Qualified Continuec whose group health benefits would otherwise end may elect to rnntinue such 
benefits. The continuation can last for up to 36 months, subject to the When Continuation Ends section. 

If An Employee's Marriage [or domestic partnership] Ends 
If an Employee's marriage ends due to legal divorce or legal separation [or termination of the domestic partnership!. any Qualified Continuee 
whose group health benefits would otherwise end may elect to continue such benefits. The continuation can last for up to 36 months. subject to 
the When Continuation Ends section. 

If A Dependent Loses Eligibility 
If a Dependent child's group health benefits end due to his or her loss of dependent eligibility as defined in the Contract. other than the 
Employee's coverage ending:. he or she may elect to continue such benefits. However. such Dependent child must be a Qualified Continuee. 
The cominuation can last for up to 36 months. subject to When Continuation Ends. 

Concurrent Continuations 
If a Dependent elects to continue his or her group health benefits due to the Employee's termination of employment or reduction of work hours, 
the Dependent may elect to extend his or her 18 month continuation period to up to 36 months. if during the 18 month continuation period, 
either: 
a) the Dependent becomes eligible for 36 months of group health benefits due to any of the reasons stated above: or 
b) the Employee becomes entitled to Medicare. 

The 36 month continuation period starts on the date the 18 month continuation period started, and the two continuation periods will be deemed 
to have run concurrently. 

Special Medicare Rule 
Except as stated below. the "special rule'' applies to Dependents of an Employee when the Employee becomes entitled to Medicare prior to 
termination of employment or reduction in work hours. The continuation period for a Dependent upon the Employee's subsequent termination 
of employment or reduction in work hours will be the longer of the following: 
a) 18 months from the date of the Employee's termination of employment or reduction in work hours; or 
b) 36 months from the date of the Employee's earlier entitlement to Medicare. 

Exception: If the Employee becomes entitled to Medicare more than 18 months prior to termination of employment or reduction in work hours, 
this "special rule" will not apply. 

The Qualified Continuee's Responsibilities 
A person eligible for continuation under this section must notify the Employer, m writing. of: 
a) the legal divorce or legal separation !or termination of the domestic partnership] of the Employee from his or her spouse: or 
b) the loss of dependent eligibility, as defined in the Contract, of a covered Dependent child. 

Such notice must be given to the Employer within 60 days of either of these events. 

The Employer's Responsibilities 
The Employer must notify the Qualified Continuee. in writing, of: 
a) his or her right to continue the Contract's group health benefits: 
b) the monthly premium he or she must pay to continue such benefits; and 
c) the times and manner in which such monthly payments must be made. 

Such written notice must be given to the Qualified Continuee within 44 days of: 
a) the date a Qualified Continuec's group health benefits would otherwise end due to the Employee's death or the Employee's termination of 

employment or reduction of work hours: or 
b) the date a Qualified Continuce notifies the Employer. in writing. of the Employee· s legal divorce or legal separation [or termination of the 

domestic partnership] from his or her spouse. or the loss of dependent eligibility of a covered Dependent child. 

The Employer's Liability 
The Employer will be liable for the Qualified Continucc·s continued group health benefits to the same extent as. and in place of. [Carrier]. if: 
a) the Employer fails to remit a Qualified Cunlinuec·s timely premium payment to Us on time. therehy causing the Qualified Continucc·s 

continued group health benefits to end: 
b) the Employer fails to notify the Qualified Continuee of his or her continuation rights. as described above. 

Election of Continuation 
To contim1c his or her group health benefits. the Qualified Continucc must give the Employer writ1cn notice that he or she elects to continue. 
An election of a minor Dcpcmlcnt Child can he made by the Dependent Child's parent or legal guardian. This must he done within 60 days of 
the date a Qualified Continucc receives notice or his or her cl\nlinuation rights from the Employer us <.kscrihcd above. ;\ml the Qualified 
Ct>nlinuce must pay the first month·~ premium 111 a timely manner. 
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The suhse4ucnt premiums must hc paid to the Employer, by the Qualified Continuec. in advance. at the times a11d ill the manner specified by 
the Employer. No further notke of when premiums arc due will he.given. 

The monthly premium will he the total rate which would have been charged for the group health benefits had the Qualified Continuee stayed 
covered under the ContnKt on a regular basis. It includes any amount that would have been paid by the Employer. Except as explained in the 
Extra Continuation for Disabled Qualified Continuees section. an additional charge of two percent of the total premium charge may also be 
required by the Employer. 

if the Qualified Continuce fails to give the Employer notice of his or her intent to continue. or fails to pay any required premiums in a timely 
manner, he or she waives his or her continuation rights. 

Grace in Payment of Premiums 
A Qualified Continuee·s premium payment is timely if. with respect to the first payment after the Qualified Continuee elects to continue, such 
payment is made no later than .J.5 days after such election. in all other cases. such premium payment is timely if it is made within 31 days of the 
specified date. 

if timely payment is made to the plan in an amount that is not significantly less than the amount the Employer requires to be paid for the period 
of coverage, then the amount paid is deemed to satisfy the Employer's requirement for the amount that must be paid, unless the plan notifies the 
Qualified Continuee of the amount of the deficiency and grants an additional 30 days for payment of the deficiency to be made. An amount is 
not significantly less than the amount the Employer requires to be paid for a period of coverage if and oly if the shortfall is no greater than the 
lesser of the following two amounts: 
a) Fifty dollars (or such other amount as the Commissioner may provide in a revenue ruling. notice. or other guidance published in the 

Internal Revenue Code Bulletin); or 
h) Ten percent of the amount the plan requires to be paid. 

Payment is considered as made on the date on which it is sent to the Employer. 

When Continuation Ends 
A Qualified Continuee' s continued group health benefits end on the first of the following: 
a) with respect to continuation upon the Employee's termination of employment or reduction of work hours. the en<l of the 18 month period 

which starts on the date the group health benefits would otherwise end; 
b) with respect to a Qualified Continuee who has elected an additional 11 months of continuation due to his or her own disability or the 

disability of a family member. the earlier of: 
•the end of the 29 month period which starts on the <late the group health benefits would 
otherwise end; or 
•the first Jay of the month which coincitles with or next follows the date which is 30 days after the date on which a tinal determination is 
made that a disabled Qualified Continuee is no longer disabled under Title II or Title XVI of the Social Security Act; 

c) with respect to continuation upon the Employee's death. the Employee's legal divorce or legal separation [or termination of the domestic 
partnership!, or the end of a covered Dependent's eligibility. the end of the 36 month period which starts on the date the group health 
benefits would otherwise end; 

d) with respect to a Dependent whose continuation is ex.tended due to the Employee's entitlement lo Medicare. the end of the 36 month 
period which starts on the date the group health benefits would otherwise end; 

e) the date the Contract ends: 
t) the end of the period for which the last premium payment is made; 
g) the date he or she becomes covered under any other group health plan which contains no limitation or exclusion with respect to any Pre-

Existing Condition of the Qualified Continuee or contains a pre-existing conditions limitation or cx.clusion that is eliminated through the 
Qualified Continuee's total period of Creditable Coverage; 

h) the date he or she becomes entitled to Medicare 
i) termination of a Qualified Continuee for cause (e.g. submission of a fraudulent claim) on the same basis that the plan terminates coverage 

of an active employee for cause. 

NEW JERSEY GROUP CONTINUATION RIGHTS 

Important Notice 

If An Employee's Group Benefits End 
if an Employee's health coverage ends due lo termination of employment for a reason other than for cause. or reduction of work hours to below 
25 hours per week. he or she may elect to continue such benefits for up to 12 months. suhject to the When Continuation Ends section. At the 
Employee's option. he or she may elect to continue health coverage for any of his or her then covered Dependents whose coverage would 
otherwise end at this time. If an Employee acquires one or more Dependents after the continued health coverage hegins. he or she may elect to 
add such Newly Acquired Dependents w the rnntinucd coverage for the remaining period of continued health coverage. In order to continue 
health coverage for his or her Dependents. the Employee must dect to continue health coverage for himself or herself. 

What the Employer :\-lust Do 
At the time of termination 01· employment or reduction of work hours. the Employer must notify the Employee. in writing. of: 
a) his or her right to continue the Contract·, group hcalth benefits: 
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b) the monthly premium he or she mu~l pay to rnntinuc such benefits: and 
c) the times and manner in which such monthly payments must be made. 

What The Employee Must Do 
To continue his or her health coverage. the Employee must send a written request to the Employer within 30 days of the date of termination of 
employment or reduction of work hours. The Employee must also pay the first month's premium. The first premium payment must be made 
within 30 days of the date the Employee elects continuation. 

The subsequent premiums must be paid to the Employer. by the Employee, in advance. at the times and in the manner We specify. 

The monthly premium will be the total rate which would have been charged for the small group benefits had the Employee stayed covered 
under the Contract on a regular basis. It includes any amount that the Employer would have paid. And an additional charge of two percent of 
the total premium may be charged for the continued coverage. 

If an Employee fails to give the Employer notice that he or she elects to continue, or fails to make any premium payment Ill a timely manner. he 
or she waives his or her continuation rights. All premium payments. except the first, will be considered timely if they are ma<Je within 31 days 
of the specified due dates. 

The Continued Coverage 
The Employee's continued coverage will be identical to the coverage he or she had when covered under the Contract on a regular basis. Any 
modifications made under the Contract will apply lo similarly situated continuees. We do not ask for proof of insurability in order for an 
Employee to continue. 

When Continuation Ends 
A IMember]'s continued health coverage ends on the first of the following: 
a) the dale which is 12 months from the date the small group benefits would otherwise end; 
b} the date the [Member] becomes eligible for Medicare; 
c) the end of the period for which the last premium payment is made; 
d) the date the [Member] becomes covered under another group medical plan which contains no limitation or exclusion with respect to any 

Pre-Existing Condition of the [Member]; 
e) with respect to a [Member] who becomes covered under another group medical plan which contains a limitation or exclusion with respect 

to a Pre-Existing Condition of the [Member]. the date such limitation or exclusion ends; 
f) the date the Employer no longer provides any health benefit plans for any of the Employer's Employees or their eligible Dependents; or 
g) with respccl to a Dependent. the date he or she is no longer an eligible Dependent as defined in the Contract. 

A TOTALLY DISABLED EMPLOYEE'S RIGHT TO CONTINUE GROUP HEALTH BENEFITS 

If An Employee is Totally Disabled 
An Employee who is Totally Disahled and whose group health benefits end because his or her active employment or membership in an eligihle 
class ends due to that disability, can elect to continue his or her group health benefits. But he or she must have been covered by the Contract for 
at least three months immediately prior to the date his or her group health benefits ends. The continuation can cover the Employee. and at his or 
her option, his or her then covered Dependents. 

How And When To Continue Coverage 
To continue group health benefits. the Employee must give the Employer written notice that he or she elects to continue sm:h benefits. And he 
or she must pay the first month's premium. This must be done within 31 days of the date his or her coverage under the Contract would 
otherwise end. 

Subsequent premiums must be pa1u to the Employer monthly. in advance. at the times and in the manner specified by the Employer. The 
monthly premium the Employee must pay will be the total rate charged for an active Full-Time Employee. covered under the Contract on a 
regular basis. on the date each payment is due. It includes any amount which would have been paid by the Employer. 

We will consider the Employee's failure to give notice or to pay any required premium as a waiver of the Employee· s continuation rights. 

If the Employer fails. after the timely receipt of the Employee's payment. to pay Us on behalf of such Employee, thereby causing the 
Employee's coverage to end: then such Employer will be liable for the Employee's benefits, to the same extent as, and in place of. Us. 

When This Continuation Ends 
These continued group health benefits end on the first of the followmg:: 

a) the end of the period for which the last payment 1s mauc. if the Employee ,tops paying. 
h) the date the [Member) becomes employcu and clig:ible or covered for s11nilar benefits by another g:roup plan. whether it he an insured or 

uninsured plan; 
cl the date the Contract ends or is amended to end for the class or Employees to which the Employee bclong:cd: or 
Li) with respect lo a Dependent. the date he or she stops he111g an clit!ihlc Dependent as Jci"ined in the Contract. 
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AN EMPLOYEE'S RIGHT TO CONTINUE GROUP HEALTH BENEFITS DURING A FAMILY LEAVE OF ABSENCE 

Important Notice 
This section may not apply to an Employer's plan. The Employee must contact his or her Employer to !ind out if: 
a) the Employer must allow for a leave of absence under Federal law in which case; 
h) the section applies to the Employee. 

If An Employee's Group Health Coverage Ends 
Group health coverage may end for an Employee because he or she ceases full-Time work due to an approved leave of absence. Such leave of 
absence must have been granted to allow the Employee to care for a sick family member or after the birth ot adoption of a child. If so. his or her 
medical care coverage will be continued. Dependents· coverage may also be continued. The Employee will be required to pay the same share of 
premium as before the leave of absence. 

When Continuation Ends 
Coverage may continue until the earliest of: 
a) the date the Employee returns to Full-Time work: 
b) the end of a total period of 12 weeks in any 12 month period; 
c) the date on which the Employee's coverage would have ended had the Employee not been on leave: or 
d) the end of the period for which the premium has been paid. 

[A DEPENDENT'S RIGHT TO CONTINUE GROUP HEAL TH BENEFITS 

If an Employee dies, any of his or her Dependents who were covered under the Contract may elect to continue coverage. Subject Lo the payment 
of the required premium, coverage may be continued until the earlier of: 
a) 180 days following the date of the Employee's death; or 
b) the date the Dependent is no longer eligible under the terms of the Contract.] 

[CONVERSION RIGHTS FOR DIVORCED SPOUSES 

IF AN EMPLOYEE'S MARRIAGE [OR DOMESTIC PARTNERSHIP] ENDS 
If an Employee's marriage ends by legal divorce or annulment [or termination of the domestic partnership], the group health coverage for his or 
her former spouse ends. The former spouse may convert to an individual contract during the conversion period. The former spouse may cover 
under his or her individual contract any of his or her Dependent children who were covered under the Contract on the date the group health 
coverage ends. See Exceptions below. 

Exceptions 
No former spouse may use this conversion right: 
a) ifhe or she is eligible for Medicare: 
b) if it would cause him or her to be excessively covered; This may happen if the spouse is covered or eligible for coverage providing similar 

benefits provided by any other plan. insured or not insured. We will Determine if excessive coverage exists using Our standards for 
excessive coverage. or 

c) [if he or she permanently relocates outside the Service Area.] 

now AND WHEN TO CONVERT 
The conversion period means the 31 days after the date group health coverage ends. The former spouse must apply for the individual contract in 
writing and pay the first premium for such contract during the conversion period. Evidence of good health will not be required. 

THE CONVERTED CONTRACT 
The individual contract will provide the medical benefits that We arc required to offer. The individual contract will take effect on the day after 
group health coverage under the Contract ends. 

After group health coverage under the Contract ends. the former spouse and any children covered under the individual contract may still receive 
benefits under the Contract. If so, benefits to be paid under the individual contract, if any, will be reduced by the amount paid or the reasonable 
cash value of services provided under the Contract. J 

MEDICARE AS SECONDARY PAYOR 

IMPORTANT NOTICE 

The following sections regarding Medicare may not apply to the Employer's Contract. The Employee must contact his or her Employer 
to find out if the Employer is suhjeet to Medicare as Secondary Pa}·or rules. 

If the Employer is subject to such rules, this Medicare as Secondary Payor section applies to the Employee. 
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If the Employer is NOT subject to such rules, this Medicare as Secondary Payor section does not apply to the Employee, in which case, 
Medicare will be the primary health plan and the Contract will be the secondar)'._ health plan for [Members] wbo are eligihle for 
Medicare. Benefits will be payable as specified in the COORDINATION OF BENEFITS AND SERVICES section of the Contract. 

The following provisions explain how the Contract's group health benefits interact with the benefits available under Medicare as Secondary 
Payor rules. A {Member! may be eligible for Medicare by reason of age. disability, or End Stage Renal Disease. Different rules apply to each 
type or Medicare eligibility. as explained below. 

With respect to the following provisions: 
a) ''Medicare" when used above. means Part A and B of the health care program for the aged and disabled provided by Title XVlll of the 

United States Social Security Act. as amended from time to time. 
b) A [Member] is considered to be eligible for Medicare by reason of age from the first day of the month during which he or she reaches age 

65. However. if the [Member] is born on the first day of a month. he or she is considered to be cligib\c for Medicare from the first day of 
the month which is immediately prior to his or her 65th birthday. 

c) A "primary" health plan pays benefits for a [Member's] Covered Service or Supply or Covered Charge first, ignoring what the !Member's] 
"secondary" plan pays. A "secondary" health plan then pays the remaining unpaid allowable expenses. See the COORDINATIO~ O.F 
BENEHTS AND SERVICES section for a definition of "allowable expense." 

MEDICARE ELIGIBILITY BY REASON OF AGE (Generally applies to employer groups with 20 or more employees) 

Applicability 
This section applies to an Employee or his or her covered spouse who is eligible for Medicare by reason of age. 

Under this section, such an Employee or covered spouse is referred to as a "Medicare eligible." 

This section does not apply to: 
a) a !Member!, other than an Employee or covered spouse 
b) an Employee or covered spouse who is under age 65, or 
c) a [Member! who is eligible for Medicare solely on the basis of End Stage Renal Disease. 

When An Employee or Covered Spouse Becomes Eligible For Medicare 
When an Employee or covered spouse becomes eligible for Medicare by reason of age, he or she must choose one of the two options below. 

Option (A)-Thc Medicare eligible may choose the Contract as his or her primary health plan. If he or she docs. Medicare will be his or her 
secondary health plan. Sec the When The Contract is Primary section below. for details. 

Option (B)-The Medicare eligible may choose Medicare as his or her primary health plan. If he or she docs. group health benefits under the 
Contract will end. Sec the When Medicare is Primary section below. for details. 

If the Medicare eligible fails to choose either option when he or she becomes eligible for Medicare by reason of age, We will provide services 
and supplies and pay benefits as ifhc or she had' chosen Option (A). 

When the Contract is primary 
When a Medicare eligible chooses the Contract as his or her primary health plan. if he or she incurs a Covered Service and Supply or Covered 
Charge for which benefits arc payable under both the Contract and Medicare, the Contract is considered primary. The Contract provides 
services and supplies and pays first, ignoring Medicare. Medicare is considered the secondary plan. 

When Medicare is primary 
If a Medicare eligible chooses Medicare as his or her primary health plan. he or she will no longer be covered for such benefits by the Contract. 
Coverage under this Contact will end on the date the Medicare eligible elects Medicare as his or her primary health plan. 

A Medicare eligible who elects Medicare as his or her primary health plan. may later change such election. and choose the Contract as his or her 
primary health plan. 

MEDICARE ELIGIBILITY HY REASON OF DISABILITY (Generally applies to employer groups with 100 or more employees) 

Applicability 
This section applies to a I Member I who is: 
a) under age 65: and 
b) eligible for Medici.lre by reason of disability. 

Under this section. ,uch I Mcmhcrl is referred to as a "disabled Medicare cligihlc:· 

This section does not apply to: 
a1 a j:vlcmbcrj who is eligible for Medicare by reason of age: or 
h) a j:vlcmbcrl who is L'ligiblc ror :vlcdicare solely on the basis of End Stage Renal Disease. 
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When A [Member] Uecomes Eligible For Medicare 
When a [Member) becomes eligible for Medicare by reason of disability. the Contract is the primary plan. The Contract is the secondary plan. 

If a {Member\ is e\ig.ihle for Medicare by reason of disability. he or she must be covered by both Parts A and B. Benefits will he payable as 
specified in the COORDINATION OF BENEFITS ANT) SERVICES section of the Contract. 

MEDICARE ELIGIBILITY BY REASON OF END STAGE RENAL DISEASE (Applies to all employer groups) 

Applicability 
This section applies to a [ Member! who is eligible for Medicare on the basis of End Stage Renal Disease (ESRD). 

Under this section such I.Member] is referred to as a "ESRD Medicare eligible." 

This m:tion does not apply to a [Member! who is eligible for Medicare by reason of disability. 

When A [Member] Becomes Eligible For Medicare Due to ESRD 
When a [Member] becomes eligible for Medicare solely on the basis of ESRD. for a period of up to 30 consecutive months. if he or she incurs a 
charge for the treatment of ESRD for which services and supplies arc provided or benefits are payable under both the Contract and Medicare, 
the Contract is considered primary. The Contract provides services and supplies and pays first, ignoring Medicare. Medicare is considered the 
secondary plan. 

This 30 month period hegins on the earlier of: 
a) the first day of the month dunng which a regular course ol renal dialysis starts; and 
b) with respect to a ESRD Medicare eligible who receives a kidney transplant. the first day of the month <luring which such [Member) 

becomes eligible for Medicare. 

After the 30 month period described above ends, if a ESRD Medicare eligible incurs a charge for which services an<l supplies arc provided an<l 
benefits are payable under both the Contract and Medicare, Medicare is the primary plan. The Contract is the secondary plan. If a [Member] is 
eligible for Medicare on tl1c basis of ESRD, he or she must be covered by both Parts A and B. Benefits will be payable as specified in the 
COORDINATION OJ<' BENEJ<'ITS ANT) SERVICES section of the Contract. 

[ST A TEMENT OF ERISA RIGHTS 
The following Statement may not apply to the Employer's Contract. The Employee must contact his or her Employer to find out if the 
Employer is subject to these ERISA requirements 

As a plan participant. 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 a copy of the latest annual report (Form 5500 
Series) filed by the plan with the U.S. Department of Labor and availahlc 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 operation of the plan. including insurance contracts 
and collective bargaining. agreements, and copies 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 participant with a copy of 
this summary annual report. 

Continue Group Health Plan Coverage 
Continue health care coverage ror 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 the summary plan description and the documents governing the plan on 
the rules governing your COBRA continuation coverage rights. if COBRA is applicable to your plan. 

Reduction or elimin:ition or cxcluswnary periods of coverage for rrccxistin_g conditions under your group health plan. if you have creditable 
coverage from another plan. You should he 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 COBRA continuation coverage, when your COBRA 
continuation coverngc ceases. if you request it before losing coverage. or if you request it up to 24 months alier losing coverage. Without 
evidence of crcditahlc coverage. you may he subject to a preexisting conditions e>.clusion for 6 months after your enrollment date in your 
coverage. 

Prudent Actions h}' Plan flcludaries 
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In addition to creating rights for plan participants ERISA imposes duties upon the people who arc n:spons1blc for the operation of the employee 
benefit plan. T[le people who operate your plan. callcJ "fiduciaries'' of the plan. ha_ve a duty to do so prudently and iJ} 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 benefit or exercising your rights unucr ERISA. 

Enforce Your Rights 
If your claim for a benefit is denied or ignored, in whole or in part, you have a right to know why this was <lone. to obtain copies of <locuml'nts 
relating to the decision without charge. anJ to appeal any denial. all within certain time schedules. 

Under ERISA. there arc 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 Jo not receive them within 30 <lays. 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 claims for benefits which is denied or ignored. in whole or in part. you 
may file suit in a state or Federal court. In addition. if you disagree with the plan's decision or lack thereof concerning the qualified status of a 
domestic relations orJcr or medical 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 courl costs and legal fees. If you arc 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. 

Assistance With Your Questions 
If you have any questions about your plan. you should comact the plan administrator. [f 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 Pension and Welfare Benefits Administration. U.S. Department of Labor, listed in your telephone directory or the Division of Technical 
Assistance and Inquiries. Pension and Welfare Benefits Administration. U.S. Department of Labor, 200 Constitution Avenue, l\.W .. 
Washington, D.C. 20210. You may also obtain certain publications about your rights and responsibilities under ERlSA by calling the 
publications hotline of the Pension and Welfare Benefits Administration. 

New Rule, R.1994 d.47, effective December 22, 1993. 
See: 25 N.J.R. 5017(a), 26 N.J.R. 400(a). 
Amended by R.1994 d.498, effective September 2, 1994. 
See: 26 N.J.R. 2843(a), 26 N.J.R. 3867(a), 26 N.J.R. 4066(a). 
Amended by R.1995 d.580, effective November 6, 1995 (operative 

January 1, 1996). 
See: 27 N.J.R. 3051(a), 27 N.J.R. 4371(a). 
Amended by R.1997 d.280, effective July 7, 1997 (operative September 

1, 1997). 
See: 29 N.J.R 1090(a), 29 N.J.R. 293l(a). 
Amended by R.1997 d.501, effective January 1, 1998. 

See: 29 N.J.R. 4620(a), 29 N.J.R. 5069(a). 
Amended by R.1998 d.512, effective September 25, 1998. 
See: 30 N.J.R. 2815(a), 30 N.J.R. 3840(a). 
Amended by R.1999 d.376, effective October 6, 1999 (operative No-

vember 1, 1999). 
See: 31 N.J.R 2442(a), 31 N.J.R. 3340(a). 
Amended by R.2000 d.304, effective June 23, 2000. 
See: 32 N.J.R. 2210(a), 32 N.J.R. 2592(a). 
Repeal and New Rule, R.2004 d.107, effective March 15, 2004 (opera-

tive October 1, 2004). 
See: 35 N.J.R. 5011(a), 36 N.J.R. 1594(a). 
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New Rule, R.1994 d.47, effective December 22, 1993. 
See: 25 N.J.R. 5017(a), 26 N.J.R. 400(a). 
Amended by R.1994 d.498, effective September 2, 1994. 
See: 26 N.J.R. 2843(a), 26 N.J.R. 3867(a), 26 N.J.R. 4066(a). 

DEPT. OF INSURANCE 

EXHIBIT Z 

(RESERVED) 

See: 30 N.J.R. 2815(a), 30 N.J.R. 3840(a). 
Amended by R.1999 d.376, effective October 6, 1999 (operative No-

vember 1, 1999). 

Amended by R.1997 d.280, effective July 7, 1997 (operative September 
1, 1997). 

See: 31 N.J.R. 2442(a), 31 N.J.R. 3340(a). 
Repealed by R.2004 d.107, effective March 15, 2004. 
See: 35 N.J.R. 5011(a), 36 N.J.R. 1594(a). See: 29 N.J.R. 1090(a), 29 N.J.R. 293l(a). 

Amended by R.1998 d.512, effective September 25, 1998. Section was "Exhibit Z: Rider for Prescription Drug Insurance". 
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5. "Dividend Percentage" is the percentage ratio of 
Dividends to Premiums (4. divided by 1.). 

Loss Ratio Reports are required to be completed and 
filed with the Department on or before August 1 of each 
year for the preceding calendar year, in accordance with 
N.J.A.C. 11:21-7A. Reports and all required accompanying 
statements and other information should be sent to the 
Department at the following address: 

Attn: SEH Loss Ratio Report Filings 
Life and Health Division 
NJ Department of Banking and Insurance 
20 West State Street 
PO Box 325 
Trenton, NJ 08625-0325 

11:21 App. EXH. GG 

New Rule, R.1996 d.213, effective May 6, 1996. 
See: 28 N.J.R. 59(a), 28 N.J.R. 234(b), 28 N.J.R. 2388(a). 
Administrative correction. 
See: 30 N.J.R. 1047(a). 
Amended by R.1998 d.427, effective August 17, 1998. 
See: 30 N.J.R. 282(a), 30 N.J.R. 3057(a). 

Rewrote the exhibit. 
Amended by R.2002 d.342, effective November 4, 2002. 
See: 34 N.J.R. 1310(a), 34 N.J.R. 3857(a). 

Added a new column "Purchasing Alliance Plans". 
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EXIIIBIT IIII 

[Carrier] 

SMALL GROUP HEALTH MAINTENANCE ORGANIZATION (llMO) 
POINT OF SERVICE (POSJ CONTRACT 

CONTRACTHOLDER: 

GROUP CONTRACT NUMBER 
[G- l234Sl 

EFFECTIVE DA n: OF CONTRACT: 

CONTRACT ANNIVERSARIES: [January I st of each year, beginning in 2005. J 

111\,10 - POS PLAN 

!ABC Company] 

GOVERNING JURISDICTION 
NEW JERSEY 

[January I, 20041 

PREMIUM DUE DATES: [Effective Date. and the first <lay of the month beginning wtth February 2004.] 

AFFILIATED COMPANIES: [DEF Company J 

In consideration of the application for this Contract and the payment of premiums as stated herein. We agree to arrange !or provi<lel services 
and supplies and pay benefits in accordance with and subject to the terms of this Contract. This Contract is delivered in the jurisdiction 
speci ficd above and is governed by the laws thereof. 

The provisions set forth on the following pages constitute this Contract. 

The Effective Date is specified above. 

This Contract takes effect on the Effective Date. if it is duly attested below. It continues as long as the required premiums are paid. unless it 
ends as described in its General Provisions. 

[Secretary President] 

[Include legal name. trade name, phone, fax and e-mail numbers by which consumers may contact the carrier. including at least one toll-free 
number for [Members\] 

TABLE OI• CONTENTS 

SECTION 

SCHEDULE OF PREMIUM RATES AND CLASSIFICATION 
OVERVIEW OF THE PLAN 
SCHEDULE OF COVERED SERVICES AND SUPPLIES AND COVERED CHARGES 
DEFINITIONS 
ELIGIBILITY 
[MEMBERJ PROVISIONS: Applicable to [Network I Services and Supplies 
[COVERAGE PROVISIONJ 
COVERED SERVICES AND SUPPLIES Applicable to !Network I Services and Supplies 
!NON-NETWORK] BENEFIT PROVISION Applicable to [Non-Network\ Benefits 
COVERED CHARGES Applicable to !Non-Network! Benefits 
COVEREDCHARCiES WITH SPECIAL LIMITATIONS Applicable to [Non-Networkj Benefits 
NON-COVERED SERVICES AND SUPPLIES AND NON-COVERED CHARGES 
IMPORTANT NOTICE Applicable only to [Non-Network I Benefits 
[Non-Network! Ctilization Review Features 
Specialty Case Mana!,!cmcnt 
Centers of Excellence 1-'catures 
COORDINATION OF BENEFITS AND SERVICES 
SERVICES OR BENEFITS FOR AUTOMOBILE RELATED INJURIES 
GENER1\L PROVISI01':S 
CLAIMS PROVISIO'\S Applicable to [Non-Network\ Benefits 
CONTIML\TION RIGHTS 
CO"JVERSI0'-1 R!Cil!TS FOR DIVORCED SPOuSES 
MEDICARE \S SECONDARY PAYOR 
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SCHEDULE OF PRE!\tICM RATES AND CLASSIFICATION 

[The monthly premium rates. in U.S. dollars. for the coverage provided under this Contract arc: 

Covered Employee Only..................... . .... $ 

fCovcrc<l Employee anti Spouse..... . . ..... $ 

Covere<l Employee and Child(ren) ...................... $ 

Covered Employee and Family ............................. $ 
(including Coverc<l Employee, spouse and one or more cligihlc dependents)! 

We have the right to prospectively change any Premium rate(s) set forth ahove at the times and in the manner established by the provision of 
this Contract entitled General Provisions. 

This Contract"s classifications. and the coverages and amounts which apply to each class arc shown below: 

CLASS(ES) 
[All eligible cmployccsj 

OVERVIEW OF THE PLAN (Copayment, Deductibles, and Coinsurance) 

[NETWORK) 
Copayment 
Emergency Room Copaymcnt 

Coinsurance 

[NON-NETWORK) 
Calendar year Cash Deductible (All Cause) 
for Preventive Care 
for immunizations and lead screening 
for children 
for all other Covered Charges 
Per Covered Person 
Per Covered Family 

Emergency Room Copaymcnt (waived 
if admitted within 24 hours) 

Coinsurance 

Network Maximum Out of Pocket 

MAXIMUM LIFETIME BENEFITS 
[NETWORK! 
[NON-NETWORK! 

$[ 15]. unless otherwise stated 
$50. credited toward Inpatient admission if 
admitted within 24 hours 
Oo/,. [except as stated on the Schedule of 
Covered Services am! Covered Supplies! 

NONE 

NONE 

$2.500] 
$5.000 per family NOTE: Must be 
individually satisfic<l hy 2 separate [Mcmhcrs]] 
[$7.500) 

$50 

[30%, 207, J 

$5.000 

Unlimited. except as otherwise stated 
$5.000.000 per [Memhcrj. except as otherwise 
stated 

SCIIEDl.iLE OF COVERED SERVICES AJ\'D SUPPLIES AND COVERED CHARGES (using copayment for network services) 

THE SERVICES, SUPPLIES AND BENEFITS COVERED UNDER TIIIS COI\TllACT ARE SUBJECT TO THE PAYMENT OF 
THE APPLICABLE COPA YMENTS, DEDUCTIBLE AND COINSURAJ\'CE. 

SERYICJ<:S 
Hospital 
lnpaucnt ltlnli1111tcJ Jays) 

['.\ET\VORK] 

[$150) Ct>paymcnt / Jay: 
111a,imu111 / aJ111issio11 [S750]: 

[:-ION-"IET\VORKl 

DcJuc1i hlc/Coi nsurancc 
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Outpatient Visit 

Practitioner services provided 
at a Hospital 
Inpatient Visit 
Outpatient Visit 

Emergency Room 

Maternity 

Practitioner Services 

Preventive Care; NOTE: 
[Non-Network) benefits 
LIMITED; Refer to the 
Covered Charges section 

Surgery 
Inpatient 
Outpatient Vi sit 

Pre-Admission Testing 

Second Surgical Opinion 

Specialist Services 

Therapy Services NOTE: 
Limited Benefits. Refer to the 
Covered Services and 
Supplies and Covered 
Charges sections 

Diagnostic Services 
Inpatient 
Outpatient Visit 

Rehabilitation Services 
NOTE: [Non-Network] 
benefits LIMITED. Refer to 
the Covered Charges section 

Skilled Nursing Center 
NOTE: [Non-Network] 
benefits LIMITED. Refer to 
the Covered Charges section 

Non-Biologically-based 
Mental Illnesses and 
Substance Abuse 

maximum I cal. year [$1500] 

($15) Copayment I visit 

$0 Copayment / visit 
[$15) Copayment / visit; 
waived if another Copayment 
applies 

[$50] Copayment I visit; 
credited toward Inpatient 
Copayment if admission occurs 
within 24 hours 

($25] Copayment for initial 
visit only; $0 Copayment 
thereafter 

($15] Copayment / visit 

[$15] Copayment / visit 

$0 Copayrnent 
[$15) Copayment 

[$15) Copayment 

($15) Copayment 

[$15] Copayment 

($15] Copayment 

$0 Copayment 
($15] Copayment 

Subject to the Hospital 
Inpatient Copayment; waived if 
admission immediately 
preceded by inpatient 
hospitalization 

$0 Copayment 

Inpatient: ($ 150] Copayment / 
day; maximum/ admission 
[$750]; maximum/ cal. year 
[$1500]; Maximum 30 days/ 
calendar year 
Outpatient: [$15 J Copayment 
/ visit: Maximum 20 visits/ 
calendar year. Refer to the 

21-388.14 

Deductible/Coinsurance 

Deductible/Coinsurance 
Deductible/Coinsurance 

DEPT. OF INSURANCE 

($50] Copayment; waived if admission 
occurs within 24 hours; Deductible/ 
Coinsurance 

Deductible/Coinsurance 

Deductible/Coinsurance 

See the Covered Charges Section 

Deductible/Coinsurance 
Deductible/Coinsurance 

Deductible/Coinsurance 

Deductible/Coinsurance 

Deductible/Coinsurance 

Deductible/Coinsurance 

Deductible/Coinsurance 
Deductible/Coinsurance 

Deductible/Coinsurance 

Deductible/Coinsurance 

Deductible/Coinsurance 
Inpatient: Maximum 30 days/ 
Calendar Y car 

Outpatient: Maximum 20 
visits/Calendar Year 
Refer to the Covered Charges with 
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Covered Services and Supplies 
section for an explanation of 
the rules for exchange 

Therapeutic Manipulation: [$15] Copayment I visit 
Limited Benefit. Refer to the 
Covered Services and 
Supplies and Covered 
Charges sections 

Prescription Drugs [Non-Network] Deductible/ 
Coinsurance 

Home Health Care Covered; $0 Copayment 

Hospice Care Covered; $0 Copayment 

Special Limitations Applicable to [Non-
Network) Benefits se_ction for an 
explanation of the rules for exchange 

Deductible/Coinsurance 

Deductible/Coinsurance 

Deductible/Coinsurance; Subject to Pre-
Approval 

Deductible/Coinsurance; Subject to Pre-
Approval 

11:21 App. EXH. HH 

SCHEDULE OF COVERED SERVICES AND SUPPLIES AND COVERED CHARGES (using separate deductible/coinsurance and 
maximum out of pocket for network and non-network services) 

THE SERVICES, SUPPLIES AND BENEFITS COVERED UNDER THIS CONTRACT ARE SUBJECT TO THE PAYMENT OF 
THE APPLICABLE COPA YMENTS, DEDUCTIBLE AND COINSURANCE. 

SERVICES 
Primary Care Physician 
Visits 
Maternity 

Emergency Room 

Immunizations and lead 
screening for children 

Preventive Care 

Prescription Drugs 

All other services and 
supplies 

[NETWORK] 
[$15) Copayment / visit 

[$25) Copayment for initial 
visit only; $0 Copayment 
thereafter 

[$50] Copayment / visit; 
credited toward Inpatient 
Copayment if admission occurs 
within 24 hours 

Coinsurance 

If provided by primary care 
physician, [$15] copayment/ 
visit, if provided by another 
provider, no Deductible or 
Coinsurance 

Non-Network Deductible/ 
Coinsurance 

Deductible/Coinsurance 

[NON-NETWORK] 
Deductible/Coinsurance 

Deductible/Coinsurance 

[$50] Copayment; waived if admission 
occurs within 24 hours; 
Deductible/Coinsurance 

Coinsurance 

No Deductible or Coinsurance 

Deductible/Coinsurance 

Deductible/Coinsurance 

Cash Deductible per Calendar Year 

Network 
Per Covered Person 
[Per Covered Family 

Non-Network 
Per Covered Person 

[Per Covered Family 

[$250 to $2,500] 
[Dollar amount which is two times the individual 
Deductible.] [Note: Must be individually satisfied by 2 
separate Covered Persons]] 

[Dollar amount not to exceed three times the Network 
Deductible] 
[Dollar amount equal to two times the Non-Network 
Deductible] Note: Must be individually satisfied by 2 
sepnratc Covered Persons 
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Coinsurance 
Network 
Non-Network 

[50% - 10%, in 5%.increments] 
[SO% - 10%, in S% increments] 

Network Maximum Out of Pocket 

DEPT. OF INSURANCE 

Network Maximum Out of Pocket means the annual maximum dollar amount that a Member must pay as Copayment, Deductible and 
Coinsurance for all Network covered services and supplies in a Calendar Year. All amounts paid as Copayment, Deductible and Coinsurance 
shall count toward the Network Maximum Out of Pocket. Once the Network Maximum Out of Pocket has been reached, the Member has no 
further obligation to pay any amounts as Copayment, Deductible and Coinsurance for Network covered services and supplies for the remainder 
of the Calendar Year. 

The Network Maximum Out of Pocket for this Contract is as follows: 
Per member per Calendar Year [An amount not to exceed 

$5,000] 
[Per Covered Family per Calendar Year [Dollar amount equal to two 

times the per Member 
maximum.] [Note: Must be 
individually satisfied by 2 
separate Members]] 

Note: The Network Maximum Out of Pocket cannot be met with Non-Covered Charges. 

Non-Network Maximum Out of Pocket 
Non-Network Maximum Out of Pocket means the annual maximum dollar amount that a Member must pay as Copayment, Deductible and 
Coinsurance for all Non-Network covered services and supplies in a Calendar Year. All amounts paid as Copayment, Deductible and 
Coinsurance shall count toward the Non-Network Maximum Out of Pocket. Once the Non-Network Maximum Out of Pocket has been reached, 
the Member has no further obligation to pay any amounts as Copayment, Deductible and Coinsurance for Non-Network covered services and 
supplies for the remainder of the Calendar Year. 

The Non-Network Maximum Out of Pocket for this Policy is as follows: 
Per Member per Calendar Year [ An amount not to exceed 

three times the Network 
Maximum] 

[Per Covered Family per Calendar Year [Dollar amount equal to two 
times the per Member 
Maximum.) [Note: Must be 
individually satisfied by 2 
separate Member]] 

Note: The Non-Network Maximum Out of Pocket cannot be met with Non-Covered Charges. 

SCHEDULE OF COVERED SERVICES AND SUPPLIES AND COVERED CHARGES (using common deductible and maximum out 
of pocket for network and non-network services but separate coinsurance) 

THE SERVICES, SUPPLIES AND BENEFITS COVERED UNDER THIS CONTRACT ARE SUBJECT TO THE PAYMENT OF 
THE APPLICABLE COPA YMENTS, DEDUCTIBLE AND COINSURANCE. 

SERVICES 
Primary Care Physician 
Visits 
Maternity 

Emergency Room 

Immunizations and lead 
screening for children 

Preventive Care 

Supp. 9-20-04 

[NETWORK) 
[$1 SJ Copayment / visit 

($25) Copayment for initial 
visit only; $0 Copayment 
thereafter 

($50) Copayment / visit; 
credited toward Inpatient 
Copayment if admission occurs 
within 24 hours 

Coinsurance 

If provided by primary care 
physician. [$ I SJ copay men Ii 
visit, if provided by another 
provider, no Deductible or 
Coinsurance 

[NON-NETWORK) 
Deductible/Coinsurance 

Deductible/Coinsurance 

($50] Copayment; waived if admission 
occurs within 24 hours; 
Deductible/Coinsurance 

Coinsurance 

No Deductible or Coinsurance 
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Prescription Drugs 

All other services and 
supplies 

Non-Network Deductible/ 
Coinsurance 

Deductible/Coinsurance 

Deductible/Coinsurance 

Deductible/Coinsurance 

Cash Deductible per Calendar Year 

Network and Non-Network 
Per Covered Person 
[Per Covered Family 

Coinsurance 
Network 
Non-Network 

{$250 to $2,500) 
(Dollar amount which is two times the individual 
Deductible.] [Note: Must be individually satisfied by 2 
separate Covered Persons]] 

(50% - I 0%, in 5% increments) 
[50% - 10%, in 5% increments] 

Network Maximum Out of Pocket 

11:21 App. EXH. HH 

Network Maximum Out of Pocket means the annual maximum dollar amount that a Member must pay as Copayment, Deductible and 
Coinsurance for all Network and Non-Network covered services and supplies in a Calendar Year. All amounts paid as Copayment, Deductible 
and Coinsurance shall count toward the Network Maximum Out of Pocket. Once the Network Maximum Out of Pocket has been reached, the 
Member has no further obligation to pay any amounts as Copayment, Deductible and Coinsurance for Network or Non-Network covered 
services and supplies for the remainder of the Calendar Year. 

The Network Maximum Out of Pocket for this Policy is as follows: 
Per Member per Calendar Year [An amount not to exceed 

$5,000] 
{Per Covered Family per Calendar Year [Dollar amount equal to two 

times the per Member 
maximum.] [Note: Must be 
individually satisfied by 2 
separate Members 11 

Note: The Network Maximum Out of Pocket cannot be met with Non-Covered Charges. 

LIMITATIONS ON SERVICES AND SUPLIES 
Unless otherwise stated, the following limitations represent the maximum number of days or visits for use of any combination of Network and 
Non-Network Providers. 

Charges for Inpatient confinement in an Extended Care or 
Rehabilitation Center, per Calendar Year (combined) 

Network: 
Non-Network: 

Charges for therapeutic manipulation per Calendar Year 

Charges for speech and cognitive therapy per Calendar 
Year (combined) 

Charges for physical or occupational therapy per 
Calendar Year (combined) 

Charges for Preventive Care per Calendar Year as follows: 

Network: 

Non-Network: (Not subject to Cash Deductible or Coinsurance) 
[•for a Covered Person who is a Dependent child from 
birth unti I the end of the Calendar Year in which the 
Dependent child attains age 1 
•for all [other] Members 

Charges for all treatment of Non-Biologically-based Mental Illnesses 
and Substance Abuse. per Calendar Year 

Inpatient Confinement 
Outpatient Care 

21-388.17 

Unlimited 
120 days 

30 visits 

30 visits 

30 visits 

Unlimited 

$750 per Member] 
$500 per Member 

30 days* 
20 visits 
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* [Subject to Pre-Approval.) unused Inpatient days may be exchanged for additional Outpatient visits, where each Inpatient day may be 
exchangi::_d for two Outpatient visits. 

Per Lifetime Maximum Benefit (for all Illnesses and Injuries) 
Network: 
Non-Network: 

Unlimited 
$5,000,000.00 

NOTE: NO [NETWORK] SERVICES OR SUPPLIES WILL BE PROVIDED IF A [MEMBER] FAILS TO OBTAIN A REFERRAL 
FOR CARE THROUGH HIS OR HER PRIMARY CARE PHYSICIAN [OR HEAL TH CENTER] [OR THE CARE MANAGER]. 
READ THE [MEMBER] PROVISIONS CAREFULLY BEFORE OBTAINING MEDICAL CARE, SERVICES OR SUPPLIES. [NON-
NETWORK] BENEFITS MAY BE PROVIDED, SUBJECT TO THE TERMS AND CONDITIONS OF THIS CONTRACT 
CONCERNING [NON-NETWORK] BENEFITS. [PLEASE READ THE UTD.,IZATION REVIEW FEATURES SECTION 
CAREFULLY. THE UTILIZATION REVIEW FEATURES SECTION CONTAINS A PENALTY FOR NON-COMPLIANCE.] 

REFER TO THE SECTION OF THIS CONTRACT CALLED "NON-COVERED SERVICES AND SUPPLIES AND NON-
COVERED CHARGES" FOR A LIST OF THE SERVICES AND SUPPLIES AND CHARGES FOR WHICH A [MEMBER] IS NOT 
ELIGIBLE. 

FOR ANY SPECIFIC [NETWORK] SERVICES AND SUPPLIES WHICH ARE SUBJECT TO LIMITATION, ANY SUCH 
[NETWORK] SERVICES OR SUPPLIES THE [MEMBER] RECEIVES AS A [NETWORK] SERVICE OR SUPPLY WILL 
REDUCE THE CORRESPONDING [NON-NETWORK] BENEFIT FOR THAT SERVICE OR SUPPLY. SIMILARLY, FOR ANY 
SPECIFIC [NON-NETWORK] BENEFITS WHICH ARE SUBJECT TO LIMITATION, ANY SUCH BENEFITS THE [MEMBER] 
RECEIVES AS [NON-NETWORK] COVERED CHARGES WILL REDUCE THE CORRESPONDING [NETWORK] SERVICES 
AND SUPPLIES AVAILABLE FOR THAT SERVICE OR SUPPLY. THE [NETWORK] SERVICES AND SUPPLIES SECTION 
AND THE [NON-NETWORK] COVERED CHARGES SECTION CLEARLY IDENTIFY WHICH SERVICES AND SUPPLIES AND 
COVERED CHARGES ARE AFFECTED BY THIS REDUCTION RULE. 

Daily Room and Board Limits Applicable to [Non-Network] Benefits 

During a Period of Hospital Confinement 
For semi-private room and board accommodations, We will cover charges up to the Hospital's actual daily semi-private room and board rate. 

For private room and board accommodations, We will cover charges up to the Hospital's average semi-private room and board rate, or if the 
Hospital does not have semi-private accommodations, 80% of its lowest daily room and board rate. However, if the [Member] is being isolated 
in a private room because the [Member) has a communicable Illness. We will cover charges up to the Hospital's actual private room charge. 

For Special Care Units, We will cover charges up to the Hospital's actual daily room and board charge for the Special Care Unit. 

During a Confinement in an Extended Care Center or Rehabilitation Center 
We will cover the lesser of: 
a) the center's actual daily room and board charge; or 
b) 50% of the covered daily room and board charge made by the hospital during the [Member's) preceding Hospital confinement, for semi-

private accommodations. 

DEFINITIONS 

The words shown below have specific meanings when used in this Contract. Please read these definitions carefully. Throughout the Contract, 
these defined terms appear with their initial letters capitalized. They will help [Members) understand what services and supplies and benefits are 
provided. 

ACCREDITED SCHOOL. A school accredited by a nationally recognized accrediting association, such as one of the following regional 
accrediting agencies: Middle States Association of Colleges and Schools, New England Association of Schools and Colleges, North Central 
Association of Colleges and Schools, Northwest Association of Schools and Colleges, Southern Association of Colleges and Schools, or 
Western Association of Schools and Colleges. An accredited school also includes a proprietary institution approved by an agency responsible 
for issuing certificates or licenses to graduates of such an institution. 

(ACTIVELY AT WORK or ACTIVE WORK. Performing, doing, participating or similarly functioning in a manner usual for the task for 
full pay. at the Contractholder's place of business. or at any other place that the Contractholder's business requires the Employee to go.] 

AFFILIATED COMPANY. A company defined in subsections (b). (c), (m) or (o) of section 414 of the Internal Revenue Code of 1986. All 
entities that meet the criteria set forth in the Internal Revenue Code shall be treated as one employer. 

ALCOHOL ABUSE. Abuse ()f or addiction to alcohol. Alcohol Abuse does not include abuse of or addiction to drugs. Please see the 
definition of Substance Abuse. 
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AMBULANCE. A certified transportation vehicle for trdilsporting Ill or Injured people that contains all life-saving equipment and staff as 
requir~d by applicable state and local law. 
AMBULATORY SURGICAL CENTER. A Facility mainly engaged in performing Outpatient Surgery. It must: 
a) be staffed by Practitioners and Nurses, under the supervision of a Practitioner; 
b) have operating and recovery rooms; 
c) be staffed and equipped to give emergency care; and 
d) have written back-up arrangements with a local Hospital for emergency care. 

It must carry out its stated purpose under all relevant state and local laws and be either: 
a) accredited for its stated purpose by either the Joint Commission or the Accreditation Association for ambulatory care; or 
b) approved for its stated purpose by Medicare. 

A Facility is not an Ambulatory Surgical Center, for the purpose of this Contract, if it is part of a Hospital. 

ANNIVERSARY DATE. The date which is one year from the Effective Date of this Contract and each succeeding yearly date thereafter. 

[APPROVED CANCER CLINICAL TRIAL. A scientific study of a new therapy or intervention for the treatment, palliation, or prevention 
of cancer in human beings that meets the following requirements: 
a) The treatment or intervention is provided pursuant to an approved cancer clinical trial that has been authorized or approved by one of the 

following: I) The National Institutes of Health (Phase I. II and Ill); (2) the United States Food and Drug Administration, in the form of an 
investigational new drug (IND) exemption (Phase I, II and III); 3) The United States Department of Defense; or 4) The United States 
Department of Veteran Affairs. 

b) The proposed therapy has been reviewed and approved by the applicable qualified Institutional Review Board. 
c) The available clinical or pre-clinical data to indicate that the treatment or intervention provided pursuant to the Approved Cancer Clinical 

Trial will be at least as effective as standard therapy, if such therapy exists, and is expected to constitute an improvement in effectiveness 
for treatment, prevention and palliation of cancer. 

d) The Facility and personnel providing the treatment are capable of doing so by virtue of their experience and training 
e) The trial consists of a scientific plan of treatment that includes specified goals, a rationale and background for the plan, criteria for patient 

selection, specific directions for administering therapy and monitoring patients, a definition of quantitative measures for determining 
treatment response and methods for documenting and treating adverse reactions. All such trials must have undergone a review for 
scientific content and validity. as evidenced by approval by one of the federal entities identified in item a. A cost-benefit analysis of 
clinical trials will be performed when such an evaluation can be included with a reasonable expectation of sound assessment.] 

BIOLOGICALLY-BASED MENTAL ILLNESS. A mental or nervous condition that is caused by a biological disorder of the brain and 
results in a clinically significant or psychological syndrome or pattern that substantially limits the functioning of the person with the illness, 
including but nol limited to: schizophrenia; schizoaffective disorder; major depressive disorder; bipolar disorder; paranoia and other psychotic 
disorders; obsessive-compulsive disorder; panic disorder and pervasive developmental disorder or autism. 

BIRTHING CENTER. A Facility which mainly provides care and treatment for women during uncomplicated pregnancy, routine full-term 
delivery, and the immediate post-partum period. It must: 
a) provide full-time Skilled Nursing Care by or under the supervision of Nurses; 
b) be staffed and equipped to give emergency care; and 
c) have written back-up arrangements with a local Hospital for emergency care. 

It must: 
a) carry out its stated purpose under all relevant state and local laws; or 
b) be approved for its stated purpose by the Accreditation Association for Ambulatory Care; or 
c) be approved for its stated purpose by Medicare. 

A Facility is not a Birthing Center. for the purpose of this Contract, if it is part of a Hospital. 

BOARD. The Board of Directors of the New Jersey Small Employer Health Benefits Program. 

CALENDAR YEAR. Each successive twelve-month period starting on January I and ending on December 31. 

[CARE MANAGER. An entity designated by Us to manage, assess. coordinate, direct and authorize the appropriate level of health care 
treatment.) 

CASH DEDUCTIBLE or DEDUCTIBLE. The amount of Covered Charges that a [Member] must pay before this Contract pays any benefits 
for such charges. Cash Deductible does not include Coinsurance, Copayments. and Non-Covered Services and Supplies and Non-Covered 
Charges. See the Cash Deductible section of this Contract for details. 

CHURCH PLAN. Has the same meaning given that term under Title I. section 3 of Puh.L.93-406. the "Employee Retirement Income Security 
Act of 1974" 
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COINSURANCE. The percentage of Covered Services or Supplies or the percentage of Covered Charges, as applicable, that must be paid by a 
[~mber), Coinsurance does not include the Cash Deductible, Copayme.nts, or Non-Covered Services and~Supplies and Non-Covered Charge_s. 
CONTRACT. This contract, including the application and any riders, amendments or endorsements, between the Contractholder and Us. 

CONTRACTHOLDER. Employer or organization which purchased this Contract. 

COPAYMENT. A specified dollar amount which [Member] must pay for certain Covered Services or Supplies or Covered Charges. NOTE: 
The Emergency Room Copayment, if applicable, must be paid in addition to any other Copayments, Cash Deductible, and Coinsurance. 

COSMETIC SURGERY OR PROCEDURE. Any surgery or procedure which involves physical appearance, but which does not correct or 
materially improve a physiological function and is not Medically Necessary and Appropriate. 

COVERED CHARGES. Reasonable and Customary charges for the types of services and supplies described in the Covered Charges and 
Covered Charges with Special Limitations section of this Contract, as applicable to [Non-Network) benefits. The services and supplies must 

furnished or ordered by a health care Provider; and 
be: 
a) 
b) Medically Necessary and Appropriate to diagnose or treat an Illness or Injury. 

A Covered Charge is incurred on the date the service or supply is furnished. Subject to all of the terms of this Contract, We pay benefits for 
Covered Charges incurred by a [Member] while he or she is covered by this Contract. Read the entire Contract to find out what We limit or 
exclude. 

COVERED EMPLOYEE, A person who meets all applicable eligibility requirements, enrolls hereunder by making application, and for whom 
premium has been received. 

COVERED SERVICES OR SUPPLIES. The types of services and supplies described in the Covered Services and Supplies section of this 
Contract, as applicable to [Network) benefits. 

Read the entire Contract to find out what We limit or exclude. 

CREDITABLE COVERAGE. With respect to an Employee [or Dependent], coverage of the Employee [or Dependent] under any of the 
following: a Group Health Plan; a group or individual Health Benefits Plan; Part A or Part B of Title XVlll of the federal Social Security Act 
(Medicare); Title XIX of the federal Social Security Act (Medicaid), other than coverage consisting solely of benefits under section 1928 of 
Title XIX of the federal Social Security Act (the program for distribution of pediatric vaccines); chapter 55 of Title 10, United States Code 
(medical and dental care for members and cenain former members of the uniformed services and their dependents); a medical care program of 
the Indian Health Service or of a tribal organization; a state health benefits risk pool; a health plan offered under chapter 89 of Title 5, United 
States Code; a public health plan as defined by federal regulation; a health benefits plan under section S(e) of the "Peace Corps Act"; or 
coverage under any other type of plan as set forth by the Commissioner of Banking and Insurance by regulation. 

Creditable Coverage does not include coverage which consists solely of the following: coverage only for accident or disability income 
insurance, or any combination thereof; coverage issued as a supplement to liability insurance; liability insurance. including general liability 
insurance and automobile liability insurance; workers' compensation or similar insurance; automobile medical payment insurance; credit only 
insurance; coverage for on-site medical clinics; coverage as specified in federal regulation, under which benefits for medical care are secondary 
or incidental to the insurance benefits; and other coverage expressly excluded from the definition of Health Benefits Plan. 

CURRENT PROCEDURAi, TERMINOLOGY (C.P.T.) The most recent edition of an annually revised listing published by the American 
Medical Association which assigns numerical codes to procedures and categories of medical care. 

CUSTODIAL CARE. Any service or supply, including room and board, which: 
is furnished mainly to help a !Member) meet a [Member's] routine daily needs; or 
can be furnished by someone who has no professional health care training or skills. 

Even if a [Member] is in a Hospital or other Facility, We do not provide for that pan of the care which is mainly custodial. 

[DEPENDENT. An Employee's: 
a) legal spouse [ where legal spouse shall include a domestic partner pursuant to P. L. 2003, c. 246 ); 
b) unmarried Dependent child who is under age 19; and 
c) unmarried Dependent child from age 19 until his or her 23rd birthday, who is enrolled as a full-time student at an Accredited School. Full-

time status will be as defined by the Accredited School. We can require periodic proof of a Dependent child's status as a full-time student. 
Under certain circumstances, an incapacitated child is also a Dependent. See the Eligibility section of this Contract. 

An Employee's "unmarried Dependent child" includes his or her legally adopted child, his or her step-child if such step-child depends on the 
Employee for most of his or her support and maintenance [and) [. the child of his or her domestic partner if the child depends on the Employee 
for most of his or her support and maintenance, and] children under a court appointed guardianship. We treat a child as legally adopted from the 
lime the child is placed in the home for purposes of adoption. We treat such a child this way whether or not a final adoption order is ever 
issued. 
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J:,. Dependent is not a person who is on active duty in the armed forces of any country. 

A Dependent is not a person who is covered by this Contract as an Employee. 

At Our Discretion. We can require proof that a person meets the definition of a Dependent.] 

[DEPENDENT'S ELIGIBILITY DATE. 
The later of: 
a) the Employee's Eligibility Date; or 
b) the date the person first becomes a Dependent.] 

DEVELOPMENTAL DISABILITY or DEVELOPMENTALLY DISABLED. A severe, chronic disability that: 
a) is attributable to a mental or physical impairment or a combination of mental and physical impairments; 
b) is manifested before the [Member] attains age 19; 
c) is likely to continue indefinitely; 

11:21 App. EXH. HH 

d) results in substantial functional limitations in three or more of the following areas of major life activity: self-care; receptive and expressive 
language; learning; mobility; self-direction; capacity for independent living; economic self-sufficiency; 

e) reflects the [Member's] need for a combination and sequence of special interdisciplinary or generic services, individualized support, and 
other forms of assistance that are lifelong or of extended duration and are individually planned and coordinated. 

DIAGNOSTIC SERVICES. Procedures ordered by a Provider because of specific symptoms lo diagnose a specific condition or disease. Some 
examples include, but are not limited to: 
a) radiology, ultrasound, and nuclear medicine; 
b) laboratory and pathology; and 
c) EKGs, EEGs, and other electronic diagnostic tests. 

With respect to (Non-Network] benefits, except as allowed under the Preventive Care Covered Charge. Diagnostic Services are not covered 
under this Contract if the procedures are ordered as part of a routine or periodic physical examination or screening examination. 

DISCRETION/DETERMINATION/ DETERMINE. Our sole right to make a decision or determination. The decision will be applied in a 
reasonable and non-discriminatory manner. 

DURABLE MEDICAL EQUIPMENT. Equipment We [or the Care Manager] Determine to be: 
a) designed and able to withstand repeated use; 
b) used primarily and customarily for a medical purpose; 
c) is generally not useful to a [Member] in the absence of an Illness or Injury; and 
d) suitable for use in the home. 

Durable Medical Equipment includes. but is not limited to, apnea monitors, breathing equipment, hospital-type beds, walkers, and wheelchairs. 

Among other things, Durable Medical Equipment does not include: adjustments made to vehicles, air conditioners. air purifiers, humidifiers, 
dehumidifiers, elevators, ramps. stair glides, Emergency Alert equipment, handrails, heat appliances, improvements made to a [Member's] 
home or place of business, waterbeds, whirlpool baths, exercise and massage equipment. 

EFFECTIVE DATE. The date on which coverage begins under this Contract for the Contractholder, or the date coverage begins under this 
Contract for a [Member], as the context in which the term is used suggests. 

EMERGENCY. A medical condition manifesting itself by acute symptoms of sufficient severity including, but not limited to, severe pain, 
psychiatric disturbances and/or symptoms of Substance Abuse such that a prudent layperson, who possesses an average knowledge of health 
and medicine, could expect the absence of immediate medical attention to result in: placing the health of the individual (or with respect to a 
pregnant woman, the health of the woman or her unborn child) in serious jeopardy; serious impairment to bodily functions; or serious 
dysfunction of a bodily organ or part. With respect to a pregnant woman who is having contractions. an Emergency exists where: there is 
inadequate time to effect a safe transfer to another Hospital before delivery; or the transfer may pose a threat to the health or safety of the 
woman or unborn child. 

EMPLOYEE. A Full-Time bona-fide Employee (25 hours per week) of the Contractholder. Employees who work on a temporary or substitute 
basis or who are participating in an employee welfare arrangement established pursuant to a collective bargaining agreement are not considered 
to be Employees for the purpose of this Contract. Partners. proprietors. and independent contractors will be treated like Employees, if they meet 
all of this Contract's conditions of eligibility. 

EMPLOYEE'S ELIGIBILITY DATE. 

a) the date of employment: or 
b) [the <lay] after any applicable waiting period ends. 
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EMPLOYER. [ABC Company!-

ENROLLMENT DATE. With respect 10 a [Member). the Effective Dale or, if earlier, the first day of any applicable waiting period. 

EXPERIMENT AL or INVESTIGATIONAL. 

Services or supplies which We [or the Care Manager) Detennine are: 
a) not of proven benefit for the particular diagnosis or treatment of a (Member's) particular condition; or 
b) not generally recognized by the medical community as effective or appropriate for the particular diagnosis or treatment of a [Member's] 

particular condition; or 
c) provided or perfonned in special settings for research purposes or under a controlled environment or clinical protocol. 

Unless otherwise required by law with respect to drugs which have been prescribed for treatment for which the drug has not been approved by 
the United Stales Food and Drug Administration (FDA), We will not cover any services or supplies, including treatment, procedures, drugs, 
biological products or medical devices or any hospitalizations in connection with Experimental or lnvestigational services or supplies. 
We will also not cover any technology or any hospitalization in connection with such technology if such technology is obsolete or ineffective 
and is not used generally by the medical community for the particular_diagnosis or treatment of a [Member's] particular condition. 

Governmental approval of a technology is not necessarily sufficient to render it of proven benefit or appropriate or effective for a particular 
diagnosis or treatment of a [Member's] particular condition, as explained below. 

We [or the Care Manager] will apply the following five criteria in Detennining whether services or supplies are Experimental or 
lnvestigational: 

I. Any medical device, drug, or biological product must have received final approval to market by the FDA for the particular diagnosis or 
condition. Any other approval granted as an interim step in the FDA regulatory process, e.g., an lnvestigational Device Exemption or an 
Investigational New Drug Exemption, is not sufficient. Once FDA approval has been granted for a particular diagnosis or condition, use of 
the medical device, drug or biological product for another diagnosis or condition will require that one or more of the following established 
reference compendia: 
a) The American Hospital Fonnulary Service Drug Information; or 
b) The United States Pharmacopoeia Drug Information 

recognize the usage as appropriate medical treatment. As an alternative to such recognition in one or more of the compendia, the usage of the 
drug will be recognized as appropriate if it is recommended by a clinical study or recommended by a review article in a major peer-reviewed 
professional journal. A medical device, drug, or biological product that meets the above tests will not be considered Experimental or 
lnvestigational. 

In any event, any drug which the Food and Drug Administration has determined to be contraindicated for the specific treatment for which the 
drug has been prescribed will be considered Experimental or lnvestigational. 

2. Conclusive evidence from the published peer-reviewed medical literature must exist that the technology has a definite positive effect on 
health outcomes; such evidence must include well-designed investigations that have been reproduced by non-affiliated authoritative 
sources, with measurable results, backed up by the positive endorsements of national medical bodies or panels regarding scientific efficacy 
and rationale; 

3. Demonstrated evidence as reflected in the published peer-reviewed medical literature must exist that over time the technology leads to 
improvement in health outcomes. i.e., the beneficial effects outweigh any harmful effects; 

4. Proof as reflected in the published peer-reviewed medical literature must exist that the technology is at least as effective in improving 
health outcomes as established technology, or is usable in appropriate clinical contexts in which established technology is not employable; 
and 

5. Proof as reflected in the published peer-reviewed medical literature must exist that improvements in health outcomes, as defined in 
paragraph 3. is possible in standard conditions of medical practice, outside clinical investigatory settings. 

EXTENDED CARE CENTER. See Skilled Nursing Facility. 

FACILITY. A place which: 
a) is properly licensed, certified. or accredited to provide health care under the laws of the state in which it operates; and 
b) provides health care services which are within the scope of its license, certificate or accreditation. 

FULL-TIME, A normal work week of 25 or more hours. Work must be at the Contractholder's regular place of business or at another place to 
which an Employee must travel to perform his or her regular duties for his or her full and normal work hours. 

GOVERNMENT HOSPITAL. A Hospital operated by a government or any of its subdivisions or agencies. including, but not limited to. a 
Federal, military, state, county or city Hospital. 
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GROUP HEAL TH PLAN. An employee welfare benefit pla11. as defined in Title I of section~ of Pub.L.93-406. the "Employee. Retirement 
Income Security Act of 1974" ERISA) (29 U.S.C. § !002(1)) to the extent that the plan provides medical care and includes items and services 
paid for as medical care to employees or their dependents directly or through insurance, reimbursement or otherwise. 

HEALTH BENEFITS PLAN. Any hospital and medical expense insurance policy or certificate; health, hospital, or medical service 
corporation contract or certificate; or health maintenance organization subscriber contract or certificate delivered or issued for delivery in New 
Jersey by any carrier to a Small Employer group pursuant to section 3 of P.L. 1992, c. 162 (C. 17B: 27A-19) or any other similar contract, 
policy, or plan issued to a Small Employer. not explicitly excluded from the definition of a health benefits plan. Health Benefits Plan does not 
include one or more, or any combination of the following: coverage only for accident or disability income insurance, or any combination 
thereof; coverage issued as a supplement to liability insurance; liability insurance, including general liability insurance and automobile liability 
insurance; workers' compensation or similar insurance; automobile medical payment insurance; credit-only insurance; coverage for on-site 
medical clinics; and other similar insurance coverage, as specified in federal regulations, under which benefits for medical care are secondary or 
incidental to other insurance benefits. Health Benefits Plans shall not include the following benefits if they are provided under a separate policy. 
certificate or contract of insurance or are otherwise not an integral part of the plan: limited scope dental or vision benefits; benefits for long 
tenn care, nursing home care, home health care, community based care, or any combination thereof; and such other similar, limited benefits as 
are specified in federal regulations. Health Benefits Plan shall not include hospital confinement indemnity coverage if the benefits are provided 
under a separate policy, certificate or contract of insurance, there is no coordination between the provision of the benefits and any exclusion of 
benefits under any group Health Benefits Plan maintained by the same Plan Sponsor, and those benefits are paid with respect lo an event 
without regard to whether benefits are provided with respect to such an event under any Group Health Plan maintained by the same Plan 
Sponsor. Health Benefits Plan shall not include the following if it is offered as a separate policy, certificate or contract of insurance: Medicare 
supplemental health insurance as defined under section 1882(g)(I) of the federal Social Security Act; and coverage supplemental to the 
coverage provided under chapter 55 of Title 10, United States Code; and similar supplemental coverage provided to coverage under a Group 
Health plan. 

[HEALTH CARE CENTER OR HEALTH CENTER. A place operated by or on behalf of an HMO where [Network) Providers provide 
Covered Services and Supplies to (Members].) 

HEALTH STATUS-RELATED FACTOR, Any of the following factors: health status; medical condition, including both physical and mental 
Illness; claims experience; receipt of health care; medical history; genetic information; evidence of insurability, including conditions arising out 
of acts of domestic violence; and disability. 

HOME HEALTH AGENCY. A Provider which provides Skilled Nursing Care for Ill or Injured people in their home under a home health 
care program designed to eliminate Hospital stays. It must be licensed by the state in which it operates, or it must be certified to participate in 
Medicare as a Home Health Agency. 

HOSPICE. A Provider which provides palliative and supportive care for terminally Ill or terminally Injured people. It must carry out its stated 
purpose under all relevant state and local laws, and it must either: 
a) be approved for its stated purpose by Medicare; or 
b) be accredited for its stated purpose by either the Joint Commission or the National Hospice Organization. 

HOSPITAL. A Facility which mainly provides Inpatient care for Ill or Injured people. It must carry out its stated purpose under all relevant 
state and local laws, and it must either: 
a) be accredited as a Hospital by the Joint Commission; or 
b) be approved as a Hospital by Medicare. 

Among other things, a Hospital is not a convalescent, rest or nursing home or Facility, or a Facility, or part of it, which mainly provides 
Custodial Care, educational care or rehabilitative care. A Facility for the aged or substance abusers is not a Hospital. 

ILLNESS or ILL. A sickness or disease suffered by a [Member] or a description of a [Member] suffering from a sickness or disease. 

[INITIAL DEPENDENT. Those eligible Dependents an Employee has at the time he or she first becomes eligible for Employee coverage. If at 
the time the Employee does not have any eligible Dependents, but later acquires them, the first eligible Dependents he or she acquires are his or 
her Initial Dependents.) 

INJURY or INJURED. Damage to a (Member's] body, and all complications arising from that damage, or a description of a [Member] 
suffering from such damage. 

INPATIENT. [Member], if physically confined as a registered bed patient in a Hospital or other health care Facility; or services and supplies 
provided in such a setting. 

,JOINT COMMJSSION. The Joint Commission on the Accreditation of Health Care Organizations. 

LATE ENROLLEE. An eligible Employee [or Dependent) who requests enrollment under this Contract more than [30] days after first 
becoming eligible. However, an eligible Employee (or Dependent] will not be considered a Late Enrollee under certain circumstances. See the 
Employee Coverage [and Dependent Coverage] subsection(s] of the Eligibility section of this Contract. 
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MEDICALLY NECESSARY AND APPROPRIATE. $_\!rvices or supplies provided by a b_ealth care Provider that We [or th1; Care Manager] 
Determine to be: 
a) necessary for the symptoms and diagnosis or treatment of the condition, Illness or Injury; 
b) provided for the diagnosis or the direct care and treatment of the condition, Illness or Injury; 
c) in accordance with generally accepted medical practice; 
d) not for a [Member's] convenience; 
e) the most appropriate level of medical care that a [Member] needs; and 
f) furnished within the framework of generally accepted methods of medical management currently used in the United States. 

In the instance of an Emergency, with respect to [Network] services and supplies, and in all instances with respect to (Non-Network] benefits, 
the fact that an attending Practitioner prescribes, orders. recommends or approves the care, the level of care, or the length of time care is to be 
received, does not make the services Medically Necessary and Appropriate. 

MEDICAID. The health care program for the needy provided by Title XIX of the United States Social Security Act, as amended from time to 
time. 

MEDICARE. Parts A and B of the health care program for the aged and disabled provided by Title XVIII of the United States Social Security 
Act, as amended from time to time. 

(MEMBER]. An eligible person who is covered under this Contract (includes Covered Employee land covered Dependents, if any)]. 

[[MEMBER] SERVICES. Carrier has the option to include a definition of such services in the Contract.] 

MENTAL HEAL TH CENTER. A Facility that mainly provides treatment for people with mental health problems. It will be considered such a 
place if it carries out its stated purpose under all relevant state and local laws, and it is either: 
a) accredited for its stated purpose by the Joint Commission; 
b) approved for its stated purpose by Medicare; or 
c) accredited or licensed by the State of New Jersey to provide mental health services. 

[NETWORK] PROVIDER. A Provider which has an agreement [directly or indirectly] with Us [or Our associated medical groups] to provide 
Covered Services or Supplies. The Employee will periodically be given up-to date lists of [Network] Providers. The up-to date lists will be 
furnished automatically, without charge. 

[NEWLY ACQUIRED DEPENDENT. An eligible Dependent an Employee acquires after he or she already has coverage in force for Initial 
Dependents.] 

NICOTINE DEPENDENCE TREATMENT. "Behavioral Therapy," as defined below, and Prescription Drugs which have been approved by 
the U.S. Food and Drug Administration for the management of nicotine dependence. 

For the purpose of this definition, covered "Behavioral Therapy" means motivation and behavior change techniques which have been 
demonstrated to be effective in promoting nicotine abstinence and long term recovery from nicotine addiction. 

NON-BIOLOGICALLY-BASED MENTAL ILLNESS. An Illness which manifests symptoms which are primarily mental or nervous for 
which the primary treatment is psychotherapy or psychotropic medication where the Illness is not biologically-based. 

In detennining whether or not a particular condition is a Non-Biologically-based Mental Illness, We may refer to the current edition of the 
Diagnostic and Statistical Manual of Mental Conditions of the American Psychiatric Association. 

NON-COVERED CHARGES. Charges which do not meet this Contract's definition of Covered Charges or which exceed any of the benefit 
limits shown in this Contract, or which are specifically identified as Non-Covered Services and Supplies and Non-Covered Charges or are 
otherwise not covered by this Contract. 

NON-COVERED SERVICES. Services or supplies which are not included within Our definition of Covered Services or Supplies, are 
included in the list of Non-Covered Services and Supplies and Non-Covered Charges, or which exceed any of the limitations shown in this 
Contract. 

[NON-NETWORK] PROVIDER. A Provider which is not a [Network] Provider. 

NURSE. A registered nurse or licensed practical nurse. including a nursing specialist such as a nurse mid-wife or nurse anesthetist, who: 
a) is properly licensed or certified to provide medical care under the laws of the state where the nurse practices: and 
b) provides medical services which are within the scope of the nurse's license or certificate. 

OUTPATIENT. (Member]. if not confined as a registered bed patient in a Hospital or recognized health care Facility and is not an Inpatient; 
or services and supplies provided in such Outpatient settings. 
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PERIOD OF CONf"INEMENT. Consecutive days of Inpatient services provided to an Inpatient, or successive Inpatient confinements due to 
the same or related causes. when discharge and re-admission to a Facility occurs within 99 days or less. We [or the Care Manager] Determine if 
the cause(s) of the confinements are the same or related. 

PER LIFETIME. During the lifetime of an individual, regardless of whether he or she was covered under this Contract or any other contract, 
policy or plan: 
a) as an Employee or Dependent; and 
b) with or without interruption of coverage. 

PLAN SPONSOR. 
Has the meaning given that term under Title I. section 3 of Pub.L.93-406, the ERISA (29 U.S.C. § 1002( 16)(B)). That is: 
a) the Small Employer in the case of an employee benefit plan established or maintained by a single employer; 
b) the employee organization in the case of a plan established or maintained by an employee organization; or 
c) in the case of a plan established or maintained by two or more employers or jointly by one or more employers and one or more employee 

organizations, the association, committee, joint board of trustees, or other similar group of representatives of the parties who establish or 
maintain the plan. 

PLAN YEAR. The year that is designated as the plan year in the plan document of a Group Health Plan, except if the plan document does not 
designate a plan year or if there is no plan documem, the Plan Year is a Calendar Year. 

PRACTITIONER. A medical practitioner who: 
a) is properly licensed or certified to provide medical care under the laws of the state where the practitioner practices; and 
b) provides medical services which are within the scope of the practitioner's license or certificate. 

PRE-APPROVAL or PRE-APPROVED. Our approval using paper or electronic means for specified services and supplies prior to the date 
the charges are incurred. We will reduce benefits by 50% with respect to charges for treatment, services and supplies which require Pre-
Approval and are not Pre-Approved by Us provided that benefits would otherwise by payable under the Contract. 

PRE-EXISTING CONDITION. An lllness or Injury which manifests itself in the six months before a Member's Enrollment Date, and for 
which medical advice, diagnosis, care, or treatment was recommended or received during the six months immediately preceding the Enrollment 
Date. 

[PRE-EXISTING CONDITION LIMITATION. With respect to coverage, a limitation or exclusion of benefits relating to a condition based 
on the fact that the condition was present before the Enrollment Date, whether or not any medical advice, diagnosis, care, or treatment was 
recommended or received before that date. Genetic information will not be treated as a Pre-Existing Condition in the absence of a diagnosis of 
the condition related to that information. Pregnancy will not be treated as a Pre-Existing Condition. 

See the Non-Covered Services and Supplies and Non-Covered Charges section of this Contract for details on how this Contract limits the 
services and benefits for Pre-Existing Conditions.] 

PRESCRIPTION DRUGS. Drugs, biologicals and compound prescriptions which are sold only by prescription and which are required to 
show on the manufacturer's label the words: "Caution - Federal Law Prohibits Dispensing Without a Prescription" or other drugs and devices as 
Determined by Us, such as insulin. But We only cover drugs which are: 
a) approved for treatment of the [Member's] Illness or Injury by the Food and Drug Administration; 
b) approved by the Food and Drug Administration for the treatment of a particular diagnosis or condition other than the [Member's] and 
recognized as appropriate medical treatment for the [Member's] diagnosis or condition in one or more of the following established reference 
compendia: 
•The American Hospital Formulary Service Drug Information; 
•The United States Pharmacopoeia Drug Information; or 
c) recommended by a clinical study or recommended by a review article in a major peer-reviewed professional journal. 
Coverage for the above drugs also includes Medically Necessary and Appropriate services associated with the administration of the drugs. 
ln no event will We pay for: 
a) drugs labeled: "Caution - Limited by Federal Law to Investigational Use"; or 
b) any drug which the Food and Drug Administration has determined to be contraindicated for the specific treatment for which the drug has 

been prescribed. 

PREVENTIVE CARE. Services and supplies in connection with routine physical examinations. including laboratory tests and x-rays. 
immunizations and vaccines, well baby care, pap smears, mammography. screening tests. bone density tests. colorectal cancer screening and 
Nicotine Dependence Treatment. 

PRI!VlARY CARE PHYSICIAN (PCP). A [Network} Practitioner who is a doctor specializing in family practice. general practice. internal 
medicine. [obstetrics/gynecology for pre and post-natal care. birth and treatment of the diseases and hygiene of females,] or pediatrics who 
supervises, coordinates. arranges and provides initial care and basic medical services to a (Member]: initiates a [Member's] Referral for 
Specialist Services; and is responsible for maintaining continuity of patient care. 
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PRIVATE DUTY NURSING. Skilled Nursing Care for Covered Persons who require individualized continuous Skilled Nursing Care 
provided by a registered nurse or a licensed practical nurse. 

PROVIDER. A recognized Facility or Practitioner of health care. 

REASONABLE and CUSTOMARY. With respect to [Network] services and supplies, the negotiated arrangement. 

With respect to [Non-Network] benefits, an amount that is not more than the usual or customary charge for the service or supply as We 
Determine, based on a standard approved by the Board. The Board will decide a standard for what is Reasonable and Customary for the [Non-
Network] benefits under this Contract. The chosen standard is an amount which is most often charged for a given service by a Provider within 
the same geographic area. For charges that are not determined by a negotiated fee schedule, the [Member] may be billed for the difference 
between the Reasonable and Customary charge and the charge billed by the Provider. 

Please note: The Coordination of Benefits and Services provision includes a distinct definition of Reasonable and Customary. 

REFERRAL. With respect to [Network] services or supplies, specific direction or instruction from a [Member's] Primary Care Physician [or 
Health Center] [or the Care Manager] in conformance with Our policies and procedures that directs a [Member] to a Facility or Practitioner for 
health care. 

REHABILITATION CENTER. A Facility which mainly provides therapeutic and restorative services to Ill or Injured people. It must carry 
out its stated purpose under all relevant state and local laws, and it must either: 
a) be accredited for its stated purpose by either the Joint Commission or the Commission on Accreditation for Rehabilitation Facilities; or 
b) be approved for its stated purpose by Medicare. 
In some places a Rehabilitation Center is called a "rehabilitation hospital." 

ROUTINE FOOT CARE. The cutting, debridement, trimming, reduction, removal or other care of corns, calluses, flat feet, fallen arches, 
weak feet, chronic foot strain, dystrophic nails, excrescencies, helomas, hyperkeratosis, hypertrophic nails, non-infected ingrown nails, 
deratomas, keratosis, onychauxis, onychocryptosis, tylomas or symptomatic complaints of the feet. Routine Foot Care also includes orthopedic 
shoes, foot orthotics and supportive devices for the foot. 

ROUTINE NURSING CARE. The appropriate nursing care customarily furnished by a recognized Facility for the benefit of its Inpatients. 

SCHEDULE. The Schedule of Covered Services and Supplies and Covered Charges. 

SERVICE AREA. As applicable to [Network] services and supplies, the geographic area We define by [ZIP codes] [county]. 

SKILLED NURSING CARE. Services which are more intensive than Custodial Care, are provided by a Registered Nurse (R.N.) or Licensed 
Practical Nurse (L.P.N.). and require the technical skills and professional training of a registered nurse or licensed practical nurse. 

SKILLED NURSING FACILITY. A Facility which mainly provides full-time Skilled Nursing Care for Ill or Injured people who do not need 
to be in a Hospital. It must carry out its stated purpose under all relevant state and local laws, and it must either: 
a) be accredited for its stated purpose by the Joint Commission; or 
b) be approved for its stated purpose by Medicare. 
In some places, a "Skilled Nursing Center" may be called an Extended Care Center. 

SMALL EMPLOYER. In connection with a Group Health Plan with respect to a Calendar Year and a Plan Year, any person, firm, 
corporation, partnership, or political subdivision that is actively engaged in business that employed an average of at least two but not more than 
50 eligible Employees on business days during the preceding Calendar Year and who employs at least eligible two Employees on the first day 
of the Plan Year, and the majority of the eligible Employees are employed in New Jersey. All persons treated as a single employer under 
subsection (b), (c), (m) or (o) of section 414 of the Internal Revenue Code of 1986 shall be treated as one employer. In the case of an employer 
that was not in existence during the preceding Calendar Year, the determination of whether the employer is a small or large employer shall be 
based on the average number of eligible Employees that it is expected that the employer will employ on business days in the current Calendar 
Year. 

SPECIAL CARE UNIT. A part of a Hospital set up for very ill patients who must be observed constantly. The unit must have a specially 
trained staff. And it must have special equipment and supplies on hand at all times. Some types of Special Care Units are: 
a) intensive care units; 
b) cardiac care units: 
c) neonatal care units; and 
d) bum units. 

SPECIALIST DOCTOR. A Practitioner who provides medical care in any generally accepted medical or surgical specialty or sub-specialty. 

SPECIALIST SERVICES. Medical care in specialties other than family practice, general practice, internal medicine [or pediatrics][or 
obstetrics/gynecology (for routine pre and post-natal care, birth and treatment of the diseases and hygiene of females]. 
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SUBSTANCE ABUSE. Abuse of or addiction to drugs. Substance Abuse does not include abuse of or addiction to alcohol. Please see the 
definition of 3lcohol Abuse. 

SUBSTANCE ABUSE CENTER. A Facility that mainly provides treatment for people with Substance Abuse problems. It must carry out its 
stated purpose under all relevant state and local laws, and it must either: 
a) be accredited for its stated purpose by the Joint Commission; or 
b) be approved for its stated purpose by Medicare. 

SUPPLEMENTAL LIMITED BENEFIT INSURANCE. Insurance that is provided in addition to a Health Benefits Plan on an indemnity 
non-expense incurred basis. 

SURGERY. 
a) The performance of generally accepted operative and cutting procedures, including surgical diagnostic procedures, specialized 

instrumentations, endoscopic examinations, and other invasive procedures; 
b) the correction of fractures and dislocations; 
c) pre-operative and post-operative care; or 
d) any of the procedures designated by Current Procedural Code Terminology as Surgery. 

THERAPEUTIC MANIPULATION. Treatment of the articulations of the spine and musculoskeletal structures for the purpose of relieving 
certain abnormal clinical conditions resulting from the impingement upon associated nerves causing discomfort. Some examples are 
manipulation or adjustment of the spine, hot or cold packs, electrical muscle stimulation, diathermy, skeletal adjustments, massage, adjunctive, 
ultra-sound, doppler, whirlpool, hydrotherapy or other treatment of similar nature. 

TOTAL DISABILITY OR TOTALLY DISABLED. Except as otherwise specified in this Contract, an Employee who, due to Illness or 
Injury, cannot perform any duty of his or her occupation or any occupation for which he or she is, or may be, suited by education, training and 
experience, and is not. in fact, engaged in any occupation for wage or profit. [A Dependent is totally disabled if he or she cannot engage in the 
normal activities of a person in good health and of like age and sex.] The Employee [or Dependent] must be under the regular care of a 
Practitioner. 

URGENT CARE. Care for a non-life threatening condition that requires care by a Provider within 24 hours. 

[WAITING PERIOD. With respect to a Group Health Plan and an individual who is a potential participant or beneficiary in the Group Health 
Plan, the period that must pass with respect to the individual before the individual is eligible to be covered for benefits under the terms of the 
Group Health Plan.] 

[WE, US, OUR. [Carrier].) 

YOU, YOUR, AND YOURS. The Contractholder.] 

ELIGIBILITY 

EMPLOYEE COVERAGE 

Eligible Employees 
Subject to the Conditions of Eligibility set forth below, and to all of the other conditions of the Contract, all of the Contractholder's 
Employees [who are in an eligible class] [and] [who reside in the Service Area] will be eligible if the Employees are [Actively at Work] Full-
Time Employees. [In certain situations, the Actively at Work requirement will not apply. If an Employee is not Actively at Work due to a 
Health Status-Related Factor, the Employee will nevertheless be considered an Eligible Employee. In addition, refer to the Exception below.] 

For purposes of this Contract, We will treat partners, proprietors and independent contractors like Employees if they meet the Contract's 
Conditions of Eligibility. 

Conditions of Eligibility 

Full-Time Requirement 
[Except where an Employee is not Actively at Work due to a Health Status-Related Factor, and except as stated below, ]We will not cover an 
Employee unless the Employee is [an Actively at Work) [a] Full-Time Employee. 

Enrollment Requirement 
We will not cover the Employee until the Employee enrolls and agrees to make the required payments, if any. If the Employee does this within 
[30] days of the Employee's Eligibility Date, coverage will start on the Employee's Eligibility Date. 

If the Employee enrolls and agrees to make the required payments, if any: 
a) more than [30] days after the Employee's Eligibility Date; or 
b) after the Employee previously had coverage which ended because the Employee failed to make a required payment: 
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We will consider the Employee to be a Late Enrollee. Late Enrollees are subject to this Contract"s Pre-Existing Conditions limitation, if any 
applies. 

When an Employee initially waives coverage under this Contract, the Plan Sponsor [or We] should notify the Employee of the requirement for 
the Employee to make a statement that waiver was because he or she was covered under another group plan, if such other coverage was in fact 
the reason for the waiver, and the consequences of that requirement. If an Employee initially waived coverage under this Contract and the 
Employee stated at that time that such waiver was because he or she was covered under another group plan, and Employee now elects to enroll 
under this Contract, We will not consider the Employee [and his or her Dependents] to be [a] Late Enrollee[s], provided the coverage under the 
other plan ends due to one of the following events: 
a) termination of employment or eligibility; 
b) reduction in the number of hours of employment; 
c) involuntary termination;; 
d) divorce or legal separation [or termination of the domestic partnership]; 
e) death of the Employee's spouse; 
f) tennination of the Employer's contribution toward coverage; or 
g) tennination of the other plan's coverage. 

But, the Employee must enroll under this Contract and pay the appropriate premium within 90 days of the date that any of the events described 
above occur. Coverage will take effect as of the date the applicable event occurs .. 

If an Employee initially waived coverage under this Contract because he or she had coverage under a Consolidated Omnibus Budget 
Reconciliation Act (COBRA) continuation provision and the Employee requests coverage under this Contract within 30 days of the date the 
COBRA continuation ended, We will not consider the Employee to be a Late Enrollee. Coverage will take effect as of the date the COBRA 
continuation ended. 

In addition, an Employee [and any Dependents] will not be considered [a] Late Enrollee[s] if the Employee is employed by an employer which 
offers multiple Health Benefits Plans and the Employee elects a different plan during the open enrollment period. 

[Further, an Employee and his or her Dependent spouse, if any, will not be considered Late Enrollees because the Employee initially waived 
coverage under this Contract for himself or herself and any then existing Dependents provided the Employee enrolls to cover himself or herself 
and his or her existing Dependent spouse, if any, under this Contract within 30 days of the marriage, birth, adoption or placement for adoption 
of a Newly Acquired Dependent.] 

[The Waiting Period 
This Contract has the following waiting periods: 

Employees in an eligible class on the Effective Date, who have completed at least [6 months] of continuous Full-Time service with the 
Contractholder by that date, are eligible for coverage under this Contract from the Effective Date. 

Employees in an Eligible Class on the Effective Date, who have not completed at least (6 months] of continuous Full-Time service with the 
Contractholder by that date, are eligible for coverage under this Contract from the day after Employees complete (6 months] of continuous Full-
Time service. 

Employees who enter an eligible class after the Effective Date are eligible for coverage under this Contract from the day after Employees 
complete (6 months] of continuous Full-Time service with the Contractholder.] 

The Contractholder who purchased this Contract may have purchased it to replace a plan the Contractholder had with some other carrier. An 
Employee may have satisfied part of the eligibility waiting period under the Contractholder's old plan before it ended. If so, the time satisfied 
will be used to satisfy this Contract's eligibility waiting period if: 
a) the Employee was employed by the Contractholder on the date the Contractholder's old plan ended; and 
b) this Contract takes effect immediately upon termination of the prior plan. 

Multiple Employment 
If an Employee works for both the Contractholder and a covered Affiliated Company, or for more than one covered Affiliated Company, We 
will treat the Employee as if only one entity employs the Employee. And such an Employee will not have multiple coverage under this 
Contract. But, if this Contract uses the amount of an Employee's earnings or number of work hours to determine class, or for any other reason, 
such Employee's earnings or number of work hours will be figured as the sum of his or her earnings or work hours from all Affiliated 
Companies. 

When Employee Coverage Starts 
[Except where an Employee is not Actively at Work due to a Health Status-Related Factor, and except as stated below, an] [An] Employee must 
be [Actively at Work, and] working his or her regular number of hours, on the date his or her coverage is scheduled to start. And he or she must 
have met all the conditions of eligibility which apply to him or her. [If an Employee is not Actively at Work on the scheduled Effective Date, 
and does not qualify for the exception to the Actively at Work requirement, We will postpone the start of his or her coverage until he or she 
returns to Active Work.] 
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[Sometimes, a scheduled Effective Date is not a regularly scheduled work day. But an Employee's coverage will start on that date ifhe or she 
was Actively at Work, and working his or her regular number of hours, on his_ or her last regularly scheduled WQrk day.J 

The Employee must elect to enroll and agree to make the required payments if any, within [30] days of the Employee's Eligibility Date. If he or 
she does this within [30) days of the Employee's Eligibility Date, his or her coverage is scheduled to start on the Employee's Eligibility Date. 
Such Employee's Eligibility Date is Effective Date of an Employee's coverage. 

If the Employee does this more than (30] days after the Employee's Eligibility Date, We will consider the Employee a Late Enrollee. Coverage 
is scheduled to start on the date the We or Our authorized representative or agent receives the signed enrollment form. 

[EXCEPTION to the Actively at Work Requirement 
The Exception applies if the Contractholder who purchased this Contract purchased it to replace a plan the Contractholder had with some other 
carrier. An Employee who is not Actively at Work due to Total Disability on the date this Contract takes effect will initially be eligible for 
limited coverage under this Contract if: 
a) the Employee was validly covered under the Contractholder's old plan on the date the Contractholder's old plan ended; and 
b) this Contract takes effect immediately upon termination of the prior plan. 

The coverage under this Contract will be limited to coverage for services or supplies for conditions other than the disabling condition. Such 
limited coverage under this Contract will end one year from the date the person's coverage under this Contract begins. Coverage for services or 
supplies for the disabling condition will be provided as stated in an extended health benefits, or like provision, contained in the 
Contractholder's old plan. Thereafter, coverage will not be limited as described in this provision, but will be subject to the terms and conditions 
of this Contract. I 

When Employee Coverage Ends 
An Employee's coverage under this Contract will end on the first of the following dates: 
a) [the date] an Employee ceases to be [an Actively at Work] [a] Full-Time Employee for any reason. Such reasons include, death, retirement, 

lay-off, leave of absence, and the end of employment. 
b) [the date] an Employee stops being an eligible Employee under this Contract. 
c) the date this Contract ends, [or is discontinued for a class of Employees to which the Employee belongs.] 
d) the last day of the period for which required payments have been made for the Employee, subject to the Payment of Premium - Grace 

Period section. 

[DEPENDENT COVERAGE 

Eligible Dependents for Dependent Health Benefits 
An Employee's eligible Dependents are: 
a) the Employee's legal spouse [where legal spouse shall include a domestic partner pursuant to P.L. 2003, c. 246]; 
b) the Employee's unmarried Dependent children who are under age 19; and 
c) the Employee's unmarried Dependent children, from age 19 until their 23rd birthday, who are enrolled as full-time students at Accredited 

Schools. Full-time students will be as defined by the Accredited School. We can require periodic proof of a Dependent child's status as a 
full-time student. 

[Exception: Any Dependent who does not reside in the Service Area is not an eligible Dependent.] 

Eligible Dependents will not include any Dependent who is: 
a) covered by this Contract as an Employee or 
b) on active duty in the armed forces of any country. 

Adopted Children and Step-Children 
An Employee's "unmarried Dependent children" include the Employee's legally adopted children, his or her step-children if they depend on the 
Employee for most of their support and maintenance [and] [,the child of his or her domestic partner if the child depends on the Employee for 
most of his or her support and maintenance, and] children under a court appointed guardianship. We will treat a child as legally adopted from 
the time the child is placed in the home for the purpose of adoption. We will treat such a child this way whether or not a final adoption order is 
ever issued. 

Incapacitated Children 
An Employee may have an unmarried child with a mental or physical handicap, or developmental disability, who is incapable of earning a 
living. Subject to all of the 
terms of this section and the plan, such a child may stay eligible for Dependent health benefits past this Contract's age limit for eligible 
Dependents. 

The child will stay eligible as long as the child stays unmarried and incapable of earning a living, if: 
a) the child's condition started before he or she reached this Contract's age limit; 
b) the child became covered under this Contract or any other policy or contract before the child reached the age limit and stayed continuously 

covered or covered after reaching such limit; and 
c) the child depends on the Employee for most of his or her support and maintenance. 
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But, for the child to stay eligible, the Employee must send Us written ll.\"OOf that the child is incapacitated or developmentally disabled and. 
depends on the Employee for most of his or her support and maintenance. The Employee has 31 days from the date the child reaches the age 
limit to do this. We can ask for periodic proof that the child's condition continues. But, after two years, We cannot ask for proof more than once 
a year. 

The child's coverage ends when the Employee's coverage ends. 

Enrollment Requirement 
An Employee must enroll his or her eligible Dependents in order for them to be covered under this Contract. We consider an eligible Dependent 
to be a Late Enrollee, if the Employee: 
a) enrolls a Dependent [and agrees to make the required payments] more than [30] days after the Dependent's Eligibility Date; 
b) in the case of a Newly Acquired Dependent, has other eligible Dependents whose coverage previously ended because the Employee failed 

to make the required contributions, or otherwise chose to end such coverage. 

Late Enrollees are subject to this Contract's Pre-Existing Conditions limitations section, if any applies. 

If the Employee's dependent coverage ends for any reason, including failure to make the required payments, his or her Dependents will be 
considered Late Enrollees when their 
coverage begins again. 

When an Employee initially waives coverage for a spouse and/or eligible Dependent children under this Contract, the Plan Sponsor [or We) 
should notify the Employee of the requirement for the Employee to make a statement that waiver was because the spouse and/or eligible 
Dependent children were covered under another group plan, if such other coverage was in fact the reason for the waiver, and the consequences 
of that requirement. If the Employee previously waived coverage for the Employee's spouse or eligible Dependent children under this Contract 
and stated at that time that such waiver was because they were covered under another group plan, and the Employee now elects to enroll them 
in this Contract, the Dependent will not be considered a Late Enrollee, provided the Dependent's coverage under the other plan ends due lo one 
of the following events: 
a) termination of employment or eligibility; 
b) reduction in the number of hours of employment; 
c) involuntary termination;; 
d) divorce or legal separation [or termination of the domestic partnership]; 
e) death of the Employee's spouse; 
f) termination of the contribution toward coverage that was being made by the employer that offered the group plan under which the 

Dependent was covered; or 
g) termination of the other plan's coverage. 

But, the Employee's spouse or eligible Dependent children must be enrolled by the Employee, and the appropriate premium must be paid, 
within 90 days of the date that any of the events described above occur. Coverage will take effect as of the date the applicable event occurs. 

And, We will not consider an Employee's spouse or eligible Dependent children for which the Employee initially waived coverage under this 
Contract, to be a Late Enrollee, if: 
a) the Employee is under legal obligation to provide coverage due to a court order; and 
b) the Employee's spouse or eligible Dependent children are enrolled by the Employee, and the appropriate premium must be paid, within 30 

days of the issuance of the court order. 

Coverage will take effect as of the date required pursuant to the court order. 

In addition, if an Employee initially waived coverage under this Contract for the Employee's spouse or eligible Dependent children because the 
spouse and/or Dependent children had coverage under a Consolidated Omnibus Budget Reconciliation Act (COBRA) continuation provision 
and the Employee requests coverage for the spouse and/or Dependent children under this Contract within 30 days of the date the COBRA 
continuation ended, We will not consider the spouse and/or Dependent children to be Late Enrollees. Coverage will take effect as .of the date the 
COBRA continuation ended. 

When Dependent Coverage Starts 
In order for an Employee's Dependent coverage to begin, the Employee must already be covered for Employee coverage or enroll for 
Employee and Dependent coverage at the same time. Subject to all of the terms of this Contract, the date an Employee's Dependent coverage 
starts depends on when the Employee elects to enroll the Employee's Initial Dependenis and agrees to make any required payments. 

If the Employee does this within 30 days of the Dependent's Eligibility Date. the Dependent's Coverage is scheduled to start on the later of: 
a) the Dependent's Eligibility Date, or 
b) the date the Employee becomes covered for Employee coverage. 

If the Employee does this more than [30) days after the Dependent's Eligibility Date. We will consider the Dependent a Late Enrollee. 
Coverage is scheduled to start on the later of: 
a) the date We or Our authorized representative receive the signed enrollment form; or 
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b) the date the Employee becomes covered for Employee coverage. 

Once an Employee has dependent coverage for Initial Dependents, the Employee must notify Us of a Newly Acquired Dependent within the 
(30] days after the Newly Acquired Dependent's Eligibility Date. If the Employee does not, the Newly Acquired Dependent is a Late Enrollee. 

A Newly Acquired Dependent other than a newborn child or newly adopted child will be covered from the later of: 
a) the date the Employee notifies Us [and agrees to make any additional payments], or 
b) the Dependent's Eligibility Date for the Newly Acquired Dependent. 
If the Contractholder who purchased this Contract purchased it to replace a plan the Contractholder had with some other earner, a Dependent 
who is Totally Disabled on the date this Contract takes effect will initially be eligible for limited coverage under this Contract if: 
a) the Dependent was validly covered under the Contractholder's old plan on the date the Contractholder's old plan ended; and 
b) this Contract takes effect immediately upon termination of the prior plan. 

The coverage under this Contract will be limited to coverage for services or supplies for conditions other than the disabling condition. Such 
limited coverage under this Contract will end one year from the date the person's coverage under this Contract begins. Coverage for services or 
supplies for the disabling condition will be provided as stated in an extended health benefits, or like provision, contained in the 
Contractholder' s old plan. Thereafter, coverage will not be limited as described in this provision, but will be subject to the terms and conditions 
of this Contract. 

Newborn Children 
We will cover an Employee's newborn child for 31 days from the date of birth without additional premium. Coverage may be continued 
beyond such 31-day period as stated below: 
a) If the Employee is already covered for Dependent child coverage on the date the child is born, coverage automatically continues beyond 

the initial 31 days, provided the premium required for Dependent child coverage continues to be paid. The Employee must notify Us of the 
birth of the newborn child as soon as possible in order that We may properly provide coverage under this Contract. 

b) If the Employee is not covered for Dependent child coverage on the date the child is born, the Employee must: 
I. give written notice to enroll the newborn child[; and 
2. pay the premium required for Dependent child coverage within 31 days after the date of birth for coverage to continue beyond the 

initial 31 days.] 

If the notice is not given [and the premium is not paid] within such 31-day period, the newborn child's coverage will end at the end of such 31-
day period. If the notice is given and the premium paid after that 31-day period, the child will be a Late Enrollee. 

When Dependent Coverage Ends 
A Dependent's coverage under this Contract will end on the first of the following dates: 
a) [the date]Employee coverage ends; 
[b) the date the Employee stops being a member of a class of Employees eligible for such coverage;] 
I c) I the date this Contract ends; 
[d)J the date Dependent coverage is dropped from this Contract for all Employees eligible for such coverage; 
[e) the date an Employee fails lo pay any required part of the cost of Dependent coverage. It ends on the last day of the period for which the 

Employee made the required payments, unless coverage ends earlier for other reasons.] 
[0) At 12:01 a.m. [on the last day of the calendar month following] [on] the date the Dependent stops being an eligible Dependent. 
[g)J with respect to a Dependent spouse, the date the spouse moves his or her permanent residence outside the Service Area.] 

EXTENDED HEALTH BENEFITS 

If this Contract ends and a [Member] is Totally Disabled and under a Practitioner's care, We will extend health benefits for that person under 
this Contract as explained below. This is done at no cost to the [Member]. 

We will only extend benefits for a [Member] due to the disahling condition. Any services and supplies must be provided before the extension 
ends. And what We cover is based on all the terms of this Contract. 

We do not cover services, supplies, or charges due to other conditions. And, We do not cover services, supplies or charges incurred by other 
family members. 

The extension ends on the earliest of: 
a) the date the Total Disability ends; 
b) one year from the date the person's coverage under this Contract ends; or 
c) the date the person has reached the payment limit, if any, for his or her disabling condition. 

The Employee must submit evidence to Us that he or she or his or her Dependent is Totally Disabled, if We request it. 

TERMINATION FOR CAUSE 
If any of the following conditions exist, We may give written notice to the [Member] that the person is no longer covered under this Contract: 
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a) Untenable Relationship: After reasonable efforts, We and/or [Network] Providers are unable to establish and maintain a satisfactory 
relationship with the [Member] or the [Member) fails to abide by our rules and regulations, oi:. the [Member] acts in a manner \¥hich is 
verbally or physically abusive. · 

b) Misuse of Identification Card: The (Member) permits any other person who is not authorized by Us to use any Identification Card We 
issue to the [Member]. 

c) Furnishing Incorrect or Incomplete Information: The [Member) furnishes material information that is either incorrect or incomplete in 
a statement made for the purpose of effecting coverage under this Contract. This condition is subject to the provisions of the 
Incontestability of the Contract section. 

d) Nonpayment: The [Member] fails to pay any Copayment [or Coinsurance] or to make any reimbursement to Us required under this 
Contract. 

e) Misconduct: The [Member] abuses the system, including but not limited to; theft, damage to (Our] !!Network) Provider's] property, 
forgery of drug prescriptions, and consistent failure to keep scheduled appointments. 

f) Failure to Cooperate: The (Member] fails to assist Us in coordinating benefits as described in the Coordination of Benefits and 
Services section. 

If We give the [Member] such written notice: 
a) that person will cease to be a [Member] for the coverage under this Contract immediately if termination is occurring due to Misuse of 

Identification Card (b above) or Misconduct (e above), otherwise, on the date 31 days after such written notice is given by Us; and 
b) no benefits will be provided to the [Member] under the Contract after that date. 

Any action by Us under these provisions is subject to review in accordance with the Appeals Procedures We establish. 

[MEMBER} PROVISIONS: APPLICABLE TO [NETWORK] SERVICES AND SUPPLIES 

THE ROLE OF A !MEMBER'S] PRIMARY CARE PHYSICIAN 
A [Member's] Primary Care Physician provides basic health maintenance services and coordinates a [Member's) overall health care. Anytime a 
(Member) needs medical care, the [Member] should contact his or her Primary Care Physician [or the Care Manager] and identify himself or 
herself as a [Member] of this program. 

In an Emergency, a [Member] may go directly to the emergency room. If a [Member] does, then the (Member] must call his or her Primary 
Care Physician [or the Care Manager] and [Member] Services within 48 hours. If a [Member] does not call within 48 hours, We will provide 
services only if We [or the Care Manager] Determine that notice was given as soon as was reasonably possible. 

[THE ROLE OF THE CARE MANAGER. The Care Manager will manage a [Member's] treatment for [a Biologically-based Mental Illness, 
a Non-Biologically-based Mental Illness, Substance Abuse, or Alcohol Abuse]. A (Member] must contact the Care Manager or the [Member's) 
Primary Care Physician when a [Member) needs treatment for one of these conditions.] 

SELECTING OR CHANGING A PRIMARY CARE PHYSICIAN [OR HEALTH CENTER] 
When an Employee first obtains this coverage, the Employee and each of the Employee's covered Dependents must select a Primary Care 
Physician [or Health Center). 

[Members) select a Primary Care Physician (or Health Center] from Our (Physician or Practitioners Directory); this choice is solely a 
[Member's). However, We cannot guarantee the availability of a particular Practitioner. If the Primary Care Physician initially selected cannot 
accept additional patients, a [Member) will be notified and given an opportunity to make another Primary Care Physician selection. (If a 
[Member] fails to select a Primary Care Physician [or Health Center}. We will make a selection on behalf of the (Member]. I 

[After initially selecting a Primary Care Physician, [Members) can transfer to different Primary Care Physicians if the physician-patient 
relationship becomes unacceptable. The [[Member] can select another Primary Care Physician from Our [Physician or Practitioners) Directory]. 

For a discretionary change of PCP, the new PCP selection will take effect no more than 14 days following the date of the request. f'or a change 
necessitated by termination of the prior PCP from the Network, the new PCP selection will take effect immediately. 

IDENTIFICATION CARD 
The Identification Card issued by Us to [Members) pursuant to this Contract is for identification purposes only. Possession of an Identification 
Card confers no right to services or benefits under this Contract, and misuse of such Identification Card constitutes grounds for termination of 
[Member's) coverage. If the [Member) who misuses the card is the Employee, coverage may be terminated for the Employee as well as any of 
the Employee's Dependents who are [Members). To be eligible for services or benefits under this Contract, the holder of the card must be a 
[Member] on whose behalf all applicable premium charges under this Contract have been paid. Any person receiving services or benefits which 
he or she is not entitled to receive pursuant to the provisions of this Contract shall be charged for such services or benefits at prevailing rates. 

If any [Member] permits the use of his or her Identification Card by any other person, such card may be retained by Us, and all rights of such 
[Member] and his or her Dependents, if any. pursuant to this Contract shall be terminated immediately, subject to the Appeals Procedures. 

CONFIDENTIALITY 
Information contained in the medical records of [Members] and information received from physicians. surgeons, hospitals or other health 
professionals incident to the physician-patient relationship or hospital-patient relationship shall be kept confidential by Us: and except for use 
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incident to bona fide medical research and education as may be permitted by law, or reasonably necessary in connection with the administration 
of this Contract or in the compiling of aggregate statistical da~, or with respect to arbitration prQceedings or litigation initiated byJMember] 
against Us, may not be disclosed without the [Member"s] written consent, except as required or authorized by law. 

INABIUTY TO PROVIDE [NETWORK] SERVICES AND SUPPLIES 
In the event that due to circumstances not within our reasonable control, including but not limited to major disaster, epidemic, complete or 
partial destruction of facilities, riot, civil insurrection, disability of a significant part of our (Network] Providers or entities with whom We have 
arranged for services under this Contract, or similar causes, the rendition of medical or hospital benefits or other services provided under this 
Contract is delayed or rendered impractical, We shall not have any liability or obligation on account of such delay or failure to provide services. 
We are required only to make a good faith effort to provide or arrange for the provision of services, taking into account the impact of the event. 
REFERRAL FORMS 
A [Member] can be Referred for Specialist Services by a [Member's] Primary Care Physician. 

Except in the case of an Emergency, a [Member] will not be eligible for any [Network] services provided by anyone other than a 
[Member's] Primary Care Physician (including but not limited to Specialist Services) if a [Member] has not been Referred by his or her 
Primary Care Physician. Referrals must be obtained prior to receiving services and supplies from any Practitioner other than the 
[Member's] Primary Care Physician. 

NON-COMPLIANCE WITH MEDICALLY NECESSARY AND APPROPRIATE TREATMENT 
A [Member] has the right under New Jersey law to refuse procedures, medicines. or courses of treatment. A [Member] has the right to 
participate in decision-making regarding the [Member's) care. Further, a [Member] may, for personal, religious or cultural reasons disagree or 
not comply with procedures, medicines, or courses of treatment deemed Medically Necessary and Appropriate by a [Network] Practitioner. A 
[Member] who refuses procedures, medicines or courses of treatment has the right to seek a second opinion from another [Network] 
Practitioner. If such [Network] Practitioner(s) believe(s) that the recommended procedures, medicines, or courses of treatment are Medically 
Necessary and Appropriate, the [Network] Practitioner shall inform the [Member] of the consequences of not complying with the recommended 
procedures, medicines, or courses of treatment and seek to resolve the disagreement with the [Member] and or the [Member's] family or other 
person acting on the [Member's] behalf. If the [Member] refuses to comply with recommended procedures, medicines, or courses of treatment, 
We will notify the [Member] in writing that We will not provide further benefits or services for the particular condition or its consequences. 
The [Member's] decision to reject Medically Necessary and Appropriate procedures, medicines, or courses of treatment is subject to the 
Appeals Procedure and We will continue to provide all benefits covered by the Contract during the pendency of the Appeals Procedure. We 
reserve the right to expedite the Appeals Procedure. If the Appeals Procedure results in a decision upholding position of the [Network] 
Practilioner(s) and the dispute is unresolved, We will have no further responsibility to provide any of the benefits available under this Contract 
for treatment of such condition or its consequences unless the [Member] asks, in writing and within 7 days of being informed of the result of 
the Appeals Procedure, to terminate his or her coverage under this Contract. In such event, We will continue to provide all benefits covered by 
this Contract for 30 days or until the date of termination, whichever comes first, and We and the [Network] Practitioner will cooperate with the 
[Member] in facilitating a transfer of care. 

REFUSAL OF LIFE-SUSTAINING TREATMENT 
A [Member] has the right under New Jersey law to refuse life sustaining treatment. A [Member] who refuses life sustaining treatment remains 
eligible for all benefits including Home Health and Hospice benefits in accordance with this Contract. We will follow a [Member's] properly 
executed advance directive or other valid indication of refusal of life sustaining treatment. 

REPORTS AND RECORDS 
We are entitled to receive from any Provider of services to a [Member], such information We deem is necessary to administer this Contract, 
subject to all applicable confidentiality requirements as defined in this Contract. By accepting coverage under this Contract, Employee, for 
himself or herself, and for all Dependents covered hereunder, authorizes each and every Provider who renders services to the [Member] 
hereunder to disclose to Us all facts and information pertaining to the care, treatment and physical condJtion of the [Member) and render reports 
pertaining to same to Us, upon request, and to permit copying of a [Member's] records by Us. 

MEDICAL NECESSITY 
[Members] will receive designated benefits under the Contract only when Medically Necessary and Appropriate. We [or the Care Manager] 
may Determine whether any benefit provided under the Contract was Medically Necessary and Appropriate, and in connection with [Network] 
benefits, We have the option to select the appropriate [Network] Hospital to render services if hospitalization is necessary. Decisions as to what 
is Medically Necessary and Appropriate are subject to review by [Our quality assessment committee or its physician designee]. We will not, 
however, seek reimbursement from an eligible [Member] for the cost of any covered benefit provided under the Contract that is later 
Determined to have been medically unnecessary and inappropriate, when such service is rendered by a Primary Care Physician or a Provider 
referred in writing by the Primary Care Physician without notifying the [Member] that such benefit would not be covered under this Contract. 

PROVIDER PAYMENT 
[[Different] providers in Our Network have agreed to be paid [in different ways by Us. A Member's Provider may be paid] [each time he or she 
treats the Member ("fee for service"][, or may be paid] [a set fee for each month for each Member whether or not the Member actually receives 
services ("capitation")][, or may receive] [a salary]. [These payment methods may include financial incentive agreements to pay some providers 
more ("bonuses") or less ("withholds") based on many factors: Member satisfaction. quality of care, and control of costs and use of services 
among them.] If a Member desires additional information about how Our Primary Care Physicians or any other Provider in Our Network are 
compensated, please call Us at [telephone numberJ or write [address]. 
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The laws of the state of New Jersey, at N.J.S.A. 45:9-22.4 et seq., mandate that a physician, chiropractor or podiatrist who is permitted to make 
Referrals to other health care Providers in which he or she. has a significant financial intere_st inform his or her patients of auy significant 
financial interest he or she may have in a health care Provider or Facility when making a Referral to that health care Provider or Facility. If a 
Member wants more information about this the [Member], the (Member] should contact his or her physician, chiropractor or podiatrist. If a 
Member believes he or she is not receiving the information to which the Member is entitled, contact the Division of Consumer Affairs in the 
New Jersey Department of Law and Public Safety at (973) 504-6200 OR (800) 242-5846.] 

APPEAL PROCEDURE 
NOTE TO CARRIERS: Insert Appeals Procedure text here. The Appeal Procedure text must satisfy the requirements of N.J.A.C. 8:38-8.5 et 
seq. The text must include specific information regarding the Stage I, Stage 2 and External Appeals process. 
In addition, Carriers are reminded that 29 CFR Part 2560 addresses claims procedures. It is expected that the text included in this Appeals 
Procedure section will include information the Carrier deems necessary to comply with the requirements of 29 CFR Part 2560. 

[CONTINUATION OF CARE 

We shall provide written notice to each [Member) at least 30 business days prior to the termination or withdrawal from Our Provider Network 
of a [Member's] PCP and any other Provider from which the [Member] is currently receiving a course of treatment, as reported to Us. The 30-
day prior notice may be waived in cases of immediate termination of a health care professional based on a breach of contract by the health care 
professional, a determination of fraud, or where Our medical director is of the opinion that the health care professional is an imminent danger to 
the patient or the public health, safety or welfare. 

We shall assure continued coverage of covered services at the contract rate by a terminated health care professional for up to four months in 
cases where it is Medically Necessary and Appropriate for the [Member] to continue treatment with the terminated health care professional. 

In case of pregnancy of a [Member], coverage of services for the terminated health care professional shall continue to the postpartum evaluation 
of the [Member], up to six weeks after the delivery. With respect to pregnancy, Medical Necessity and Appropriateness shall be deemed to have 
been demonstrated. 

For a [Member] who is receiving post-operative follow-up care, We shall continue to cover the services rendered by the health care professional 
for the duration of the treatment or for up to six months, whichever occurs first. 

For a [Member] who is receiving oncological treatment or psychiatric treatment, We shall continue to cover services rendered by the health care 
professional for the duration of the treatment or for up to 12 months, whichever occurs first. 

For a [Member] receiving the above services in an acute care Facility, We will continue to provide coverage for services rendered by the health 
care professional regardless of whether the acute care Facility is under contract or agreement with Us. 

Services shall be provided to the same extent as provided while the health care professional was employed by or under contact with Us. 
Reimbursement for services shall be pursuant to the same schedule used to reimburse the health care professional while the health care 
professional was employed by or under contract with Us. 

If a [Member] is admitted to a health care Facility on the date this Contract is terminated, We shall continue to provide benefits for the 
[Member] until the date the [Member] is discharged from the Facility or exhaustion of the (Member's] benefits under this Contract, whichever 
occurs first. 

We shall not continue services in those instance in which the health care professional has been terminated based upon the opinion of Our 
medical director that the health care professional is an imminent danger to a patient or to the public health, safety and welfare, a determination 
of fraud or a breach of contract by a health care professional. The Determination of the Medical Necessity and Appropriateness of a [Member's] 
continued treatment with a health care professional shall be subject to the appeal procedures set forth in this Contract. We shall not be liable for 
any inappropriate treatment provided to a [Member] by a health care professional who is no longer employed by or under contract with Us 

If We Refer a [Member] to a [Non-Network] provider, the service or supply shall be covered as a [Network) service or supply. We are fully 
responsible for payment to the health care professional and the [Member's] liability shall be limited to any applicable [Network] Copayment, or 
Coinsurance for the service or supply.] 

COVERED SERVICES AND SUPPLIES APPLICABLE TO [NETWORK] SERVICES AND SUPPLIES 

[Members] are entitled to receive the services and supplies in the following sections when Medically Necessary and Appropriate, subject to the 
payment by [Members] of applicable Copayments [Cash Deductible,) [or Coinsurance] as stated in the applicable Schedule and subject to the 
terms, conditions and limitations of this Contract. Read the entire Contract to determine what treatment, services and supplies are limited or 
excluded. 

Please read the COVERED SERVICES AND SUPPLIES section careji1/ly. 

[COVERAGE PROVISION 
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The Cash Deductible . , , 
Each Calendar Year, each Member must incur charges for Covered Services or Supplies that exceed the Cash Deductible before We provide 
coverage for Covered Services or Supplies to that person. The Cash Deductible is shown in the Schedule. The Cash Deductible cannot be met 
with Non-Covered Services or Supplies. Only charges for Covered Services or Supplies incurred by the Member while covered by this Contract 
can be used to meet this Cash Deductible. 

Once the Cash Deductible is met, We provide coverage for other Covered Services or Supplies above the Cash Deductible incurred by that 
Member, less any applicable Coinsurance or Copayments, for the rest of that Calendar Year. But all charges must be incurred while that 
Member is covered by this Contract. What We cover is based on all the tenns of this Contract.] 
[Family Deductible Limit 
This Policy has a family deductible limit of two Cash Deductibles for each Calendar Year. Once two Covered Persons in a family meet their 
individual Cash Deductibles in a Calendar Year, We provide coverage for Covered Services and Supplies for all Members who are part of the 
covered family, less any applicable Coinsurance or Copayments, for the rest of that Calendar Year. What We pay is based on all the terms of 
this Contract.] 

[Maximum Out of Pocket 
Maximum out of pocket means the annual maximum dollar amount that a Member must pay as Copayment, Deductible and Coinsurance for all 
Covered Services or Supplies in a Calendar Year. All amounts paid as Copayment, Deductible and Coinsurance shall count toward the 
Maximum Out of Pocket. Once the Maximum Out of Pocket has been reached, the Member has no further obligation to pay any amounts as 
Copayment, Deductible and Coinsurance for Covered Services or Supplies for the remainder of the Calendar Year.] 

[Once two Members in a family meet their individual Maximum Out of Pocket, no other Member in that family will be required to pay any 
amounts as Copayments, Deductible or Coinsurance for covered services and supplies for the remainder of the Calendar Year.] 

If This Plan Replaces Another Plan 
The Contractholder who purchased this Contract may have purchased it to replace a plan the Contractholder had with some other carrier. 

The Member may have incurred charges for covered services and supplies under the Contractholder' s old plan before it ended. If so, these 
charges will be used to meet this Contract's Cash Deductible if: 
a) the charges were incurred during the Calendar Year in which this Contract starts; 
b) this Contract would have provided coverage for the charges if this Contract had been in effect: 
c) the Member was covered by the old plan when it ended and enrolled in this Contract on its Effective Date; and 
d) this Contract takes effect immediately upon termination of the prior plan. 

Please note: Although Deductible credit is given, there is no credit for Coinsurance.] 

Note to carriers: The Coverage Provision section is only to be included in· plans where Network coverage is subject to deductible and 
coinsurance.] 

(a) OUTPATIENT SERVICES. The following services are covered only at the Primary Care Physician's office [or Health Center] selected 
by a [Member], or elsewhere upon prior Referral by a [Member's] Primary Care Physician [or Health Center] [or the Care Manager]. 

I) Office visits during office hours, and during non-office hours when Medically Necessary and Appropriate. 
2) Home visits by a [Member's] Primary Care Physician. 
3) Periodic health examinations to include: 

a) Well child care from birth including immunizations; 
b) Routine physical examinations, including eye examinations; 
c) Routine gynecological exams and related services; 
d) Routine ear and hearing examination; and 
e) Routine allergy injections and immunizations (but not if solely for the purpose of travel or as a requirement of a [Member's) 

employment). 
4) Diagnostic Services. 
S) Casts and dressings. 
6) Ambulance service when certified in writing as Medically Necessary and Appropriate by a [Member's] Primary Care Physician and Pre-

Approved by Us. 
7) Procedures and Prescription Drugs to enhance fertility, except where specifically excluded in this Contract. We cover charges for: 

artificial insemination; and standard dosages, lengths of treatment and cycles of therapy of Prescription Drugs. The Prescription Drugs 
noted in this section are subject to the terms and conditions of the Prescription Drugs section of this Contract. 

8) Prosthetic Devices when We arrange for them. We cover only the initial fitting and purchase of artificial limbs and eyes, and other 
prosthetic devices. And they must take the place of a natural part of a [Member's] body, or be needed due to a functional birth defect in a 
covered Dependent Child. We do not provide for replacements (unless Medically Necessary and Appropriate), repairs, or wigs. We do not 
cover dental prosthetics or devices other than as a replacement for natural teeth lost due to Injury, as stated in the Dental Care and 
Treatment provision of this Contract. 

9) Durable Medical Equipment when ordered by a [Member's I Primary Care Physician and arranged through Us. 
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10) [Subject to Our Pre-Approval, as applicable,] Prescription Drugs including contraceptives which require a Practitioner's prescription 
and insulin needles and insulin syringes and glucose test strips and lancets; and colostomy bags, belts, and irriga.tors when obtained 
through a [Network] Provider. 

[A prescription or refill will not include a prescription or refill that is more than: 
a) the greater of a 30 day supply or 100 unit doses for each prescription or refill; or 
b) the amount usually prescribed by the [Member's] [Network] Provider. 

A supply will be considered to be furnished at the time the Prescription Drug is received.] 
[We have identified certain Prescription Drugs for which Pre-Approval is required. We will provide the list of Prescription Drugs for which Pre-
Approval is required to each Employee. We will give at least 30 days advance written notice to the Employee before revising the list of 
Prescription Drugs to add a Prescription Drug to the list. 

[If a Member brings a prescription for a Prescription Drug for which We require Pre-Approval to a Pharmacy and Pre-Approval has not yet been 
secured, [the Member must contact Us to request Pre-Approval.] [the Pharmacy will contact the Practitioner lo request that the Practitioner 
contact Us to secure Pre-Approval.] The Pharmacy will dispense a 96-hour supply of the Prescription Drug. We will review the Pre-Approval 
request within the time period allowed by law. If We give Pre-Approval, We will notify the Pharmacy and the balance of the Prescription Drug 
will be dispensed with benefits for the Prescription Drug being paid subject to the terms of this Contract. If We do not give Pre-Approval, the 
Member may ask that the Pharmacy dispense the balance of the Prescription Drug, with the Member paying for the Prescription Drug. The 
Member may submit a claim for the Prescription Drug, subject to the terms of this Contract. The Member may appeal the decision by following 
the Appeals Procedure process set forth in this Contract. ] 

We cover Medically Necessary and Appropriate supplies which require a prescription, are prescribed by a Practitioner, and are essential to the 
administration of the prescription drug. 
11) Nutritional Counseling for the management of disease entities which have a specific diagnostic criteria that can be verified. The 

nutritional counseling must be prescribed by a [Member's] Primary Care Physician and Pre-Approved by Us. 
12) Dental x-rays when related to Covered Services. 
13) Oral Surgery in connection with bone fractures, removal of tumors and orthodontogenic cysts, and other surgical procedures, as We 

approve. 
14) Food and Food Products for Inherited Metabolic Diseases: We cover charges incurred for the therapeutic treatment of inherited 

metabolic diseases, including the purchase of medical foods (enteral formula) and low protein modified food products as determined to be 
medically necessary by a [Member's] Practitioner. 

For the purpose of this benefit: 
"inherited metabolic disease" means a disease caused by an inherited abnormality of body chemistry for which testing is mandated by law; 
"low protein modified food product" means a food product that is specially formulated to have less than one gram of protein per serving and is 
intended to be used under the direction of a Practitioner for the dietary treatment of an inherited metabolic disease, but does not include a 
natural food that is naturally low in protein; and 
"medical food" means a food that is intended for the dietary treatment of a disease or condition for which nutritional requirements are 
established by medical evaluation and is formulated to be consumed or administered enterally under the direction of a Practitioner. 
15) Specialized non-standard infant formulas are covered to the same extent and subject to the same terms and conditions as coverage is 

provided under this [Contract] for Prescription Drugs. We cover specialized non-standard infant formulas provided: 
a) The Child's Practitioner has diagnosed the Child as having multiple food protein intolerance and has determined the formula to be 

medically necessary; and 
b) The Child has not been responsive to trials of standard non-cow milk-based formulas, including soybean and goat milk. 

We may review continued Medical Necessity and Appropriateness of the specialized infant formula. 
16) Unless otherwise provided in the Charges for the Treatment of Hemophilia section below, Blood, blood products, blood transfusions 

and the cost of testing and processing blood. But We do not cover blood which has been donated or replaced on behalf of the Member. 
17} Charges for the Treatment of Hemophilia. The Providers in Our Network providing Medically Necessary and Appropriate home 

treatment services for bleeding episodes associated with hemophilia shall comply with standards adopted by the Department of Health and 
Senior Services in consultation with the Hemophilia Association of New Jersey. 

We will cover the services of a clinical laboratory at a Hospital with a state-designated outpatient regional care center regardless of whether the 
Hospital's clinical laboratory is a [Network] Provider if the Member's Practitioner determines that the Hospital's clinical laboratory is necessary 
because: a) the results of laboratory tests are medically necessary immediately or sooner than the normal return time for Our network clinical 
laboratory; orb) accurate test results need to be determined by closely supervised procedures in venipuncture and laboratory techniques in 
controlled environments that cannot be achieved by Our Network clinical laboratory. 

We will pay the Hospital's clinical laboratory for the laboratory services at the same rate We would pay a Network clinical laboratory for 
comparable services. 
18) Colorectal Cancer Screening. We provide coverage for colorectal cancer screening provided to a Member age 50 or over and to younger 

[Members] who are considered to be high risk for colorectal cancer. Coverage will be provided, subject to all the terms of this Contract, 
and the following limitations: 

Subject to the American Cancer Society guidelines, and medical necessity as determined by the [Member's] Practitioner in consultation with 
the [Member] regarding methods to use, We will cover: 
a) a screening fecal occult blood test: 
b) flexible sigmoidoscopy. 
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c) colonoscopy; 
d) barium ene(!Ja; 
e) any combination of the services listed in items a - d above; or 
f) the most reliable medically recognized screening test available. 

We will provide coverage for the above methods at the frequency recommended by the most recent published guidelines of the American 
Cancer Society and as determined to be medically necessary by the [Member's] practitioner in consultation with the [Member]. 

High risk for colorectal cancer means a [Member] has: 
a) A family history of: familial adenomatous polyposis, heriditary non-polyposis colon cancer; or breast, ovarian, endometrial or colon 

cancer or polyps; 
b) Chronic inflammatory bowel disease; or 
c) A background, ethnicity or lifestyle that the practitioner believes puts the person at elevated risk for colorectal cancer. 
19) Newborn Hearing Screening. We provide coverage up to a maximum of 28 days following the date of birth for screening for newborn 

hearing loss by appropriate electrophysiologic screening measures. In addition, We provide coverage between age 29 days and 36 months 
for the periodic monitoring of infants for delayed onset hearing loss. 

(b) SPECIALIST DOCTOR BENEFITS. Services are covered when rendered by a [Network] Specialist Doctor at the Practitioner's office[, 
or Health Center,] or any other [Network] Facility or a [Network] Hospital outpatient department during office or business hours upon 
prior Referral by a [Member's] Primary Care Physician. 

(c) INPATIBNT HOSPICE, HOSPITAL, REHABILITATION CENTER & SKILLED NURSING CENTER BENEFITS. Except as 
stated below, the following Services are covered when hospitalized by a [Network] Provider upon prior Referral from a [Member's] 
Primary Care Physician, only at [Network] Hospitals and [Network) Facilities (or at [Non-Network]Facilities subject to Our Pre-
Approval); however, [Network] Skilled Nursing Facility Services and Supplies are limited to those which constitute Skilled Nursing Care 
and Hospice services are subject to Our Pre-Approval. 

Exception: If a [Member] is admitted to a Network Facility by a Non-Network Provider, the Network Facility will nevertheless be paid 
Network benefits. 

I. Semi-private room and board accommodations 
Except as stated below, We provide coverage for Inpatient care for: 
a) a minimum of 72 hours following a modified radical mastectomy; and 
b) a minimum of 48 hours following a simple mastectomy. 
Exception: The minimum 72 or 48 hours, as appropriate, of Inpatient care will not be covered if the [Member], in consultation with the 
[Network] Provider, determine that a shorter length of stay is Medically Necessary and Appropriate. 
•As an exception to the Medically Necessary and Appropriate requirement of this Contract, We also provide coverage for the mother and newly 
born child for: 

a minimum of 48 hours of Inpatient care in a [Network] Hospital following a vaginal delivery; and 
a minimum of 96 hours of Inpatient care in a [Network] Hospital following a cesarean section. 

•We provide such coverage subject to the following: 
the attending Practitioner must detennine that Inpatient care is medically necessary; or 
the mother must request the Inpatient care. 

•[As an alternative to the minimum level of Inpatient care described above, the mother may elect to participate in a home care program provided 
by Us.] 

2. Private accommodations [will be provided only when approved in advance by Us]. If a [Member] occupies a private room without such 
approval [Member] shall be directly liable to the Hospice, Hospital, Rehabilitation Center or Skilled Nursing Facility for the difference 
between payment by Us to the Hospice, Hospital, Rehabilitation Center or Skilled Nursing Facility of the per diem or other agreed upon 
rate for semi-private accommodation established between Us and the [Network) Hospice, [Network) Hospital, [Network] Rehabilitation 
Center or [Network] Skilled Nursing Center and the private room rate. 

3. General nursing care 
4. Use of intensive or special care facilities 
5. X-ray examinations including CAT scans but not dental x-rays 
6. Use of operating room and related facilities 
7. Magnetic resonance imaging "MRI" 
8. Drugs, medications, biologicals 
9. Cardiography/Encephalography 

IO. Laboratory testing and services 
I I. Pre- and post-operative care 
12. Special tests 
13. Nuclear medicine 
14. Therapy Services 
15. Oxygen and oxygen therapy 
16. Anesthesia and anesthesia services 
17. Blood, blood products and blood processing 
18. Intravenous injections and solutions 
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Surgical, medical and obstetrical services; We also cover reconstructive breast Surgery, Surgery to restore and achieve symmetry between the 
two breasts ~d the cost of prostheses followjng a mastectomy on one breaslor both breasts. We also cover Jreatment of the physical 
complications of mastectomy, including lymphedemas. 
19. The following transplants: Cornea, Kidney, Lung, Liver, Heart Pancreas and Intestines. 
20. Allogeneic bone marrow transplants. 
[23. Autologous bone marrow transplants and associated dose intensive chemotherapy: only for treatment of Leukemia, Lymphoma, 

Neuroblastoma, Aplastic Anemia, Genetic Disorders (SCIO and WISCOT Alldrich) and Breast Cancer, when Pre-Approved by Us, if the 
[Member] is participating in a National Cancer Institute sponsored clinical trial.] 

[23. Autologous Bone Marrow Transplant and Associated Dose-Intensive Chemotherapy, but only if performed by institutions approved by the 
National Cancer Institute, or pursuant to protocols consistent with the guidelines of the American Society of Clinical Oncologists; 

21. Peripheral Blood Stem Cell Transplants, but only if performed by institutions approved by the National Cancer Institute, or pursuant to 
protocols consistent with the guidelines of the American Society of Clinical Oncologists.] 

24. Donor's costs associated with transplants if the donor does not have health coverage that would cover the medical costs associated with his 
or her role as a donor. We do not cover costs for travel, accommodations, or comfort items. 

(d) BENEFITS FOR SUBSTANCE ABUSE AND NON-BIOLOGICALLY-BASED MENTAL ILLNESSES. The following Services are 
covered when rendered by a [Network] Provider at Provider's office or at a [Network] Substance Abuse Center [or Health Center] [upon 
prior Referral by a (Member's] Primary Care Physician] [or the Care Manager]. This section does not address coverage for a Biologically-
based Mental Illness. 

l. Outpatient. [Members] are entitled to receive up to twenty (20) outpatient visits per Calendar Year. Benefits include diagnosis, medical, 
psychiatric and psychological treatment and medical Referral services by a [Member's] Primary Care Physician [or the Care Manager] for 
the abuse of or addiction to drugs and Non-Biologically-based Mental Illnesses. Payment for non-medical ancillary services (such as 
vocational rehabilitation or employment counseling) is not provided, but information regarding appropriate agencies will be provided if 
available. [Members] are additionally eligible, upon Referral by a [Member's] Primary Care Physician, for up to sixty (60) more outpatient 
visits by exchanging one or more of the inpatient hospital days described in paragraph 2 below where each exchanged inpatient day 
provides two outpatient visits. 

2. Inpatient Hospital Care. [Members] are entitled to receive up to thirty (30) days of inpatient care benefits for detoxification, medical 
treatment for medical conditions resulting from the Substance Abuse, Referral services for Substance Abuse, and Non-Biologically-based 
Mental lllnesses. The following services shall be covered under inpatient treatment: (I) lodging and dietary services; (2) physician, 
psychologist, nurse, certified addictions counselor and trained staff services; (3) diagnostic x-ray; (4) psychiatric, psychological and 
medical laboratory testing; (5) drugs, medicines, equipment use and supplies. 

3. Chemical Dependency Admissions. Repeated detoxification treatment for chronic Substance Abuse will not be covered unless in Our 
sole Discretion it is Determined that [Members] have been cooperative with an on-going treatment plan developed by a [Network] 
Provider. Failure to comply with treatment shall constitute cause for non-coverage of Substance Abuse services. Court-ordered chemical 
dependency admissions are not covered unless Medically Necessary and Appropriate, and only to the extent of the covered benefit as 
defined above. 

NOTE: ANY SUBSTANCE ABUSE AND NON-BIOLOGICALLY-BASED MENTAL ILLNESSES BENEFITS A [MEMBER] 
RECEIVES AS [NON-NETWORK] BENEFITS WILL REDUCE THE BENEFITS AVAILABLE AS [NETWORK] NON-
BIOLOGICALLY-BASED MENTAL ILLNESSES AND SUBSTANCE ABUSE SERVICES AND SUPPLIES. 

(e) BENEFITS FOR BIOLOGICALLY-BASED MENTAL ILLNESS OR ALCOHOL ABUSE. We cover treatment of a Biologically-
based Mental Illness or Alcohol Abuse the same way We would for any other Illness, if such treatment is prescribed by a (Network) 
Provider upon prior written Referral by a [Member]'s Primary Care Physician [or the Care Manager]. We do not pay for Custodial care, 
education or training. 

(f) EMERGENCY CARE BENEFITS · WITHIN AND OUTSIDE OUR SERVICE AREA. The following services are covered without 
prior Referral by a [Member's] Primary Care Physician in the event of an Emergency as Determined by Us. 

I. A [Member's] Primary Care Physician is required to provide or arrange for on-call coverage twenty-four (24) hours a day, seven (7) days a 
week. Unless a delay would be detrimental to a [Member's] health, [Member] shall call a [Member's] Primary Care Physician (or Health 
Center)(or Us] [or the Care Manager] prior to seeking Emergency treatment. 

II. We will cover the cost of services and supplies in connection with an Emergency provided within or outside our service area without a . 
prior Referral only if: 

A. Our review Determines that a [Member's] symptoms were severe and delay of treatment would have been detrimental to a [Member's] 
health, the symptoms occurred suddenly, and [Member] sought immediate medical attention. 

B. The service rendered is provided as a Covered Service or Supply under this Contract and is not a service or supply which is normally 
treated on a non-Emergency basis; and 

C. We and a (Member's] Primary Care Physician are notified within 48 hours of the Emergency service and/or admission and We are 
furnished with written proof of the occurrence, nature and extent of the Emergency services within 30 days. [Member) shall be responsible 
for payment for services received unless We [or the Care Manager} Determine that a [Member's] failure to do so was reasonable under the 
circumstances. In no event shall reimbursement be made until We receive proper written proof. 

111. In the event a [Member] is hospitalized in a !Non-Network! Facility, [Network] coverage will only be provided until [Members] are 
medically able to travel or to be transported to a [Network] Facility. If [Members) elect to continue treatment with [Non-Network] 
Providers, We shall have no responsibility to continue to provide coverage on a [Network] basis for services and supplies beyond the date 
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[Members] are Determined to be medically able to be transported. The [Member] may be eligible for [Non-Network] benefits, subject to 
the te{IJls and conditions of this Contract. 

In the event that transportation is Medically Necessary and Appropriate, We will cover the Reasonable and Customary cost. Reimbursement 
may be subject to payment by [Members] of all Copayments which would have been required had similar benefits been provided upon prior 
Referral to a [Network] Provider. 

4) Coverage for Emergency services includes only such treatment necessary to treat the Emergency. Any elective procedures performed after 
a [Member] has been admitted to a Facility as the result of an Emergency shall require prior Referral or the [Member] shall be responsible 
for payment. 

5) The Copayment for an emergency room visit will be credited toward the Hospital Inpatient Copayment if a [Member] is admitted as an 
Inpatient to the Hospital as a result of the Emergency. 

6) Coverage for Emergency and Urgent Care include coverage of trauma services at any designated level I or II trauma center as Medically 
Necessary and Appropriate, which shall be continued at least until, in the judgement of the attending physician, the Member is medically 
stable, no longer requires critical care, and can be safely transferred to another Facility. We also provides coverage for a medical screening 
examination provided upon a Member's arrival in a Hospital, as required to be performed by the Hospital in accordance with Federal law, 
but only as necessary to determine whether an Emergency medical condition exists .. [Please note that the "911" Emergency response 
system may be used whenever a Covered person has a potentially life-threatening condition. Information on the use of the ''911" system is 
included on the identification card.J 

(g) THERAPY SERVICES. The following Services are covered when rendered by a [Network) Practitioner upon prior Referral by a 
[Member's] Primary Care Physician [or the Care Manager]. Subject to the stated limits, We cover the Therapy Services listed below. We 
cover other types of Therapy Services provided they are performed by a licensed Provider, are Medically Necessary and Appropriate and 
are not Experimental or lnvestigational. 

a. Chelation Therapy - means the administration of drugs or chemicals to remove toxic concentrations of metals from the body. 
b. Chemotherapy - the treatment of malignant disease by chemical or biological antineoplastic agents. 
c. Dialysis Treatment - the treatment of an acute renal failure or a chronic irreversible renal insufficiency by removing waste products from 

the body. This includes hemodialysis and peritoneal dialysis. 
d. Radiation Therapy - the treatment of disease by x-ray, radium, cobalt, or high energy particle sources. Radiation therapy includes rental or 

cost of radioactive materials. Diagnostic Services requiring the use of radioactive materials are not radiation therapy. 
e. Respiration Iherapy - the introduction of dry or moist gases into the lungs. 
f. Cogni1ive Rehabilitation Therapy - the retraining of the brain to perform intellectual skills which it was able to perform prior to disease, 

trauma, Surgery, or previous therapeutic process; or the training of the brain to perform intellectual skills it should have been able to 
perform if there were not a congenital anomaly. 

g. Speech Therapy -except as stated below, treatment for the correction of a speech impairment resulting from Illness, Surgery, Injury, 
congenital anomaly, or previous therapeutic processes. Exception: For a [Covered Person] who has been diagnosed with a biologically-
based mental illness, speech therapy means treatment of a speech impairment. 

Coverage for Cognitive Rehabilitation Therapy and Speech Therapy, combined, is limited to 30 visits per Calendar Year. 

h. Occupational Therapy - except as stated below, treatment to restore a physically disabled person's ability to perform the ordinary tasks of 
daily living. Exception: For a [Covered Person] who has been diagnosed with a biologically-based mental illness, occupational therapy 
means treatment to develop a [Covered Person's] ability to perform the ordinary tasks of daily living .. 

i. Physical Therapy - except as stated below, the treatment by physical means to relieve pain, restore maximum function, and prevent 
disability following disease, Injury or loss of limb. Exception: For a [Covered Person] who has been diagnosed with a biologically-based 
mental illness, physical therapy means treatment to develop a [Covered Person's) physical function. 

Coverage for Occupational Therapy and Physical Therapy, combined. is limited to 30 visits per Calendar Year. 

j. Infusion Therapy - the administration of antibiotic, nutrients, or other therapeutic agents by direct infusion. 

Note: The limitations on Therapy Services contained in this Therapy Services provision do not apply to any Therapy Services that are received 
under the Horne Health Care provision. 

NOTE: ANY THERAPY BENEFITS A [MEMBER) RECEIVES AS A [NON-NETWORK] COVERED CHARGE WILL REDUCE 
THE SERVICES AND SUPPLIES AVAILABLE AS [NETWORK] THERAPY SERVICES AND SUPPLIES. 

(h) HOME HEALTH CARE. The Following Services are covered upon prior written referral from a [Member]'s Primary Care Physician. 
When home health care can take the place of Inpatient care, We cover such care furnished to a [Member] under a written home health care 
plan. We cover all Medically Necessary and Appropriate services or supplies, such as: 

l) Routine Nursing Care furnished by or under the supervision of a registered Nurse; 
2) physical therapy; 
3) occupational therapy: 
4) medical social work: 
S) nutrition services; 

21-395 Supp. 9-20-04 



11:21 App. EXH. HH DEPT. OF INSURANCE 

6) speech therapy; 
7) ho@e health aide services; 
8) medical appliances and equipment, drugs and medications, laboratory services and special meals to the extent such items and services 

would have been covered under this Contract if the [Member) had been in a Hospital; and 
9) any Diagnostic or therapeutic service, including surgical services performed in a Hospital Outpatient department. a Practitioner's office or 

any other licensed health care Facility, provided such service would have been covered under the Contract if performed as Inpatient 
Hospital services. 

Payment is subject to all of the terms of this Contract and to the following conditions: 

a. The [Member's] Practitioner must certify that home health care is needed in place of Inpatient care in a recognized Facility. Home health 
care is covered only in situations where continuing hospitalization or confinement in a Skilled Nursing Facility or Rehabilitation Center 
would otherwise have been required if home health care were not provided. 

b. The services and supplies must be: 
I. ordered by the [Member's] Practitioner; 
2. included in the home health care plan: and 
3. furnished by, or coordinated by, a Home Health Agency according to the written home health care plan. 
The services and supplies must be furnished by recognized health care professionals on a part-time or intermittent basis, except when full-time 
or 24 hour service is needed on a short-term (no more than three-day) basis. 
c. The home health care plan must be set up in writing by the [Member's] Practitioner within 14 days after home health care starts. And it 

must be reviewed by the [Member's) Practitioner at least once every 60 days. 
e. We do not pay for: 
I. services furnished to family members, other than the patient; or 
2. services and supplies not included in the home health care plan. 

Any visit by a member of a home health care team on any day shall be considered as one home health care visit. 

(i) Hospice Care if [Members) are terminally Ill or terminally Injured with life expectancy of six months or less, as certified by the 
[Member's) Primary Care Physician. Services may include home and hospital visits by nurses and social workers; pain management and 
symptom control; instruction and supervision of family members, inpatient care; counseling and emotional support; and other home health 
care benefits listed above. 

(j) DENTAL CARE AND TREATMENT. The following services are covered when rendered by a [Network] Practitioner upon prior 
Referral by a [Member's] Primary Care Physician. We cover: 

I) the diagnosis and treatment of oral tumors and cysts; and 
2) the surgical removal of bony impacted teeth. 

We also cover treatment of an Injury to natural teeth or the jaw, but only if: 
I) the Injury occurs while the [Member] is covered under any health benefit plan; 
2) the Injury was not caused, directly or indirectly by biting or chewing; and 
3) all treatment is finished within 6 months of the date of the Injury. 
Treatment includes replacing natural teeth lost due to such Injury. But in no event do We cover orthodontic treatment. 

For a [Member] who is severely disabled or who is a Child under age 6, We cover: 
a) general anesthesia and Hospitalization for dental services; and 
b) dental services rendered by a dentist regardless of where the dental services are provided for a medical condition covered by this Contract 

which requires Hospitalization or general anesthesia. 

(k) TREATMENT FOR TEMPOROMANDIBULAR JOINT DISORDER (TMJ). The following services are covered when rendered by a 
[Network] Practitioner upon prior Referral by a [Member's] Primary Care Physician. We cover services and supplies for the Medically 
Necessary and Appropriate surgical and non-surgical treatment of TMJ in a [Member]. However, We do not cover any services or supplies 
for orthodontia, crowns or bridgework. 

(I) THERAPEUTIC MANIPULATION. The following services are covered when rendered by a [Network] Practitioner upon prior Referral 
by a [Member's] Primary Care Physician [or the Care Manager]. We limit what We cover for therapeutic manipulation to 30 visits per 
Calendar Year. And We cover no more than two modalities per visit. Services and supplies beyond 30 visits are not covered. 

NOTE: ANY THERAPEUTIC MANIPULATION BENEPITS [MEMBER] RECEIVES AS [NON-NETWORK] COVERED 
CHARGES WILL REDUCE THE SERVICES AND SUPPLIES AVAILABLE AS [NETWORK] THERAPEUTIC MANIPULATION 
SERVICES AND SUPPLIES. 

[(m) Cancer Clinical Trial. We cover practitioner fees. laboratory expenses and expenses associated with Hospitalization, administering of 
treatment and evaluation of the Member during the course of treatment or a condition associated with a complication of the underlying 
disease or treatment. with are consistent with usual and customary patterns and standards of care incurred whenever a Member receives 
medical care associated with an Approved Cancer Clinical Trial. We will cover charges for such items and services only if they would be 
covered for care and treatment in a situation other than an Approved Cancer Clinical Trial. 
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We _po not cover the cost of investigational drugs or devices themselws, the cost of any non-health se.rvices that might be required for -11 
Member to receive the treatment or intervention, or the costs of managing the research, or any costs which would not be covered under this 
Contract for treatments that are not Experimental or lnvestigational.] 

[NON-NETWORK] BENEFIT PROVISION APPLICABLE TO [NON-NETWORK] BENEFITS 

The Cash Deductible 
Each Calendar Year, each [Member] must have Covered Charges that exceed the Cash Deductible before We pay any [Non-Network] benefits 
to that person. The Cash Deductible is shown in the Schedule. The Cash Deductible cannot be met with Copayments, or with Non-Covered 
Services and Supplies and Non-Covered Charges. Only Covered Charges incurred by the [Member] while covered by this Contract can be used 
to meet this Cash Deductible. 

Once the Cash Deductible is met, We pay benefits for other Covered Charges above the Cash Deductible incurred by that [Member], less any 
applicable Coinsurance or Copayments, for the rest of that Calendar Year. But all charges must be incurred while that [Member] is covered by 
this Contract. And what We pay is based on all the terms of this Contract. 

The Contractholder who purchased this Contract may have purchased it to replace a plan the Contractholder had with some other carrier. 

The [Member] may have incurred charges for covered expenses under the Contractholder' s old plan before it ended. If so, these charges will be 
used to meet this Contract's Cash Deductible if: 
a) the charges were incurred and applied toward the satisfaction of the Cash Deductible under the Contractholder' s old plan during the 

Calendar Year in which this Contract starts; 
b) the charges would have been considered Covered Charges under this Contract if this Contract had been in effect: 
c) the [Member] was covered by the old plan when it ended and enrolled in this Contract on its Effective Date; and 
d) this Contract takes effect immediately upon termination of the prior plan. 

[Family Deductible Limit 
This Contract has a family deductible limit of two Cash Deductibles for each Calendar Year. Once two [Members] in a family meet their 
individual Cash Deductibles in a Calendar Year, We pay benefits for other Covered Charges incurred by any member of the covered family, 
less any applicable Coinsurance or Copayments, for the rest of that Calendar Year. What We pay is based on all the terms of this Contract.) 

[Per Covered Family 

The Per Covered Family Calendar Year Cash Deductible is shown in the Schedule. Once three or more [Members] in a family have incurred a 
combined total of Covered Charges toward their Per Person Cash Deductible equal to the per Covered Family Cash Deductible, each [Member) 
in that family will be considered to have met his or her Per Person Cash Deductible for the rest of that Calendar Year. The Charges that each 
[Member] in a family may use toward the Per Covered Family Cash Deductible may not exceed the amount of the Per Person Cash Deductible.] 

[Non-Network Maximum Out of Pocket 
Non-Network Maximum Out of Pocket means the annual maximum dollar amount that a Covered Person must pay as Copayment, Deductible 
and Coinsurance for all Non-Network covered services and supplies in a Calendar Year. All amounts paid as Copayment, Deductible and 
Coinsurance shall count toward the Non-Network Maximum Out of Pocket. Once the Non-Network Maximum Out of Pocket has been reached, 
the Covered Person has no further obligation to pay any amounts as Copayment, Deductible and Coinsurance for Non-Network covered 
services and supplies for the remainder of the Calendar Year. 

[Once two Covered Persons in a family meet their individual Maximum Out of Pocket, no other Covered Person in that family will be required 
to pay any amounts as Copayments, Deductible or Coinsurance for covered services and supplies for the remainder of the Calendar Year.] 

[Once any combination of Covered Persons in a family meet an amount equal to [three] times the individual Maximum Out of Pocket, no 
Covered Person in that family will be required to pay any amounts as Copayments, Deductible or Coinsurance for covered services and supplies 
for the remainder of the Calendar Year.11 

[Note to Carriers: Use these paragraphs if the Maximum Out of Pocket is separate for Network and Non-Network] 

[Network Maximum Out of Pocket 
Network Maximum Out of Pocket means the annual maximum dollar amount that a Covered Person must pay as Copayment, Deductible and 
Coinsurance for all Network and Non-Network covered services and supplies in a Calendar Year. All amounts paid as Copayment, Deductible 
and Coinsurance shall count toward the Network Maximum Out of Pocket. Once the Network Maximum Out of Pocket has been reached, the 
Covered Person has no further obligation to pay any amounts as Copayment, Deductible and Coinsurance for Network or Non-Network 
covered services and supplies for the remainder of the Calendar Year. 

[Once two Covered Persons in a family meet their individual Maximum Out of Pocket, no other Covered Person in that family will be required 
to pay any amounts as Copayments. Deductible or Coinsurance for covered services and supplies for the remainder of the Calendar Year.]l 

[Note to Carriers: Use this text if the Maximum Out of Pocket is common to both Network and Non-Network services and supplies.] 
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COVERED CHARGES APPLICABLE TO {NON-NETWORK] BEN,EFITS 

This section lists the types of charges We will consider as Covered Charges and the limits which apply to such Covered Charges. But what We 
will pay is subject to all the terms of this Contract. Read the entire Contract to find out what We limit or exclude. 

Note: Our payments will be reduced if a [Member] does not comply with the Utilization Review and Pre-Approval requirements 
contained in this Contract. 

Hospital Charges 
We cover charges for Hospital room and board and Routine Nursing Care when it is provided to [Member] by a Hospital on an Inpatient basis. 
But We limit what We pay each day to the room and board limit shown in the Schedule. And We cover other Medically Necessary and 
Appropriate Hospital services and supplies provided to a [Member] during the Inpatient confinement. If a [Member) is admitted to a Network 
Facility by a Non-Network Provider, the Network Facility will nevertheless be paid Network benefits. 

Except as stated below, We provide coverage for Inpatient care for: 
a) a minimum of 72 hours following a modified radical mastectomy; and 
b) a minimum of 48 hours following a simple mastectomy. 
Exception: The minimum 72 or 48 hours, as appropriate, of Inpatient care will not be covered if the [Member], in consultation with the 
Provider, determine that a shorter length of stay is medically necessary and appropriate. 

As an exception to the Medically Necessary and Appropriate requirement of this Contract, We also provide coverage for the mother and newly 
born child for: 
a) a minimum of 48 hours of Inpatient care in a Hospital following a vaginal delivery; and 
b) a minimum of 96 hours of Inpatient Hospital care following a cesarean section. 

We provide such coverage subject to the following: 
a) the attending Practitioner must determine that Inpatient care is medically necessary; or 
b) the mother must request the Inpatient care. 
[As an alternative to the minimum level of inpatient care described above, the mother may elect to participate in a home care program provided 
by Us.] 

If a [Member] incurs charges as an Inpatient in a Special Care Unit, We cover the charges up to the daily room and board limit for a Special 
Care Unit shown in the Schedule. 

We will also cover Outpatient Hospital services, including services provided by a Hospital Outpatient clinic. And We cover emergency room 
treatment, subject to this Contract's Emergency Room Copayment Requirement section. 

Any charges in excess of the Hospital semi-private daily room and board limit are not covered. This Contract's utilization review features have 
penalties for non-compliance that may reduce what We pay for Hospital charges. 

We limit what We pay for the treatment of Non-Biologically-based Mental Illnesses and Substance Abuse. See the Charges Covered with 
Special Limitations section of this Contract. 

Emergency Room Copayment Requirement 
Each time a [Member] uses the services of a Hospital emergency room, he or she must pay a [$50.00] Copayment, in addition to the Cash 
Deductible, any other Copayments, and Coinsurance, if he or she is not admitted within 24 hours. 

Emergency and Urgent Care Services 
Coverage for Emergency and Urgent Care include coverage of trauma services at any designated level I or II trauma center as Medically 
Necessary and Appropriate, which shall be continued at least until, in the judgement of the attending physician, the Covered Person is 
medically stable, no longer requires critical care, and can be safely transferred to another Facility. [Carrier] also provides coverage for a medical 
screening examination provided upon a Covered Person's arrival in a Hospital, as required to be performed by the Hospital in accordance with 
Federal law, but only as necessary to determine whether an emergency medical condition exists. [Please note that the "911" emergency 
response system may be used whenever a Covered person has a potentially life-threatening condition. Information on the use of the "9 I I" 
system is included in the identification card.) 

Pre-Admission Testing Charges 
We cover pre-admission x-ray and laboratory tests needed for a planned Hospital admission or Surgery. We only cover these tests if, the tests 
are done on an Outpatient basis within seven days of the planned admission or Surgery. 

However, We will not cover tests that are repeated after admission or before Surgery, unless the admission or Surgery is deferred solely due to a 
change in the [Member's) health. 

Extended Care or Rehabilitation Charges 

Supp. 9-20-04 21-398 



SMALL EMPLOYER HEALTH BENEFITS PROGRAM 11:21 App. EXH. HH 

Subject to Our Pre-Approval We cover charges up to the daily room and board limit for room and board and Routine Nursing Care shown in 
the Schedule, provided to a [Member] on an Inpatient basis in an Extended Care Center or Rehabilitation Center. Charges above the daiJy room 
and board limit are not covered. 

And We cover all other Medically Necessary and Appropriate services and supplies provided to a [Member] during the confinement. But the 
confinement must: 
a) start within 14 days of a Hospital stay; and 
b) be due to the same or a related condition that necessitated the Hospital stay. 

Coverage for Extended Care and Rehabilitation, combined, is limited to the first 120 days of confinement in each Calendar Year. Charges for 
any additional days are not covered. 

But We limit what We will pay for the treatment of Non-Biologically-based Mental Illnesses and Substance Abuse. See the Charges Covered 
With Special Limitations section of this Contract. 

We will reduce benefits by 50% with respect to charges for treatment, services and supplies for Extended Care or Rehabilitation which 
are not Pre-Approved by Us provided that benefits would otherwise be payable under this Contract. 

ANY EXTENDED CARE OR REHABILITATION SERVICES OR SUPPLIES A [MEMBER] RECEIVES AS A [NETWORK] 
SERVICE OR SUPPLY WILL REDUCE THE EXTENDED CARE OR REHABILITATION BENEFIT AVAILABLE AS A [NON-
NETWORK] COVERED CHARGE. 

Home Health Care Charges: 
Subject to Our Pre-Approval, when home health care can take the place of Inpatient care, We cover such care furnished to a [Member} under a 
written home health care plan. We cover all Medically Necessary and Appropriate services or supplies, such as: 
a) Routine Nursing care furnished by or under the supervision of a registered Nurse; 
b) physical therapy; 
c) occupational therapy; 
d) medical social work; 
e) nutrition services; 
I) speech therapy; 
g) home health aide services; 
h) medical appliances and equipment- drugs and medications, laboratory services and special meals to the extent such items and services 

would have been covered under this Policy if the Covered Person had been in a Hospital; and 
i) any Diagnostic or therapeutic service, including surgical services performed in a Hospital Outpatient department, a Practitioner's office or 

any other licensed health care Facility, provided such service would have been covered under the Contract if performed as Inpatient 
Hospital services. 

Payment is subject to all of the terms of this Contract and to the following conditions: 

a) The [Member's] Practitioner must certify that home health care is needed in place of Inpatient care in a recognized Facility .. Home health 
care is covered only in situations where continuing hospitalization or confinement in a Skilled Nursing Facility or Rehabilitation Center 
would otherwise have been required if Home Health Care were not provided. 

b) The services and supplies must be: 
I. ordered by the [Member's) Practitioner; 
2. included in the home health care plan: and 
3. furnished by, or coordinated by, a Home Health Agency according to the written home health care plan. 

The services and supplies must be furnished by recognized health care professionals on a part-time or intermittent basis, except when full-time 
or 24 hour service is needed on a short-term (no more than three-day) basis. 
The home health care plan must be set up in writing by the [Member's) Practitioner within 14 days after home health care starts. And it must be 
reviewed by the [Member's] Practitioner at least once every 60 days. 
We do not pay for: 
A. services furnished to family members, other than the patient; or 
B. services and supplies not included in the home health care plan. 

Any visit by a member of a home health care team on any day shall be considered as one home health care visit. 

We will reduce benefits by 50% with respect to charges for treatment, services and supplies for Home Health Care which are not Pre-
Approved by Us provided that benefits would otherwise be payable under this Contract. 

Practitioner's Charges for Non-Surgical Care and Treatment 
We cover Practitioner's charges for the Medically Necessary and Appropriate non-surgical care and treatment of an Jllness or Injury. But We 
limit what We will pay for the treatment of Non-Biologically-based Mental Illnesses and Substance Abuse. See the Charges Covered With 
Special Limitations section of this Contract. 

Practitioner's Charges for Surgery 
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We cover Practitioner's charges for Medically Necessary and Appropriate Surgery. 
' ' ' 

[Carrier] does not pay for Cosmetic Surgery unless it is required as a result of an Illness or Injury or to correct a functional defect resulting from 
a congenital abnonnality or developmental anomaly. 

[Carrier] covers reconstructive breast Surgery, Surgery to restore and achieve symmetry between the two breasts and the cost of prostheses 
following a mastectomy on one breast or both breasts. We also cover treatment of the physical complications of mastectomy, including 
lymphedemas. 

Second Opinion Charges 
We cover Practitioner's charges for a second opinion and charges for related x-rays and tests when a (Member] is advised to have Surgery or 
enter a Hospital. If the second opinion differs from the first, We cover charges for a third opinion. We cover such charges if the Practitioners 
who give the opinions: 
a) are board certified and qualified, by reason of their specialty, to give an opinion on the proposed Surgery or Hospital admission; 
b) are not business associates of the Practitioner who recommended the Surgery; and 
c) in the case of a second surgical opinion, they do not perfonn the Surgery if it is needed. 

Dialysis Center Charges 
We cover charges made by a dialysis center for covered dialysis services. 

Ambulatory Surgical Center Charges 
We cover charges made by an Ambulatory Surgical Center in connection with covered Surgery. 

Hospice Care Charges 
Subject to Our Pre-Approval, We cover charges made by a Hospice for palliative and supportive care furnished to a terminally Ill or terminally 
Injured [Member] under a Hospice care program. 

a) "Palliative and supportive care" means care and support aimed mainly at lessening or controlling pain or symptoms; it makes no attempt to 
cure the [Member's] tenninal Illness or terminal Injury. 

b) "Tenninally Ill" or "terminally Injured" means that the [Member's] Practitioner has certified in writing that the [Member's] life expectancy 
is six months or less. 

Hospice care must be furnished according to a written "hospice care program". A "hospice care program" is a coordinated program with an 
interdisciplinary team for meeting the special needs of the terminally Ill or terminally Injured [Member]. It must be set up and reviewed 
periodically by the [Member's] Practitioner. 

Under a Hospice care program. subject to all the tenns of this Contract, We cover any services and supplies including Prescription Drugs, to the 
extent they are otherwise covered by this Contract. Services and supplies may be furnished on an Inpatient or Outpatient basis. 

The services and supplies must be: 
a) needed for palliative and supportive care; 
b) ordered by the [Member's] Practitioner; 
c) included in the Hospice care program; and 
d) furnished by, or coordinated by a Hospice. 

We do not pay for. 
a) services and supplies provided by volunteers or others who do not regularly charge for their services; 
b) funeral services and arrangements; 
c) legal or financial counseling or services; or 
d) treatment not included in the Hospice care plan. 

We will reduce benefits by 50% with respect to charges for treatment, services and supplies for Hospice Care which are not Pre-
Approved by Us provided that benefits would otherwise be payable under this Contract. 

Alcohol Abuse 
We pay benefits for the Covered Charges a [Member] incurs for the treatment of Alcohol Abuse the same way We would for any other Illness, 
if such treatment is prescribed by a Practitioner. But We do not pay for Custodial Care, education, or training. 

Treatment may be furnished by: 
a) a Hospital 
b) a detoxification Facility licensed under New Jersey P.L. 1975, Chapter 305; or 
c) a licensed, certified or state approved residential treatment Facility under a program which meets the minimum standards of care of the 

Joint Commission. 

Treatment for Biologically-based Mental Illness 
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We pay benefits for the Covered Charges a [Member) incurs for the treatment of Biologically-based Mental Illness the same way We would for 
any other Illness, if such treatment is prescribed by a Practiti_oner. We do not pay for Custodial Care, education, or training. 

Pregnancy 
This Contract pays for pregnancies the same way We would cover an Illness. The charges We cover for a newborn child are explained [on the 
next page.] 

Birthing Center Charges 
We cover Birthing Center charges made by a Practitioner for pre-natal care, delivery, and postpartum care in connection with a [Member's] 
pregnancy. We cover charges up to the daily room and board limit for room and board shown in the Schedule when Inpatient care is provided 
to a [Member] by a Birthing Center. But charges above the daily room and board limit are not covered. 
We cover all other Medically Necessary and Appropriate services and supplies during the confinement. 

Benefits for a Covered Newborn Child 
We cover charges for the child's routine nursery care while he or she is in the Hospital or a Birthing Center. Charges are covered up to a 
maximum of 7 days following the date of birth. This includes: 
a) nursery charges; 
b) charges for routine Practitioner's examinations and tests; and 
c) charges for routine procedures, like circumcision. 

Subject to all of the terms of this Contract, We cover the care and treatment of a covered newborn child if he or she is Ill, Injured, premature, or 
born with a congenital birth defect. 

ANY NEWBORN CHILD SERVICES OR SUPPLIES A [MEMBER] RECEIVES AS A [NETWORK] SERVICE OR SUPPLY WILL 
REDUCE THE NEWBORN CHILD BENEFIT AVAILABLE AS A [NON-NETWORK] COVERED CHARGE. 

Anesthetics and Other Services and Supplies 
We cover anesthetics and their administration; hemodialysis, casts; splints; and surgical dressings. We cover the initial fitting and purchase of 
braces, trusses, orthopedic footwear and crutches. We cover Medically Necessary and Appropriate replacements or repairs for braces, trusses, 
orthopedic footwear and crutches. 

Blood 
Unless otherwise provided in the Charges for the Treatment of Hemophilia section below, We cover blood, blood products, blood 
transfusions and the cost of testing and processing blood. But We do not pay for blood which has been donated or replaced on behalf of the 
[Member]. 

Charges for the Treatment of Hemophilia 
We cover Medically Necessary and Appropriate home treatment services for bleeding episodes associated with hemophilia including the 
purchase of blood products and blood infusion equipment. 

We will cover the services of a clinical laboratory at a Hospital with a state-designated outpatient regional care center regardless of whether the 
Hospital's clinical laboratory is a Network Provider if the Member's Practitioner determines that the Hospital's clinical laboratory is necessary 
because: a) the results of laboratory tests are medically necessary immediately or sooner than the normal return time for Our network clinical 
laboratory; or b) accurate test results need to be determined by closely supervised procedures in venipuncture and laboratory techniques in 
controlled environments that cannot be achieved by Our network clinical laboratory. 

We will pay the Hospital's clinical laboratory for the laboratory services at the same rate We would pay a Network clinical laboratory for 
comparable services.] 

Ambulance Charges 
We cover Medically Necessary and Appropriate charges for transporting a [Member] to: 
a) a local Hospital if needed care and treatment can be provided by a local Hospital; 
b) the nearest Hospital where needed care and treatment can be given, if a local Hospital cannot provide such care and treatment. But it must 

be connected with an Inpatient confinement; or 
c) transporting a [Member] to another Inpatient health care Facility. 

It can be by professional Ambulance service, train or plane. But We do not pay for chartered air flights. And We will not pay for other travel or 
communication expenses of patients, Practitioners. Nurses or family members. 

Durable Medical Equipment 
Subject to Our Pre-Approval, We cover charges for the rental of Durable Medical Equipment needed for therapeutic use. At Our option, and 
with Our Pre-Approval, We may cover the purchase of such items when it is less costly and more practical than rental. But We do not pay for: 
a) replacements or repairs; or 
b) the rental or purchase of items such as air conditioners. exercise equipment, saunas and air humidifiers which do not fully meet the 

definition of Durable Medical Equipment. 
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We will reduce benefits by 50% with respect to charges for Durable Medical Equipment which are not Pre-Approved by Us provided 
that benefits would otherwise be payable under this Contract. 

Treatment of Wilm's Tumor 
We pay benefits for Covered Charges incurred for the treatment of Wilm's tumor in a [Member). We treat such charges the same way We treat 
Covered Charges for any other Illness. Treatment can include, but is not limited to, autologous bone marrow transplants when standard 
chemotherapy treatment is unsuccessful. We pay benefits for this treatment even if it is deemed Experimental or lnvestigational. What We pay 
is based on all of the terms of this Contract. 

Nutritional Counseling 
Subject to Our Pre-Approval, We cover charges for nutritional counseling for the management of disease entities which have a specific 
diagnostic criteria that can be verified. The nutritional counseling must be prescribed by a Practitioner, and provided by a Practitioner. 

We will reduce benefits by 50% with respect to charges for Nutritional Counseling which are not Pre-Approved by Us provided that 
benefits would otherwise be payable under this Contract. 

Food and Food Products for Inherited Metabolic Diseases 
We cover charges incurred for the therapeutic treatment of inherited metabolic diseases, including the purchase of medical foods (enteral 
formula) and low protein modified food products as determined to be medically necessary by the [Member's) Practitioner. 

For the purpose of this benefit: 
"inherited metabolic disease" means a disease caused by an inherited abnormality of body chemistry for which testing is mandated by law; 
"low protein modified food product" means a food product that is specially formulated to have less than one gram of protein per serving and is 
intended to be used under the direction of a Practitioner for the dietary treatment of an inherited metabolic disease, but does not include a 
natural food that is naturally low in protein; and 
"medical food" means a food that is intended for the dietary treatment of a disease or condition for which nutritional requirements are 
established by medical evaluation and is formulated to be consumed or administered enterally under the direction of a Practitioner. 

Specialized Infant Formulas 
We cover specialized non-standard infant formulas to the same extent and subject to the same terms and conditions as coverage is provided 
under this [Contract] for Prescription Drugs. We cover specialized non-standard infant formulas provided: 
c) The Child's Practitioner has diagnosed the Child as having multiple food protein intolerance and has determined the formula to be 

medically necessary; and 
d) The Child has not been responsive to trials of standard non-cow milk-based formulas, including soybean and goat milk. 
We may review continued Medical Necessity and Appropriateness of the specialized infant formula. 

X-Rays and Laboratory Tests 
We cover x-rays and laboratory tests which are Medically Necessary and Appropriate to treat an Illness or Injury. But, except as covered under 
this Contract's Preventive Care section, We do not pay for x-rays and tests done as part of routine physical checkups. 

Prescription Drugs 
[Subject to Our pre-Approval for certain Prescription Drugs,]We cover drugs to treat an Illness or Injury and contraceptive drugs which require 
a Practitioner's prescription. And We exclude drugs that can be bought without a prescription, even if a Practitioner orders them. 
[We have identified certain Prescription Drugs for which Pre-Approval is required. We will provide the list of Prescription Drugs for which Pre-
Approval is required to each Employee prior to enforcing the Pre-Approval requirement. We will give at least 30 days advance written notice to 
the Employee before adding a Prescription Drug to the list. 

[If a [Member] brings a prescription for a Prescription Drug for which We require Pre-Approval to a Pharmacy and Pre-Approval has not yet 
been secured, [the [Member} must contact Us to request Pre-Approval.) [the Pharmacy will contact the Practitioner to request that the 
Practitioner contact Us to secure Pre-Approval.] The Pharmacy will dispense a 96-hour supply of the Prescription Drug. We will review the Pre-
Approval request within the time period allowed by law. If We give Pre-Approval, We will notify the Pharmacy and the balance of the 
Prescription Drug will be dispensed with benefits for the Prescription Drug being paid subject to the terms of this Contract. If We do not give 
Pre-Approval, the [Member] may ask that the Pharmacy dispense the balance of the Prescription Drug, with the [Member} paying for the 
Prescription Drug. The [Member] may submit a claim for the Prescription Drug, subject to the terms of this Contract. The (Member) may appeal 
the decision by following the Appeals Procedure process set forth in this Contract. ] 

Supplies to Administer Prescription Drugs 
We cover Medically Necessary and Appropriate supplies which require a prescription, are prescribed by a Practitioner, and arc essential to the 
administration of the Prescription Drug. 

COVERED CHARGES WITH SPECIAL LIMITATIONS APPLICABLE TO [NON-NETWORK] BENEFITS 

Cancer Clinical Trial 
We cover practitioner fees, laboratory expenses and expenses associated with Hospitalization, administering of treatment and evaluation of the 
[Member) during the course of treatment or a condition associated with a complication of the underlying disease or treatment, which are 
consistent with usual and customary patterns and standards of care incurred whenever a (Member] receives medical care associated with an 
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Approved Cancer Clinical Trial. We will cover charges for such items and services only if they would be covered for care and treatment in a 
situation other than an Approved Cancer Clinical Trial. 

We do not cover the cost of investigational drugs or devices themselves, the cost of any non-health services that might be required for a 
[Member] to receive the treatment or intervention, or the costs of managing the research, or any costs which would not be covered under this 
Contract for treatments that are not Experimental or lnvestigational.] 

Dental Care and Treatment 
We cover: 
a) the diagnosis and treatment of oral tumors and cysts; and 
b) the surgical removal of bony impacted teeth. 

We also cover treatment of an Injury to natural teeth or the jaw, but only if: 
a) the Injury occurs while the [Member] is covered under any health benefit plan; 
b) the Injury was not caused, directly or indirectly by biting or chewing; and 
c) all treatment is finished within 6 months of the date of the Injury. 
Treatment includes replacing natural teeth lost due to such Injury. But in no event do We cover orthodontic treatment. 

For a [Member] who is severely disabled or who is a Child under age 6, We cover: 
c) general anesthesia and Hospitalization for dental services; and 
d) dental services rendered by a dentist regardless of where the dental services are provided for a medical condition covered by this Policy 

which requires Hospitalization or general anesthesia. 

Treatment for Temporomandibular Joint Disorder (TMJ) 
We cover charges for the Medically Necessary and Appropriate surgical and non-surgical treatment of TMJ in a [Member]. However, We do 
not cover any charges for orthodontia, crowns or bridgework. 

Prosthetic Devices 
We limit what We pay for prosthetic devices. Subject to Our Pre-Approval, We cover only the initial fitting and purchase of artificial limbs and 
eyes, and other prosthetic devices. And they must take the place of a natural part of a [Member's] body, or be needed due to a functional birth 
defect in a covered Dependent child. We do not pay for replacements, unless they are Medically Necessary and Appropriate. We do not pay for 
repairs, or wigs. We do not cover dental prosthetics or devices other than as a replacement for natural teeth lost due to Injury, as stated in the 
Dental Care and Treatment provision of this Contract. 

We will reduce benefits by 50% with respect to charges for Prosthetic Devices which are not Pre-Approved by Us provided that 
benefits would otherwise be payable under this Contract. 

Mammogram Charges 
We cover charges made for mammograms provided to a female [Member] according to the schedule given below. Benefits will be paid, subject 
to all the terms of this Contract, and the following limitations: 

We will cover charges for: 
a) one baseline mammogram for a female [Member], ages 35 - 39 
b) one mammogram, every year, for a female [Member] ages 40 and older. 

Please note that mammograms are included under the Preventive Care provision. A female [Member] may elect to apply any unused Preventive 
Care allowance for a mammogram. If a [Member] has exhausted the available annual Preventive Care benefit, the mammogram may be covered 
subject to the terms of this Mammogram Charges provision. 

Colorectal Cancer Screening Charges 
We cover charges made for colorectal cancer screening provided to a Member age 50 or over and to younger [Members] who are considered to 
be high risk for colorectal cancer. Benefits will be paid, subject to all the terms of this Contract, and the following limitations: 

Subject to the American Cancer Society guidelines, and medical necessity as determined by the [Member's] Practitioner in consultation with 
the [Member) regarding methods to use, We will cover charges for: 
a) a screening fecal occult blood test; 
b) flexible sigmoidoscopy, 
c) colonoscopy; 
d) barium enema; 
e) any combination of the services listed in items a - d above; or 
f) the most reliable medically recognized screening test available. 

We will cover the above methods at the frequency recommended by the most recent published guidelines of the American Cancer Society and 
as determined to be medically necessary by the [Member's] practitioner in consultation with the [Member.I 

High risk for colorcctal cancer means a [Member] has: 
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a) A family history of: familial adenomatous polyposis, heriditary non-polyposis colon cancer; or breast, ovarian, endometrial or colon 
cancer or pplyps; 

b) Chronic inflammatory bowel disease; or 
c) A background, ethnicity or lifestyle that the practitioner believes puts the person at elevated risk for colorectal cancer. 

Please note that since colorcctal cancer screening is included under the Preventive Care provision, a [Member] may elect to apply any unused 
Preventive Care allowance for colorectal cancer screening. If a Member has exhausted the available annual Preventive Care benefit, or elects 
not to use any available Preventive Care benefit to cover the colorectal cancer screening, the colorectal cancer screening may be covered subject 
to the terms of this Colorectal Cancer Screening Charges provision. 

Private Duty Nursing Care 
We only cover charges by a Nurse for Medically Necessary and Appropriate private duty nursing care if such care is authorized as part of a 
home health care plan, coordinated by a Home Health Agency, and covered under the Home Health Care Charges section. Any other charges 
for private duty nursing care are not covered. 

Therapy Services 
Therapy Services mean the following services or supplies, ordered by a Practitioner and used to treat, or promote recovery from, an Injury or 
Illness: 

Subject to the stated limits, We cover the Therapy Services listed below. We cover other types of Therapy Services provided they are performed 
by a licensed Provider, are Medically Necessary and Appropriate and are not Experimental or lnvestigational. 

a. Chelation Therapy - means the administration of drugs or chemicals to remove toxic concentrations of metals from the body. 
b. Chemotherapy - the treatment of malignant disease by chemical or biological antineoplastic agents. 
c. Dialysis Treatment - the treatment of an acute renal failure or a chronic irreversible renal insufficiency by removing waste products from 

the body. This includes hemodialysis and peritoneal dialysis. 
d. Radiation Therapy - the treatment of disease by x-ray, radium, cobalt, or high energy particle sources. Radiation therapy includes rental or 

cost of radioactive materials. Diagnostic Services requiring the use of radioactive materials are not radiation therapy. 
e. Respiration Therapy - the introduction of dry or moist gases into the lungs. 

[Subject to Our Pre-Approval,] We cover the Therapy Services listed below, subject to stated limitations: 

f. Cognitive Rehabilitation Therapy - the retraining of the brain to perform intellectual skills which it was able to perform prior to disease, 
trauma, Surgery, or previous therapeutic process; or the training of the brain to perform intellectual skills it should have been able to 
perform if there were not a congenital anomaly. 

g. Speech Therapy -except as stated below, treatment for the correction of a speech impairment resulting from Illness, Surgery, Injury, 
congenital anomaly, or previous therapeutic processes. Exception: For a [Covered Person) who has been diagnosed with a biologically-
based mental illness, speech therapy means treatment of a speech impairment. 

Coverage for Cognitive Rehabilitation Therapy and Speech Therapy, combined, is limited to 30 visits per Calendar Year. 

h. Occupational Therapy - except as stated below, treatment to restore a physically disabled person's ability to perform the ordinary tasks of 
daily living. Exception: For a [Covered Person] who has been diagnosed with a biologically-based mental illness, occupational therapy 
means treatment to develop a [Covered Person's] ability to perform the ordinary tasks of daily living .. 

i. Physical Therapy - except as stated below, the treatment by physical means to relieve pain, restore maximum function, and prevent 
disability following disease, Injury or loss of limb. Exception: For a [Covered Person] who has been diagnosed with a biologically-based 
mental illness, physical therapy means treatment to develop a [Covered Person's] physical function. 

Coverage for Occupational Therapy and Physical Therapy, combined, is limited to 30 visits per Calendar Year. 

We will reduce benefits by 50% with respect to charges for Cognitive Rehabilitation Therapy, Speech Therapy, Occupational Therapy 
or Physical Therapy which are not Pre-Approved by Us provided that benefits would otherwise be payable under this Contract. 

j. Infusion Therapy - subject to Our Pre-Approval, the administration of antibiotic, nutrients, or other therapeutic agents by direct infusion. 

We will reduce benefits by 50% with respect to charges for Infusion Therapy which are not Pre-Approved by Us provided that benefits 
would otherwise be payable under this Contract. 

Note: The limitations on Therapy Services contained in this Therapy Services provision do not apply to any therapy services that are received 
under the Home Health Care provision. 

NOTE: ANY THERAPY SERVICES AND SUPPLIES A [MEMBER] RECEIVES AS [NETWORK] THERAPY SERVICES AND 
SUPPLIES WILL REDUCE THE THERAPY BENEFITS AVAILABLE AS A [NON-NETWORK] COVERED CHARGE. 

Fertility Services 
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Subject to Our Pre-Approval We cover charges for procedures and Prescription Drugs to enhance fertility, except where specifically excluded 
in this Contr_act. We cover charges for: artificial insemination; and standard dos11ges, lengths of treatment and cycle_s of therapy of Prescription 
Drugs. The Prescription Drugs noted in this section are subject to the terms and conditions of the Prescription Drugs section of this Contract. 

We will reduce benefits by 50% with respect to charges for Fertility Services which are not Pre-Approved by Us provided that benefits 
would otherwise be payable under this Contract. 

Preventive Care 
We cover charges for routine physical examinations including related laboratory tests and x-rays. We also cover charges for immunizations and 
vaccines, well baby care, pap smears, mammography , screening tests, bone density testing and Nicotine Dependence Treatment. But We limit 
what We pay each Calendar Year to: 
a) $750 per [Member] for a Dependent child from birth until the end of the Calendar Year in which the Dependent child attains age I, and 
b) $500 per [Member] for all other [Member]s. 

These charges are not subject to the Cash Deductible or Coinsurance. 

ANY PREVENTIVE CARE SERVICES OR SUPPLIES A [MEMBER] RECEIVES AS A [NETWORK) SERVICE OR SUPPLY 
WILL REDUCE THE PREVENTIVE CARE BENEFIT AVAILABLE AS A [NON-NETWORK] COVERED CHARGE. 

Immunizations and Lead Screening 
We will cover charges for: 
a) screening by blood measurement for lead poisoning for children, including confirmatory blood lead testing and medical evaluation as 

specified by the New Jersey Department of Health and Senior Services and any necessary medical follow-up and treatment for lead 
poisoned children; and 

b) all childhood immunizations as recommended by the Advisory Committee on Immunization Practices of the United States Public Health 
Services and New Jersey Department of Health and Senior Services. 

Newborn Hearing Screening 
We cover charges up to a maximum of 28 days following the date of birth for screening for newborn hearing loss by appropriate 
electrophysiologic screening measures. In addition, We cover charges between age 29 days and 36 months for the periodic monitoring of 
infants for delayed onset hearing loss. 

Vision Screening 
We cover vision screening for Dependent children, through age 17, to determine the need for vision correction .. The vision screening is 
generally performed by the pediatrician during the course of a routine physical examination. The vision screening may suggest that the 
[Member] should undergo a vision examination. Such vision examination is not covered under this Contract. 

Therapeutic Manipulation 
We limit what We cover for therapeutic manipulation to 30 visits per Calendar Year. And We cover no more than two modalities per visit. 
Charges for such treatment above these limits are not covered. 

NOTE: ANY THERAPEUTIC MANIPULATION SERVICES AND SUPPLIES A MEMBER RECEIVES AS (NETWORK] 
SERVICES AND SUPPLIES WILL REDUCE THE BENEFITS AVAILABLE AS A (NON-NETWORK) COVERED CHARGE. 

Non-Biologically-based Mental Illnesses and Substance Abuse 
We limit what We pay for the treatment of Non-Biologically-based Mental Illnesses and Substance Abuse as those terms are defined in this 
Contract. 

A Member may receive treatment as an Inpatient in a Hospital or a Substance Abuse Center. He or she may also receive treatment as an 
Outpatient from a Hospital, Substance Abuse Center, or any properly licensed or certified Practitioner, psychologist or social worker. 

The Member must pay the Coinsurance shown on the Schedule for such treatment. We limit coverage for all treatment of Non-Biologically-
based Mental Illnesses and Substance Abuse per Calendar Year to: 
a) thirty (30) days of Inpatient confinement; and 
b) twenty (20) Outpatient visits. 
Subject to Pre-Approval, one or more of any unused Inpatient days may be exchanged for additional Outpatient visits, where each Inpatient day 
may be exchanged for two Outpatient visits. We will reduce benefits by 50% with respect to charges for Outpatient visits beyond the 
initial 20 visits which are not Pre-Approved by [Carrier] provided that benefits would otherwise be payable under this Contract. 

We do not pay for Custodial Care. education, or training. 
NOTE: ANY SUBSTANCE ABUSE AND NON-BIOLOGICALLY-BASED MENTAL ILLNESSES SERVICES AND SUPPLIES A 
[MEMBER] RECEIVES AS [NETWORK] SERVICES AND SUPPLIES WILL REDUCE THE BENEFITS AVAILABLE AS A [NON-
NETWORKJ COVERED CHARGE. 

Transplant Benefits 
We cover Medically Necessary and Appropriate services and supplies for the following types of transplants: 
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a) Cornea 
b) Kidocy 
c) Lung 
d) Liver 
e) Heart 
f) Pancreas 
g) Intestine 
h) Allogeneic Bone Marrow 
i) (Autologous Bone Marrow and Associated High Dose Chemotherapy only for treatment of: 
•Leukemia 
•Lymphoma 
•Neuroblastoma 
•Aplastic Anemia 
•Genetic Disorders 
•SCID 
•WISCOT Aldrich 

DEPT. OF INSURANCE 

Subject to Our Pre-Approval. breast cancer, if the [Member] is participating in a National Cancer Institute sponsored clinical trial. We will 
reduce benefits by 50% with respect to charges for such treatment of breast cancer which are not Pre-Approved by Us provided that 
benefits would otherwise be payable under this Contract. 

(h) Autologous Bone Marrow Transplant and Associated Dose-Intensive Chemotherapy, but only ifperfonned by institutions approved by the 
National Cancer Institute, or pursuant to protocols consistent with the guidelines of the American Society of Clinical Oncologists; 

i) Peripheral Blood Stem Cell transplants, but only if perfonned by institutions approved by the National Cancer Institute, or pursuant to 
protocols consistent with the guidelines of the American Society of Clinical Oncologists.) 

If the donor does not have health coverage that would cover the costs associated with his or her role as donor, this Contract will cover the 
donor's medical costs associated with the donation. We do not cover costs for travel, accommodations or comfort items. 

NON-COVERED SERVICES AND SUPPLIES AND NON-COVERED CHARGES 

THE FOLLOWING ARE NOT COVERED SERVICES AND SUPPLIES WITH RESPECT TO [NETWORK] SERVICES AND 
SUPPLIES, AND ARE NOT COVERED CHARGES WITH RESPECT TO [NON-NETWORK] BENEFITS UNDER THIS 
CONTRACT. 

Care or treatment by means of acupuncture except when used as a substitute for other forms of anesthesia. 

Services for ambulance for transportation from a Hospital or other health care Facility, unless [Member) is being transferred to another 
Inpatient health care Facility. 

[Broken Appointments.] 

Blood or blood plasma which is replaced by or for a (Member]. 

Care and/or treatment by a Christian Science Practitioner. 

Completion of claim forms. 

Services or supplies related to Cosmetic Surgery, except as otherwise stated in this Contract; complications of Cosmetic Surgery; drugs 
prescribed for cosmetic purposes. 

Services related to custodial or domiciliary care. 

Dental care or treatment, including appliances and dental implants, except as otherwise stated in this Contract. 

Care or treatment by means of dose intensive chemotherapy, except as otherwise stated in this Contract. 

Services or supplies. the primary purpose of which is educational providing the [Member} with any of the following: training in the activities 
of daily living; instruction in scholastic skills such as reading and writing; preparation for an occupation; or treatment for learning disabilities. 

Experimental or lnvestigational treatments. procedures. hospitalizations, drugs, biological products or medical devices, except as otherwise 
stated in this Contract. 

Extraction of teeth, except for bony impacted teeth. 

Services or supplies for or in connection with: 
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a. except as otherwise stated in this Contract, exams to determine the need for (or changes of) eyeglasses or lenses of any type; 
b. eyeglasses or lenses of any type except initial replacements for loss olthe natural lens; or 
c. eye surgery such as radial keratotomy or lasik surgery, when the primary purpose is to correct myopia (nearsightedness), hyperopia 

(farsightedness) or astigmatism (blurring). 

Services or supplies provided by one of the following [members] of the Employee's family: spouse, child, parent, in-law, brother, sister or 
grandparent. 

Services or supplies furnished in connection with any procedures to enhance fertility which involve harvesting, storage and I or manipulation 
of eggs and sperm. This includes, but is not limited to the following: a) procedures: in vitro fertilization; embryo transfer; embryo freezing; and 
Gamete intra-fallopian Transfer (GIFf) and Zygote lntrafallopian Transfer (ZlFf); donor sperm, surrogate motherhood and b) Prescription 
Drugs not eligible under the Prescription Drugs section of the Policy. 

Except as otherwise stated in this Contract, services or supplies related to hearing aids and hearing examinations to determine the need for 
hearing aids or the need to adjust them. 

Services or supplies related to herbal medicine. 

Services or supplies related to hypnotism. 

Services or supplies necessary because the [Member) engaged, or tried to engage, in an illegal occupation or committed or tried to commit an 
indictable offense in the jurisdiction in which it is committed, or a felony. 

Except as stated below, Illness or Injury, including a condition which is the result of disease or bodily infirmity, which occurred on the job and 
which is covered or could have been covered for benefits provided under workers' compensation, employer's liability, occupational disease or 
similar law. 
Exception: This exclusion does not apply to the following persons for whom coverage under workers' compensation is optional unless such 
persons are actually covered for workers' compensation: a self-employed person or a partner of a limited liability partnership, members of a 
limited liability company or partners of a partnership who actively perform services on behalf of the self-employed business, the limited 
liability partnership, limited liability company or the partnership. 

Local anesthesia charges billed separately if such charges are included in the fee for the Surgery. 

Membership costs for health clubs, weight loss clinics and similar programs. 

Services and supplies related to marriage, career or financial counseling, sex therapy or family therapy, and related services. 

With respect to [Non-Network] benefits, Nicotine Dependence Treatment, except as otherwise stated in the Preventive Care section of this 
Contract. 

Any Non-Covered Service or Supply and Non-Covered Charge specifically limited or not covered elsewhere in this Contract, or which is 
not Medically Necessary and Appropriate. 

Non-prescription drugs or supplies, except; 
a) insulin needles and insulin syringes and glucose test strips and lancets; 
b) colostomy bags, belts, and irrigators; and 
c) as stated in this Contract for food and food products for inherited metabolic diseases. 

Services provided by a pastoral counselor in the course of his or her normal duties as a religious official or practitioner. 

Persona) convenience or comfort items including, but not limited to, such items as TV's, telephones, first aid kits, exercise equipment. air 
conditioners, humidifiers, saunas, hot tubs. 

[Pre-Existing Condition Limitations: 

The following "Pre-Existing Conditions" and "Continuity of Coverage'' provisions only apply to Contracts issued to Contractholders of 
at least two but not more than five eligible Employees. These provisions also apply to "Late Enrollees'' under the Contracts issued to 
any Small Employer. However, this provision does not apply to Late Enrollees if 10 or more Late Enrollees request enrollment during 
any [30) day enrollment period provided for in this Contract. See this Contract's EMPLOYEE COVERAGE [and DEPENDENT 
COVERAGE] subsection[s] of the ELIGIBILITY section to determine if a [Member] is a Late Enrollee. (The "Pre-Existing 
Conditions'' provision does not apply to a Dependent who is an adopted child or-who is a child placed for adoption or to a newborn 
child if the Employee enrolls the Dependent and agrees to make the required payments within [30) days after the Dependent's 
Eligibility Date.] 
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A Pre-Existing Condition is an Illness or Injury which manifests itself in the six months before a [Member's] Enrollment Date, and for which 
me_dical advice, diagnosis, care, or treatment was recommended or recei.yed during the six months immedi,1tely preceding the Enrollment Da~. 

We do not pay benefits for charges for Pre-Existing Conditions for 180 days measured from the Enrollment Date. This 180 day period may be 
reduced by the length of time the [Member] was covered under any Creditable Coverage if, without application of any Waiting Period, the 
Creditable Coverage was continuous to a date not more than 90 days prior to becoming a [Member]. Refer to the Continuity of Coverage 
section below. 

This limitation does not affect benefits for other unrelated conditions [or) pregnancy [, or birth defects in a covered Dependent child]. Genetic 
infonnation will not be treated as a Pre-Existing Condition in the absence of a diagnosis of the condition related to that infonnation. And We 
waive this limitation for a [Member's] Pre-Existing Condition if the condition was payable under Creditable Coverage which covered the 
[Member] right before the [Member's] coverage under this Contract started. The next section shows other exceptions. 
Continuity of Coverage 
[NOTE: COVERAGE UNDER THIS CONTRACT IS SUBJECT TO THE ALTERNATIVE METHOD FOR COUNTING 
CREDITABLE COVERAGE] 
If a new [Member] was covered under Creditable Coverage prior to enrollment under this Contract and the Creditable Coverage was continuous 
to a date not more than 90 days prior to the Enrollment Date under this Contract, We will provide credit as follows. [Standard method] [We 
give credit for the time the [Member) was covered under the Creditable Coverage without regard to the specific benefits included in the 
Creditable Coverage.) [Alternative method] [We give credit for the time the [Member) was covered under the Creditable Coverage based on 
coverage for the following [category] [categories] of benefits: [mental health;] [substance abuse treatment;] [prescription drugs;] [dental care;] 
[or] [vision care). We will count a period of Creditable Coverage with respect to a category of benefits if any level of benefits is covered within 
that category. For all other benefits, We give credit for the time the [Member) was covered under the Creditable Coverage without regard to the 
specific benefits included in the Creditable Coverage.] We count the days the [Member) was covered under Creditable Coverage, except that 
days that occur before any lapse in coverage of more than 90 days are not counted. We apply these days to reduce the duration of the Pre-
Existing Condition limitation under this Contract. The person must sign and complete his or her enrollment form within 30 days of the date the 
Employee's [active] Full-Time service begins. Any condition arising between the date his or her coverage under the Creditable Coverage ends 
and the Enrollment Date is a Pre-Existing condition. We do not cover any charges actually incurred before the person's coverage under this 
Contract starts. If the Contractholder has included an eligibility waiting period in this Contract, an Employee must still meet it, before becoming 
covered. 

With respect to [Network] services and supplies, any service provided without prior Referral by the [Member's] Primary Care Physician 
except as specified in this Contract. 

Services related to Private Duty Nursing, except as provided in the Home Health Care sections of this Contract. 

Services or supplies that are not furnished by an eligible Provider. 

The amount of any charge which is greater than a Reasonable and Customary Charge with respect to [Network) services and supplies 
provided in the event of an Emergency, and with respect to all [Non-Network) benefits. 

Services or supplies related to rest or convalescent cures. 

Room and board charges for a [Member] in any Facility for any period of time during which he or she was not physically present overnight in 
the Facility. 

With respect to [Non-Network) benefits, except as stated in the Preventive Care section of this Contract, Routine Examinations or preventive 
care, including related x-rays and laboratory tests, except where a specific Illness or Injury is revealed or where a definite symptomatic 
condition is present; or pre-marital or similar examinations or tests not required to diagnose or treat Illness or Injury. 

Services or supplies related to Routine Foot Care, except: 
a) an open cutting operation to treat weak, strained, flat, unstable or unbalanced feet, metatarsalgia or bunions; 
b) the removal of nail roots; and 
c) treatment or removal of corns, calluses or toenails in conjunction with the treatment of metabolic or peripheral vascular disease. 

Self-administered services such as: biofeedback, patient-controlled analgesia on an Outpatient basis, related diagnostic testing, self-care and 
self-help training. 

Services or supplies: 
a) eligible for payment under either federal or state programs (except Medicaid and Medicare). This provision applies whether or not the 

[Member) asserts his or her rights to obtain this coverage or payment for these services; 
b) for which a charge is not usually made, such as a Practitioner treating a professional or business associate, or services at a public health 

fair; 
c) for which a [Member] would not have been charged ifhe or she did not have health care coverage; 
d) provided by or in a Government Hospital except as stated below. or unless the services are for treatment: 
•of a non-service Emergency; or 
•by a Veterans' Administration Hospital of a non-service related lllne,s or Injury; 
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Exception: This exclusion does not apply to military retirees, their Dependents and the Dependents of active duty military personnel who are 
covered under both this Contract and under military health coverage ,illld who receive care in facilities Qf the Uniformed Services. 
e) provided outside the United States unless the [Member) is outside the United States for one of the following reasons: 
•travel, provided the travel is for a reason other than securing health care diagnosis and/or treatment, and travel is for a period of 6 months or 
less; 
•business assignment, provided the [Member] is temporarily outside the United States for a period of 6 months or less; and 
•Subject to Our Pre-Approval, eligibility for full-time student status, provided the [Member] is either enrolled and attending an Accredited 
School in a foreign country; or is participating in an academic program in a foreign country, for which the institution of higher learning a which 
the student matriculates in the United States, grants academic credit. Charges in connection with full-time students in a foreign country for 
which eligibility as a full-time student has not been Pre-Approved by Us are Non-Covered Charges. 

Services provided by a Social Worker, except as otherwise stated in this Contract. 
Stand-by services required by a Provider. 

Sterilization reversal - services and supplies rendered for reversal of sterilization. 

Surgery, sex hormones, and related medical, psychological and psychiatric services to change a [Member's] sex; services and supplies arising 
from complications of sex transformation. 

Telephone consultations. 

Transplants, except as otherwise listed in the Contract. 

Transportation; travel. 

Vision therapy. 

Vitamins and dietary supplements. 

Services or supplies received as a result of a war, declared or undeclared; police actions; services in the armed forces or units auxiliary thereto. 

Weight reduction or control, unless there is a diagnosis of morbid obesity; special foods, food supplements, liquid diets, diet plans or any 
related products and except as provided in the Nutritional Counseling and Food and Food Products for Inherited Metabolic Diseases provisions. 

Wigs, toupees, hair transplants, hair weaving or any drug if such drug is used in connection with baldness. 

[IMPORTANT NOTICE APPLICABLE ONLY TO [NON-NETWORK] BENEFITS 

[This Contract has utilization review features which are applicable to [Non-Network] benefits. Under these features, [ABC - Systems, a health 
care review organization] reviews Hospital admissions and Surgery performed outside of a Practitioner's office [for Us]. These features must be 
complied with if a [Member]: 
a) is admitted as an Inpatient to a Hospital, or 
b) is advised to enter a Hospital or have Surgery performed outside of a Practitioner's office. If a [Member) does not comply with these 

utilization review features, he or she will not be eligible for full benefits under this Contract. See the Utilization Review Features section 
for details.] 

[This Contract has Specialty Case Management. Under this provision, [DEF, a Case Coordinator] reviews a [Member's) medical needs in 
clinical situations with the potential for catastrophic claims to Determine whether case management may be available and appropriate. See the 
Specialty Case Management section for details.] 

[This Contract has centers of excellence features. Under these features, a [Member J may obtain necessary care and treatment from Providers 
with whom We have entered into agreements. See the Centers of Excellence Features section for details.] 

What We pay is subject to all of the terms of this Contract. Read this Contract carefully and keep it available when consulting a Practitioner. 

If an Employee has any questions after reading this Contract he or she should [call The Group Claim Office at the number shown on his or her 
Identification Card.] 

We are not responsible for medical or other results arising directly or indirectly from the [Member's] participation in these Utilization Review 
Features.] 

[[NON-NETWORK) UTILIZATION REVIEW l<'EATURES 

Important Notice: If a [Member] does not comply with this Contract's utilization review features, he or she will not be eligible for full 
benefits under this Contract. 
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Compliance with this Contract's utilization review features does not guarantee what We will pay for Covered Charges. What We pay is based 
on: 

a) the charges for the Covered Charges actually incurred; 
b) the [Member) being eligible for coverage under this Contract at the time such charges are incurred; and 
c) the Cash Deductible, Copayment and Coinsurance provisions, and all or the other terms of this Contract. 

Definitions 

"Hospital admission" means admission of a [Member) to a Hospital as an Inpatient for Medically Necessary and Appropriate care and treatment 
of a Illness or Injury. 

By "covered professional charges for Surgery" We mean charges for Covered Charges that are made by a Practitioner for performing Surgery. 
Any surgical charge which is not a Covered Charge under the terms of this Contract is not payable under this Contract. 

"Regular working day" means [Monday through Friday from 9 a.m. to 9 p.m. Eastern Time,] not including legal holidays. 

Grievance Procedure 
Carriers must include the disclosure requirements set forth in N.J.A.C. 8:38-3.2. 

[REQUIRED HOSPITAL STAY REVIEW 

Important Notice: If a [Member] does not comply with these Hospital stay review features, he or she will not be eligible for full benefits 
under this Contract. 

Notice of Hospital Admission Required 
We require notice of all Hospital admissions. The times and manner in which the notice must be given is described below. When a [Member] 
does not comply with the requirements of this section We reduce what We pay for covered Hospital charges as a penalty. 

Pre-Hospital Review 
All non-Emergency Hospital admissions must be reviewed by [ABC] before they occur. The [Member] or the [Member's] Practitioner must 
notify (ABC] and request a pre-hospital review. [ABC] must receive the notice and request as soon as possible before the admission is 
scheduled to occur. For a maternity admission, a [Member) or his or her Practitioner must notify [ABC] and request a pre-hospital review at 
least [60 days] before the expected date of delivery, or as soon as reasonably possible. 

When [ABC) receives the notice and request, [they J evaluate: 
a) the Medical Necessity and Appropriateness of the Hospital admission; 
b) the anticipated length of stay; and 
c) the appropriateness of health care alternatives, like home health care or other out-patient care. 

[ABC] notifies the [Member's] Practitioner [by phone, of the outcome of their review. And [they] confirm the outcome of [their] review in 
writing.] 

If [ABC] authorizes a Hospital admission, the authorization is valid for: 
a) the specified Hospital; 
b) the named attending Practitioner; and 
c) the authorized length of stay. 

The authorization becomes invalid and the [Member's] admission must be reviewed by (ABC] again if: 
a) he or she enters a Facility other than the specified Facility; 
b) he or she changes attending Practitioners; or 
c) more than [60 days) elapse between the time he or she obtains authorization and the time he or she enters the Hospital, except in the case 
of a maternity admission. 

Emergency Admission 
[ABC] must be notified of all Emergency admissions by phone. This must be done by the [Member] or the [Member's) Practitioner no later 
than the end of the next regular working days or as soon as possible after the admission occurs. 

When [ABC] is notified [by phone,] they require the following information: 
a) the [Member's] name, social security number and date of birth; 
b) the [Member's] group plan number; 
c) the reason for the admission 
d) the name and location of the Hospital 
e) when the admission occurred; and 
f) the name of the fMcmber's] Practitioner. 
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Continued Stay Review 
The [Member) or his or her Practitioner, must request a continued stay review for any Emergency admission. This must be don_e at the time 
[ABC) is notified of such admission. 

The [Member], or his or her Practitioner, must also initiate a continued stay review whenever it is Medically Necessary and Appropriate to 
change the authorized length of a Hospital stay. This must be done before the end of the previously authorized length of stay. 

[ABC) also has the right to initiate a continued stay review of any Hospital admission. And [ABC] may contact the [Member's] Practitioner or 
Hospital by phone or in writing. 

In the case of an Emergency admission, the continued stay review evaluates: 
a) the Medical Necessity and Appropriateness of the Hospital admission; 
b) the anticipated length of stay; and 
c) the appropriateness of health care alternatives. 

In all other cases, the continued stay review evaluates: 
a) the Medical Necessity and Appropriateness of extending the authorized length of stay; and 
b) the appropriateness of health care alternatives. 

[ABC] notifies the [Member's] Practitioner [by phone, of the outcome of the review. And [ABC] confirms the out come of the review in 
writing.] The notice always includes any newly authorized length of stay. 

Penalties for Non-Compliance 
In the case of a non-Emergency Hospital admission, as a penalty for non-compliance. [We reduce what We pay for covered Hospital charges, 
by 50%] if: 
a) the [Member] does not request a pre-hospital review; or 
b) the [Member] does not request a pre-hospital review as soon as reasonably possible before the Hospital admission is scheduled to occur; or 
c) [ABC's] authorization becomes invalid and the [Member] does not obtain a new one; or 
d) [ABC] does not authorize the Hospital admission. 

In the case of an Emergency admission, as a penalty for non-compliance, [We reduce what We pay for covered Hospital charges by 50% ], if: 
a) [ABC] is not notified of the admission at the times and in the manner described above; 
b) the [Member] does not request a continued stay review; or 
c) the [Member] does not receive authorization for such continued stay. 

The penalty applies to covered Hospital charges incurred after the applicable time limit allowed for giving notice ends. 

For any Hospital admission, if a [Member] stays in the Hospital longer than [ABC] authorizes, We reduce what We pay for covered Hospital 
charges incurred after the authorized length of stay ends [by 50%] as a penalty for non-compliance. 

Penalties cannot be used to meet this Contract's Maximum Out of Pocket or Cash Deductible. 

[REQUIRED PRE-SURGICAL REVIEW 

Important Notice: If a [Member] does not comply with these pre-surgical review features, he or she will not be eligible for full benefits 
under this Contract. 

We require a [Member] to get a pre-surgical review for any non-Emergency procedure performed outside of a Practitioner's office. When a 
[Member] does not comply with the requirements of this section We reduce what We pay for covered professional charges for Surgery, as a 
penalty. 

The [Member) or his or her Practitioner, must request a pre-surgical review from [ABC]. [ABC) must receive the request at least 24 hours 
before the Surgery is scheduled to occur. If the Surgery is being done in a Hospital, on an Inpatient basis, the pre-surgical review request should 
be made at the same time as the request for a pre-hospital review. 

When [ABC J receives the request, they evaluate the Medical Necessity and Appropriateness of the Surgery and they either: 
a) approve the proposed Surgery, or 
b) require a second surgical opinion regarding the need for the Surgery. 

[ABC] notifies the [Member's] Practitioner, [by phone, of the outcome of the review. [ABC] also confirms the outcome of the review in 
writing.] 

Required Second Surgical Opinion 
If [ABC's] review docs not confirm the Medical Necessity and Appropriateness of the Surgery, the [Member] may obtain a second surgical 
opinion. If the second opinion does not confirm that the Surgery is Medically Necessary and Appropriate, the [Member] may obtain a third 
opinion, although he or she is not required to do so. 

21-411 Supp. 9-20-04 



11:21 App. EXH. HH DEPT. OF INSURANCE 

[ABC] will give the (Member) a list of Practitioners in bis or her area who will give a sefond opinion. The [Member] may~get the second 
opinion from [a Practitioner on the list, or from] a Practitioner of his or her own choosing, if the Practitioner: 
a} is board certified and qualified by reason of his or her specialty to give an opinion on the proposed Surgery; 
b} is not a business associate of the [Member's] Practitioner; and 
c} does not perform the Surgery ifit is needed. 

[ABC] gives second opinion forms to the [Member]. The Practitioner he or she chooses fills them out. and then returns them to [ABC]. 

We cover charges for additional surgical opinions, including charges for related x-ray and tests. But what We pay is based on all the terms of 
this Contract, except, these charges are not subject to the Cash Deductible or Coinsurance. 

Pre-Hospital Review 
If the proposed Surgery is to be done on an Inpatient basis, the Required Pre-Hospital Review section must be complied with. See the Required 
Pre-Hospital Review section for details. 

Penalties for Non-Compliance 
As a penalty for non-compliance, [We reduce what We pay for covered professional charges for Surgery by 50%] if: 
a) the [Member] does not request a pre-surgical review; or 
b) [ABC] is not given at least 24 hours to review and evaluate the proposed Surgery; or 
c) [ABC] requires additional surgical opinions and the [Member] does not get those opinions before the Surgery is done 
d) [ABC] does not confirm the need for Surgery. 

Penalties cannot be used to meet this Contract's Maximum Out of Pocket or Cash Deductible. 

[SPECIAL TY CASE MANAGEMENT 

Important Notice: No [Member] is required, in any way, to accept a Specialty Case Management Plan recommended by [DEF]. 

Definitions 
"Specialty Case Management" means those services and supplies which meet both of the following tests: 
a) They are Determined, in advance, by Us to be Medically Necessary and Appropriate and cost effective in meeting the long term or 

intensive care needs of a [Member] in connection with a Catastrophic Illness or Injury. 
b) While there are other covered services and supplies available under this Contract for the [Member's] condition, the services and supplies 

We offer to make available under the terms of this provision would not otherwise be payable under this Contract. 

Please note: We have sole Discretion to determine whether to consider Specialty case Management for a [Member.] 

"Catastrophic Illness or Injury" means one of the following: 

a) head injury requiring an Inpatient stay 
b) spinal cord Injury 
c) severe bum over 20% or more of the body 
d) multiple injuries due to an accident 
e) premature birth 
t) CV A or stroke 
g) congenital defect which severely impairs a bodily function 
h) brain damage due to either an accident or cardiac arrest or resulting from a surgical procedure 
i) terminal Illness, with a prognosis of death within 6 months 
j) Acquired Immune Deficiency Syndrome (AIDS) 
k) chem.icaldependency 
I) mental, nervous and psychoneurotic disorders 
m) any other Illness or Injury Determined by [DEF] or Us to be catastrophic. 

Specialty Case Management Plan 
[DEF] will identify cases of Catastrophic Illness or Injury. The appropriateness of the level of patient care given to a [Member] as well as the 
setting in which it is received will be evaluated. In order to maintain or enhance the quality of patient care for the [Member], [DEF] will 
develop a Specialty Case Management Plan. 

A Specialty Case Management Plan is a specific written document, developed by [DEF] through discussion and agreement with: 
a) the [Member], or his or her legal guardian, if necessary; 
b) the [Member's] attending Practitioner: and 
c) Us. 

The Specialty Case Management Plan includes: 
a) treatment plan objectives; 
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b) course of treatment to accomplish the stated objectives; 
c) the responsibility of each of the following parties in implementing the plan: [DEF]; attending Practitioner; [Member]; [Member's) family, 

if any; and 
d) estimated cost and savings. 

If We, [DEF], the attending Practitioner, and the [Member] agree [in writing,] on a Specialty Case Management Plan, the services and supplies 
required in connection with such Specialty Case Management Plan will be considered as Covered Charges or Covered Services and Supplies, as 
appropriate, under the terms of this Contract. 

The agreed upon Specialty Case Management treatment must be ordered by the [Member's] Practitioner. 

Benefits payable under the Specialty Case Management Plan will be considered in the accumulation of any Calendar Year and Per Lifetime 
maximums. 

Exclusion 
Specialty Case Management does not include services and supplies that We [or the Care Manager) Determine to be Experimental or 
lnvestigarional.) 

[CENTERS OF EXCELLENCE FEATURES 

Important Notice: No [Member] is required, in any way, to receive medical care and treatment at a Center of Excellence. 

Definitions 
"Center of Excellence" means a Provider that has entered into an agreement with Us to provide health benefit services for specific procedures. 
The Centers of Excellence are [identified in the Listing of Centers of Excellence.] 

"Pre-Treatment Screening Evaluation" means the review of past and present medical records and current x-ray and laboratory results by the 
Center of Excellence to Determine whether the [Member] is an appropriate candidate for the Procedure. 

"Procedure" means one or more surgical procedures or medical therapy performed in a Center of Excellence. 

Covered Charges 
In order for charges to be considered as Covered Charges, the Center of Excellence must: 
a) perform a Pre-Treatment Screening Evaluation; and 
d) Determine that the Procedure is Medically Necessary and Appropriate for the treatment of the [Member]. 

Benefits for services and supplies at a Center of Excellence will be [subject to the terms and conditions of this Contract. However, the 
Utilization Review Features will not apply.]] 

COORDINATION OF BENEFITS AND SERVICES 

Purpose Of This Provision 
A [Member] may be covered for health benefits or services by more than one Plan. For instance, he or she may be covered by this [Contract] as 
an Employee and by another plan as a Dependent of his or her spouse. If he or she is covered by more than one Plan, this provision allows Us to 
coordinate what We pay or provides with what another Plan pays or provides. This provision sets forth the rules for determining which is the 
Primary Plan and which is the Secondary Plan. Coordination of benefits is intended to avoid duplication of benefits while at the same time 
preserving certain rights to coverage under all Plans under which the [Member) is covered. 

DEFINITIONS 
The words shown below have special meanings when used in this provision. Please read these definitions carefully. [Throughout this provision, 
these defined terms appear with their initial Jetter capitalized.] 

Allowable Expense: The charge for any health care service, supply or other item of expense for which the [Member) is liable when the health 
care service, supply or other item of expense is covered at least in part under any of the Plans involved, except where a statute requires another 
definition, or as otherwise stated below. 

When this [Contract] is coordinating benefits with a Plan that provides benefits only for dental care, vision care, prescription drugs or hearing 
aids, Allowable Expense is limited to like items of expense. 

[Carrier] will not consider the difference between the cost of a private hospital room and that of a semi-private hospital room as an Allowable 
Expense unless the stay in a private room is Medically Necessary and Appropriate. 

When this [Contract] is coordinating benefits with a Plan that restricts coordination of benefits to a specific coverage. We will only consider 
corresponding services. supplies or items of expense to which coordination of benefits applies as an Allowable Expense. 

21-413 Supp. 9-20-04 



11:21 App. EXH. HH DEPT. OF INSURANCE 

Claim Determination Period: A Calendar Year, or ponion of a Calendar Year, during which a [Member] is covered by this [Contract] and at 
least one other Plan and incurs one or more Allowable Expense(s) under such plans. 

Plan: Coverage with which coordination of benefits is allowed. Plan includes: 
a) Group insurance and group subscriber contracts, including insurance continued pursuant to a Federal or State continuation law; 
b) Self-funded arrangements of group or group-type coverage, including insurance continued pursuant to a Federal or State continuation law; 
c) Group or group-type coverage through a health maintenance organization (HMO) or other prepayment, group practice and individual 

practice plans, including insurance continued pursuant to a Federal or State continuation law; 
d) Group hospital indemnity benefit amounts that exceed $150 per day; 
e) Medicare or other governmental benefits, except when, pursuant to law, the benefits must be treated as in excess of°those of any private 

insurance plan or non-governmental plan. 

Plan does not include: 
a) Individual or family insurance contracts or subscriber contracts; 
b) Individual or family coverage through a health maintenance organization or under any other prepayment, group practice and individual 

practice plans; 
c) Group or group-type coverage where the cost of coverage is paid solely by the [Member] except that coverage being continued pursuant to 

a Federal or State continuation law shall be considered a Plan; 
d) Group hospital indemnity benefit amounts of $150 per day or less; 
e) School accident -type coverage; 
t) A State plan under Medicaid. 

Primary Plan: A Plan whose benefits for a [Member's] health care coverage must be determined without taking into consideration the 
existence of any other Plan. There may be more than one Primary Plan. A Plan will be the Primary Plan if either "a" or "b" below exist: 
a) The Plan has no order of benefit detennination rules, or it has rules that differ from those contained in this Coordination of Benefits and 

Services provision; or 
b) All Plans which cover the [Member] use order of benefit determination rules consistent with those contained in the Coordination of 

Benefits and Services provision and under those rules, the plan detennines its benefits first. 

Reasonable and Customary: An amount that is not more than the usual or customary charge for the service or supply as detennined by Us, 
based on a standard which is most often charged for a given service by a Provider within the same geographic area. 

Secondary Plan: A Plan which is not a Primary Plan. If a [Member] is covered by more than one Secondary Plan, the order of benefit 
determination rules of this Coordination of Benefits and Services provision shall be used to detennine the order in which the benefits payable 
under the multiple Secondary Plans are paid in relation to each other. The benefits of each Secondary Plan may take into consideration the 
benefits of the Primary Plan or Plans and the benefits of any other Plan which, under this Coordination of Benefits and Services provision, has 
its benefits determined before those of that Secondary Plan. 

PRIMARY AND SECONDARY PLAN 
We consider each plan separately when coordinating payments. 

The Primary Plan pays or provides services or supplies first, without taking into consideration the existence of a Secondary Plan. If a Plan has 
no coordination of benefits provision, or if the order of benefit detennination rules differ from those set forth in these provisions, it is the 
Primary Plan. 

A Secondary Plan takes into consideration the benefits provided by a Primary Plan when, according to the rules set forth below, the plan is the 
Secondary Plan. If there is more than one Secondary Plan, the order of benefit determination rules determine the order among the Secondary 
Plans. During each Claim Determination Period, the Secondary Plan(s) will pay up to the remaining unpaid allowable expenses, but no 
Secondary Plan will pay more than it would have paid if it had been the Primary Plan. The method the Secondary Plan uses to determine the 
amount to pay is set fonh below in the "Procedures to be Followed by the Secondary Plan to Calculate Benefits" section of this provision. 

The Secondary Plan shall not reduce Allowable Expenses for medically necessary and appropriate services or supplies on the basis that 
precertification, preapproval, notification or second surgical opinion procedures were not followed. 

RULES FOR THE ORDER OF BENEFIT DETERMINATION 

The benefits of the Plan that covers the [Member[ as an employee, member, subscriber or retiree shall be determined before those of the Plan 
that covers the [Member] as a Dependent. The coverage as an employee, member, subscriber or retiree is the Primary Plan. 

The benefits of the Plan that covers the [Member) as an employee who is neither laid off nor retired, or as a dependent of such person, shall be 
determined before those for the Plan that covers the [Member] as a laid off or retired employee, or as such a person's Dependent. If the other 
Plan docs not contain this rule, and as a result the Plans do not agree on the order of benefit determination, this portion of this provision shall be 
ignored. 

The benefits of the Plan that covers the [Member] as an employee. member, subscriber or retiree, or Dependent of such person, shall be 
determined before those of the Plan that covers the [Member) under a right of continuation pursuant to Federal or State law. If the other Plan 
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does not contain this rule, and as a result the Plans do not agree on the order of benefit determination, this portion of this provision shall be 
ignored. 

If a child is covered as a Dependent under Plans through both parents, and the parents are neither separated nor divorced, the following rules 
apply: 
a) The benefits of the Plan of the parent whose birthday falls earlier in the Calendar Year shall be determined before those of the parent 

whose birthday falls later in the Calendar Year. 
b) If both parents have the same birthday. the benefits of the Plan which covered the parent for a longer period of time shall be determined 

before those of plan which covered the other parent for a shorter period of time. 
c) Birthday, as used above, refers only to month and day in a calendar year, not the year in which the parent was born. 
d) If the other plan contains a provision that detennines the order of benefits based on the gender of the parent, the birthday rule in this 

provision shall be ignored. 
If a child is covered as a Dependent under Plans through both parents. and the parents are separated or divorced, the following rules apply: 
a) The benefits of the Plan of the parent with custody of the child shall be determined first. 
b) The benefits of the Plan of the spouse of the parent with custody shall be determined second. 
c) The benefits of the Plan of the parent without custody shall be determined last. 
d) If the terms of a court decree state that one of the parents is responsible for the health care expenses for the child, and if the entity 

providing coverage under that Plan has actual knowledge of the terms of the court decree, then the benefits of that plan shall be determined 
first. The benefits of the plan of the other parent shall be considered as secondary. Until the entity providing coverage under the plan has 
knowledge of the terms of the court decree regarding health care expenses. this portion of this provision shall be ignored. 

If the above order of benefits does not establish. which plan is the Primary Plan, the benefits of the Plan that covers the employee. member or 
subscriber for a longer period of time shall be determined before the benefits of the Plan(s) that covered the person for a shorter period of time. 

Procedures to be Followed by the Secondary Plan to Calculate Benefits 

In order to determine which procedure to follow it is necessary to consider: 
a) the basis on which the Primary Plan and the Secondary Plan pay benefits; and 
b) whether the provider who provides or arranges the services and supplies is in the network of either the Primary Plan or the Secondary Plan. 

Benefits may be based on the Reasonable and Customary Charge (R&C), or some similar tenn. This means that the provider bills a charge and 
the [Member] may be held liable for the full amount of the billed charge. In this section, a Plan that bases benefits on a reasonable and 
customary charge is called an "R&C Plan." 

Benefits may be based on a contractual fee schedule, sometimes called a negotiated fee schedule, or some similar term. This means that 
although a provider, called a network provider, bills a charge, the [Member] may be held liable only for an amount up to the negotiated fee. In 
this section, a Plan that bases benefits on a negotiated fee schedule is called a "Fee Schedule Plan." If the [Member] uses the services of a non-
network provider, the plan will be treated as an R&C Plan even though the plan under which he or she is covered allows for a fee schedule. 

Payment to the provider may be based on a "capitation". This means that then HMO or other plans pays the provider a fixed amount per 
[Member]. The [Member] is liable only for the applicable deductible, coinsurance or copayment. If the [Member] uses the services of a non-
network provider, the HMO or other plans will only pay benefits in the event of emergency care or urgent care. In this section, a Plan that pays 
providers based upon capitation is called a "Capitation Plan." 

In the rules below, "provider" refers to the provider who provides or arranges the services or supplies and "HMO" refers to a health 
maintenance organization plan. 

Primary Plan is R&C Plan and Secondary Plan is R&C Plan 
The Secondary Plan shall pay the lesser of: 
a) the difference between the amount of the billed charges and the amount paid by the Primary Plan; or 
b) the amount the Secondary Plan would have paid if it had been the Primary Plan. 
When the benefits of the Secondary Plan are reduced as a result of this calculation, each benefit shall be reduced in proportion, and the amount 
paid shall be charged against any applicable benefit limit of the plan. 

Primary Plan is Fee Schedule Plan and Secondary Plan is Fee Schedule Plan 
If the provider is a network provider in both the Primary Plan and the Secondary Plan, the Allowable Expense shall be the fee schedule of the 
Primary Plan. The Secondary Plan shall pay the lesser of: 
a) The amount of any deductible, coinsurance or copayment required by the Primary Plan; or 
b) the amount the Secondary Plan would have paid if it had been the Primary Plan. 
The total amount the provider receives from the Primary plan, the Secondary plan and the [Member] shall not exceed the fee schedule of the 
Primary Plan. In no event shall the {Member] be responsible for any payment in excess of the copaymcnt, coinsurance or deductible of the 
Secondary Plan. 

Primary Plan is R&C Plan and Secondary Plan is Fee Schedule Plan 
If the provider is a network provider in the Secondary Plan. the Secondary Plan shall pay the lesser of: 
a) the difference between the amount of the billed charges for the Allowable Expenses and the amount paid by the Primary Plan: or 
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bl the amount the Secondary Plan would have paid if it had been the Primary Plan. 
The !Member! shall only be liable il>r the rnraymcnt. dcductiblc or coinsurance _unucr the Scconuary Plan if the [McmbcrJ has no liability for 
coraymcnt. deductible or coinsurance under the Primary Plan anu the total payments by both the primary and Secondary Plans arc less than the 
provider's billed charges. In no event shall the [Member I be responsible for any payment in excess of the corayment, coinsurance or deuuctiblc 
of the Secondary Plan. 

Primary Plan is Fee Schedule Plan and Secondary Plan is R&C Plan 
If the provider is a network proviuer in the Primary Plan, the Allowable Expense considered by the Secondary Plan shall be the fee schedule of 
the Primary Plan. The Secondary Plan shall pay the lesser of: 
a) The amount of any deductible. coinsurance or copayment required by the Primary Plan: or 
b) the amount the Secondary Plan would have paid if it had been the Primary Plan. 

Primary Plan is Fee Schedule Plan and Secondary Plan is R&C Plan or Fee Schedule Plan 
If the Primary Plan is an HMO plan that does not allow for the use of non-network providers except in the event of urgent care or emergency 
cw-c and the service or supply the [Member) receives from a non-network provider is not considered as urgent care or emergency care. the 
Secondary Plan shall pay benefits as if it were the Primary Plan. 

Primary Plan is Capitation Plan and Secondary Plan is Fee Schedule Plan or R&C Plan 
If the [Member] receives services or supplies from a provider who is in the network of both the Primary Plan and the Secondary Plan, the 
Secondary Plan shall pay the lesser of: 
a) The amount of any deductihlc, comsurancc or copaymcnt required by the Primary Plan: or 
b) the amount the Secondary Plan would have paid if it had heen the Primary Plan. 

Primary Plan is Capitation Plan or Fee Schedule Plan or R&C Plan and Secondary Plan is Capitation Plan 
If the [Member! receives services or supplies from a provider who is in the network of the Secondary Plan, the Secomlary Plan shall be hablc to 
pay the capitation to the provider and shall not be liable to pay the deductihle, coinsurance or copayment imposed by the Primary Plan. The 
[Member] shall not be liable to pay any deductible. coinsurance or copayments of either the Primary Plan or the Secondary Plan. 

Primary Plan is an HMO and Secondary Plan is an HMO 
tr the Primary Plan is an HMO plan that does not allow for the use of non-network providers except in the event of urgent care or emergency 
care and the service or supply the [Member] receives from a non-network provider is not considered as urgent care or emergency care, but the 
provider is in the network of the SC'condary Plan, the Secondary Plan shall pay benefits as if it were the Primary Plan. Except that the Primary 
Plan shall pay out-of-Network services. if any, authorized by the Primary Plan. 

SERVICES OR BENEFITS FOR AUTOMOBILE RELATED INJURIES 

This section will be used to determine a [Member's I coverage under this Contract when services are provided or expenses arc incurred as a 
result of an automobile related Injury. 

Defini lions 
"Automobile Related Injury" means bodily Injury sustained by a [MembcrJ as a result of an accident: 
a) while occupying. entering. leaving or using an automobile: or 
b) as a pedestrian: 

caused by an automobile or by an object propelled by or from an automobile. 

·'Allowable Expense" means a medically necessary. reasonable and customary item of expense covered at least in ran as an eligible expense or 
eligible services by: 
a) this Contract: 
bl PIP:or 
c) OSAIC. 

"Eligible Services or Expenses" means services or expenses provided for treatment of an Injury which is covered under this Contract without 
applicallon of Cash Deductihles and Copayments. if any or Coinsurance. 

··out-of-State Automobile Insurance Coverage" or "OSAIC'' means any coverage l<ir medical expenses under an automobile insurance policy 
other than PIP. OSAIC includes automobile insurance policies issued in another swte or jurisdiction. 

·'PIP" means personal injury protection coverage provided as part of an autDmobi!t: insurance policy issued in New Jersey. PIP refers 
specifically to provisions for medical expense coverage. 

Determination of primary or secondary coverage. 
This Contract provides scrnndary coverage to PIP unless health coverage has hct'n t'kctcd as primary coverage by or for the iMcrnherl under 
this Contract This clcct1011 is made hy the named insured under a PIP pDliey. Such election affects that person ·s family members who arc not 
themsdves named insureds under anothn automobile policy. This Contract may be primary for one I Member!. hut not for another if the person 
has a separate autom11bile policy and has made uiffcrent selection rc/!anling primacy of health coverage. 
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This Contract is seconJary to OSAJC. unless the OSAIC contains provisions which make it secondary or excess to the Contractholder·s plan. ln 
that case this Contract will be primary. 

If there is a dispute as to which policy is primary. this Contract will pay benefits or provide services as if It were primary. 

Senices and Benefits this Contrnct will provide if it is primary to PIP or OSAIC. 
If thts Contract is primary to PIP or OSAIC it will provide services and benefits for eligible expenses in accordance with its terms. 

The rules of the COORDINA TIO"I OF BENEl<Tl'S A"ID SERVICES section of this Contract will apply if: 
a) the [Member] is insured or covered for services or benefits under more than one insurance plan; and 
b) such insurance plans or HMO Contracts are primary to automohile insurance coverage. 
Benefits this Contract will pay if it is secondary to PIP or OSAIC. 
If this Contract is secondary to PIP or OSA IC the actual benefits payable will he the lesser of: 
a) the allowable expenses left uncovered after Pl? or OSAJC has provided coverage after applying Cash Deductibles and Copayments. or 
h) the equivalent value of services if this Contract had been primary. 

Medicare 
If the [Non-Network I benefits under this Contract supplement coverage under Medicare it can be primary to automobile insurance only to the 
extent that Medicare is primary to automobile insurance. 

GENERAL PROVISIONS 

AFFILIATED COMPANIES 
If the Contractholder asks Us in writing to include an Affiliated Company under this Contract. and We give written approval for the inclusion, 
We will treat Employees of that company like the Contractholder's Employees. Our written approval will include the starting date of the 
company's coverage under this Contract. But each eligible Employee of that company must still meet all the terms and comlillons of this 
Contract before becoming covered. 

An Employee of the Contractholdcr and one or more Affiliated Companies will he considered an Employee of only one of those Employers for 
the purpose of this Contract. Thal Employee's service with multiple Employers will be treated as service with that one. 

The Contractholder must notify Us in writing when a company stops being an Affiliated Company. As of this <late. this Contract will be 
considered to end for Employees of that Employer. This applies to all of those Employees except those who. on the next day, arc employed by 
the Contractholder or another Affiliated Company as eligible Employees. 

AMENDMENT 
The Contract may he amended. at any time. without a [Member's] consent or that of anyone else with a beneficial interest in it. The 
Contractholder may change the type of coverage under this Contract at any time by notifying Us in writing. 

We may make amendments to the Contract upon 30 days· notice to the Contractholdcr, and as provided in (b) and (c) below. An amendment 
will not affect benefits for a service or supply furnished before the date of change: and no change to the benefits under this Contract will be 
made without the approval of the Board. 

Only Our officers have authority: to waive any conditions or restrictions of the Contract. to extend the time in which a Premium may he paid. to 
make or change a Contract, or to bind Us by a promise or representation or by information given or received. 

No change in the Contract is valid unless the change is shown in one of the following ways: 
a) it is shown in an endorsement on it ,igned by one of Our officers. 
b) if a change has been automatically made to satisfy the requirements of any state or federal law that applies to the Contract, as provided in 

the section of this Contrnct called Conformity With Law, it is shown in an amendment to it that is signed by one of Our officers. 
c) if a change is required by Us. it is acccpteJ by the Contractholdcr. as evidenced by payment of a Premium on or after the effective date of 

such change. 
<l) if a written request for a change is made by the Contraetholder. it is shown in an amendment to it signed by the Contractholder and by one 

of Our officers. 

ASSIGNMENT 
No assignment or transfer hy the Contractholdcr or [Member! of any of the Contractholdcr's or [Memhcr'sj interest. as appropriate. under this 
Contract is valid unless We consclll thereto. 

CLERICAL ERR.OR - MISSTATEMENTS 
No clerical error nor programming or systems error hy the Contractholder or by Us in keeping any records pertaining to rnvcragc under this 
Contract will redm:e a !Member's! Coverage. Neither will delays in making entries on those records reduce it. However. if We discover such an 
error or delay. a fair adjustment of Premiums will be made. 
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Except as <lcscrihcd m the Premium Amounts section. premium adjustments involving return of unearned premium to the Contracthol<lcr will 
be lirn.itcd to the period or 12 months preceding the date of Our receipt of satisfactory evidenl·e that such adjustments should be made. 

If the age or an Employee. or any uthcr relevant racts. arc found to have been misstated, and the premiLrms are thereby affected. an equitable 
adjustment of premiums will be made. If such misstatement involves whether or not the person's coverage would have hccn accepted hy Us. 
subject to this Contract's Incontestability section, the true facts will he used in determining whether coverage is in force under the terms of this 
Contract.. 

CONFORMITY WITH LAW 
Any provisron of this Contract which. is in conflict with the laws of the State of New Jersey, or with Federal law, shall be construed and applied 
as if it were in full compliance with the minimum requirements of such State law or Federal law. 

CONTI!'.1.JING RIGHTS 
Our failure to apply terms or conditions docs not mean that We waive or give up any future rights under this Contract. 

EMPLOYEE'S EVIDENCE OF COVERAGE 
We will give the Contractholdcr an individual evidence of coverage to give each covered Employee. It will describe the Employee's coverage 
under this Contract. It will include: 
a. to whom We provide services and supplies or pay benefits; 
b, any protection and rights when the coverage ends: and 
c. claim rights and requirements. 

In the event this Contract is amended. and such amendment affects the material contained in the evidence of coverage, a rider or revised 
evidem:e of coverage retlecting sucli amendment will be issued to the Contractholder for delivery to affected Employees. 

GOVERNING LAW 
This entire Contract is governed hy the laws of the State of New Jersey. 

INCONTESTABILITY OFTIIE CONTRACT 
There will be no contest of the validity of the Contract. except for not paying premiums. after it has been in force for two years. 

No statement in any application, except a fraudulent statement. made by the Contractholder or by a [Member! covered under this Contract shall 
be used in contesting the validity of his or her coverage or in denying benefits after such coverage has been in force for two years during the 
person's lifetime. Note: There is no time limit with respect to a contest in connection with fraudulent statements. 

LIMITATION ON ACTIONS 
No action at law or in equity shall be brought to recover on the Contract until 60 days after a [Member] files written proof of loss. No such 
action shall be brought more than three years after the end of the time within which proof of loss is required. 

NOTICES AND OTHER INFORMATION 
Any notices, documents. or other inl'ormation under the Contract may be sent by United States Mail, postage prepaid. addressed as follows: 

If to Us: To Our last address on record with the Contractholder. 

If to the Contractholder: To the last address provided by the Contractholder on an enrollment or change of address form actually delivered to 
Us. 

If to a JMcmherl: To the last addres~ provided by the [Member] on an enrollment or change of address form actually delivered to Us. 

OFFSET 
We reserve the right. before paying [Non-Network I benefits to a [Member I. to use the amount of payment due to offset a [Non-Network I claims 
payment previously made in error. 

OTHER RIGHTS 
We arc only required to provide hendits to the extent stated tn this Contra<.:t, its rid<:rs and atta<.:hments. We have no other liahility. 

!Network I Services and suppl res are to be provided in the most cost-effective manner practicahlc as Determined hy Us. 

We reserve the right to use Our suhsid1arics. affiliates. or appropriate employees or companies in administering this Contract. 

We reserve the right to modify or replace an erroneously issued Contract. 

Information in a !Member's] applicat1nn may m>t he useu by Us to void his or her rnveragc under this Contract or in any legal action unless the 
application or a duplicate of it is attaclled tP the Evidence of Coverage issued to a [MemherJ. or has hcen mailed to a [Member! for attachment 
to his or her Evidence or Coverage. 
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PARTICIPATION REQUIREMENTS 
At least [75'i!-J of the Employees elig1hlc for insurance rnust he enrolled for coverage. If an cligihle Empl_uycc is not covered hy this Contr<1.cl 
hc1:ause: 
a the Employee is covereu as a Dcpcnuent unuer a spouse's coverage, other than inuividual coverage: 
h. the Employee is covered under any fully-insured Health Benefits Plan offcreu hy the Contractholder: 
c. the Employee is covereu under Medicare: or 
d. the Employee is covered under another group health hencfits plan. 

We will count this person as being covered by this Contract for the purposes of satisfying participation requirements. 

PREMIUM AMOUNTS 
The Premium uuc on each Prcmiulll Due Dale is the sum of the Premium charges fur the coverage provided under this Contract. Those charges 
are Determined from the Premium rates then in effect and the Employees and Dependents then covered. 
If one or more of the premiums paid indude charges for an Employee [and or Dependent] whose coverage has ended before the due date of that 
premium, We will not be required to refund more than the premiums paid for the two months prior to the date We receive written notice from 
the Contractholder that the Employee's [and or Dependent's] coverage has ended, provided no claims have been incurred during that period. If 
claims have been incurred during the period prior to Our receipt of written notice that the Employee [and Dependent's] coverage has ended. We 
shall not be required to refund premium to the Policyholder. 

PAYMENT OI<' PREMIUMS - GRACE PERIOD 
Premiums are to be paid by the Contractholder lo Us. They arc due on each Premium Due Date stated on the first page of the Contract. The 
Contractholder may pay each Premium other than the first within 31 days of the Premium Due Date. Those uays arc known as the grace period. 
The Contractholder is liable to pay Premiums to Us from the first day the Contract is in force. 

[REINSTATEMENT 
If the premium has not been paid before the end of the grace period. this Contract automatically terminates as of the last <lay of the grace period. 
The Contractholder may make written request to Us that the Contract be reinstated. If We accept the request for reinstatement. the 
Contractholder must pay all unpaiu premiums back to the date premium was last paid. Such payment is subject to the premium rate then in 
effect and to [the payment of the reinstatement fee as established by Us.] [an interest charge, determined as a percentage of the unpaid amount.] 
The percentage will be detcrmineu by Us but will not be more than the maximum percentage allowed by law.] 

PREMIUM RA TE CHANGES 
The Premium rates in effect on the Effective Date arc shown in the Schedule of Premium Rates and Classification section of the Contract. 
We have the right to prospectively change Premium rates as of any of these dates: 
a) any Premium Due Date: 
b) any date that an Employer becomes. or ceases to be, an Affiliated Company. 
c) any date that the extent or nature of the risk under the Contract is changed: 
•by amendment of the Contract: or 
•hy reason of any provision nf law or any government program or regulation; 
d) at the discovery of a clcric"'l error or misstatement as descrihed below. 

We will give You 60 days written notice when a change in the Premium rates is made. 

RECORDS - INFORMATION TO UE J<'URNISIIED 
We will keep a record of the [Members I. It will contain key facts about their coverage. 

At the times set by Us, the Contra1:tholder will send the data required by Us to perform its uuties under this Contract. and to Determine the 
premium rates and certify status as a Small Employer. All records of the Contracthol<ler which bear on this Contract must he open to Us for Our 
inspection at any reasonable ti me. 

We will not have to perform any duty that depends on ~uch data before it is received in a form that satisfies Us. The Contractholdcr may correct 
incorrect data given to Us. if We have nut been harmeu hy acting on it. A person's coverage unucr this Contract will not be made invalid by 
failure of the Contraetholder. due to clerical error. to record or report the Employee for coverage. 

The Contractholder will furnish Us the Employee [and DepenuentsJ eligibility requirements of this Contract that apply on the Effective Date. 
Subject to Our approval. those requnemcnts will apply to the Employee faml Dependent I coverage under this Contract. The Contractholdcr will 
notify Us of any change in the eligibility requirements of this Contract. but no such change will apply to the Employee [or Dependent I coverage 
under this Contract unless approved in advance hy Us 

The Contractholder will notify Us of any c\·cnt. incluuing a change in eligihility. that causes termination nf a [Member's] coverage 
immediately. or in no event later than the last day or the month in which the event occurs. Our liability to arrange or prnv1dc hcncf1ts for a 
person ceases when the person's wvcragc enu, under this Contract. [It' the Contractlmlucr fails to notify Us as prnviucu :1hovc. We will he 
entitled to reimhursement from the Colllractholucr or any benefits paiu tD any person after the person's coverage shoulu have ended.] 

TERM OF THE co:s;TRACT - RE~EWAL PRIVILEW<'.-TERI\.IINATIO:o.; 
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This Contr,.ll:l is issued for a lcrm of one ( I J year from the Effective Date shown on the first page of this Contract. All Contract Years an<l 
_Contract Months will he cukulatcd from the Effective Date. Plan Ye;irs will he measured as stated in tbc definition of Plan Year. All periods of 
insurance hereunder will begin and end at 12:01 am. Eastern Standard Tim..: at the Cuntractholder·s place of business. 

The Contractholdcr may renew this Conlract for a further term of one (I) year. on the first and each subsequenl Con1ract Anniversary. All 
renewals are subject to the payment of premiums then due, computed as provided in this Contract's Premium Amounts section and to the 
provisions stated below. 

We have the right to non-renew this Contract on the Contract Anniversary following the date the Contractholder no longer meets the 
requirements of a Small Employer as defined in this Contract. The Contractholder must certify to Us the Contractholder's status as a Small 
Employer every year. Certification must be given to Us within IO days of the date We request it. If the Contractholdcr fails to do this. We retain 
the right to non-renew this Contract as of the Contractholder's Contract Anniversary. 

We have the right to non-renew this Contract on the Contract Anniversary date following 180 days advance wrillen notice to the Contractholdcr 
for the following reasons: 
a) subject to the statutory notification requirements. We cease to do business in the small group market; 
b) subject to the statutory notification requirements. We cease offering and non-renew a particular type of Health Benefits Plan in the small 

group market; or 
c) the Board terminates a standard plan or a standard plan option. 

We have the right to non-renew this Contract on the Contract Anniversary Date subject to 60 days advance wrillen notice to the Contractholder 
for the following reasons: 
a) the Contractholder moves outside the state of New Jersey; 
b) less than [75'K] of the Contrnctholder's eligible Employees arc covered by this Contract. If an eligihlc Employee is not covered by this 

Contract because: 
I. the Employee is covered as a Dependent tmder a spouse's coverage, other than individual coverage: or 
2. the Employee is covered under any fully-insured Health Benefits Plan offered by the Contractholdcr; 
3. the Employee is covered under Medicare: or 
4. The employee is covered under another group health benefits plan. 
We will count that Employee as being covered by this Contract for purposes of satisfying participation requirements: 

c) the Contractholder docs not contribute at least IO'k of the annual cost of the Contract; or 
d) the Contractholder ceases membership in an association or multiple employer trust. but only if coverage is terminated uniformly. without 

regard to any Health Status-Related Factor relating to any Member 

If any premium is not paid by the end of its grace period, this Contract will automatically end when that period ends. The Contractholder may 
write to Us, in advance. to ask that this Contract be ended at the end of the period for which premiums have been paid or al any time during the 
grace period. We arc not required to honor a request. for a retroactive termination of this Contract. For prospective termination requests, this 
Contract will end on the date requested. The Contractholder is liable to pay premiums to Us for the time this Contract is in force. We shall give 
notice of the date of termination to the Contractholdcr no more than 30 days following the date of the termination. 

Immediate cancellation will occur if the Contractholder has performed an act or practice that constitutes fraud. or made an intentional 
misrepresentation of material fact under the terms of this Contract. 

THE CONTRACT 
The entire Contract consists of: 
la) the forms shown in the Table of Contents as of the Effective Date: 
b)J the Contractholder's application. a copy of which is attached to the Contract: 
[c)J any riders, [endorsements I or amendments to the Contract: and 
[d)\ the individual applications. if any. of all [MembersJ. 

Information in a Contractholder's application may not be used by Us to void this Contract or in any legal action unless the application or a 
duplicate of it is attached to this Contract or has been furnished to the Contractho\der for attachment to this Contrac.:t. 

No statement will void the coverage. or be used in defense or a claim under this Contract, unless it is contained in a writing signed by a 
!Member]. and We furnish a copy to the !Member]. 

/\II statements will be deemed representations and not warranties. 

WORKERS' COl\.IPENSATION 
The health benefits provided under lhis Contract arc not in place of. and do not affect requirements for t:ovcragc by Workers· Compensation. 

CLAIMS PROVISIONS APPLICABLE TO LNON-NETWORK] BE'.'iEFITS 

A claimant's right to make a claim for any hcncfils pwvidcd hy thi, Conlrac·t is ,!Ovcrned as follows: 

!l'iOTICE OF LOSS 
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A Llai111anl should send a written notice of claim to Us within 20 days of a loss 0/o special form is required to dD this. The notice need only 
identify the claimant and the C'ontractholder. 

When We receive the notke, We will send a proof of claim frirm to the claimant. The claimant should receive the proof of claim ltmn within I:\ 
days of the date We received the notice of claim. If the form is received within such time, it should be completed, as instructed, by all persons 
required to do so. Additional proof. if required, should be attached to the form. If the form is not received within such time. the claimant may 
provide written proof of claim to Us on any reasonable form. SL1ch proof must state the date the Injury or Illness began and the nature and 
extent of the loss. I 

PROOF OF LOSS 
Proof of loss must be sent lo Us within 90 days of the loss. 

If a notice or proof is sent later than 90 day of the loss, We wil I not deny or reduce a claim if the notice or proof was sent as soon as possible. 
PAYMENT OF CLAIMS 
We will pay all benefits to which the claimant is entitled as soon as We receive writlcn proof of loss. All benefits will he paid as they accrue. 
Any benefits unpaid at the !Member's! death will be paid as soon as We receive due proof of the death to one of the following: 
a) his or her estate: 
b) his or her spouse: 
c) his or her parents; 
d) his or her children; 
e) his or her brothers and sisters: or 
f) any unpaid provider of health care services. 

When an Employee files proof of loss, he or she may direct Us, in writing. to pay health care benefits to the recognized provider of health care 
who provided the covered service for which benefits became payable. [For covered services from an eligible Facility or Practitioner, We will 
Determine to pay either the [Member] or the Facility or the Practitioner.] The Employee may not assign his or her right to take legal action 
under this Contract to such provider. 

PHYSICAL EXAMS 
We, at Our expense have the right to examine the [Member]. This may be <lone as often as reasonably neede<l to process a claim. We also have 
the right to have an autopsy performed. at Our expense. 

CONTINUATION RIGHTS 

COORDINATION AMONG CONTINUATION RIGHTS SECTIONS 

As used in this section, COBRA means the Consolidated Omnibus Budget Reconciliation Act of 1985 as enacted, and later amended. 

A !Member] may be eligible to continue his or her group health benefits under this Contract's COBRA CONTINUATION RIGHTS (CCR) 
section and under other continuation sections of this Contract at the same time. 

Continuation Under CCR and NEW JERSEY GROUP CONTINUATION RIGHTS (NJGCR): If a [Member] is eligible to continue his or 
her grnup health benefits under both this ContraCL's CCR and NJGCR sections, he or she may elect to continue under CCR, but cannot continue 
under NJGCR. 

Continuation Under CCR and any other continuation section or this Contract: 

If a [Member] elects to continue his or her group health benefits under both this Contract's CCR and NJGCR. the continuations: 
a) start at the same time: 
b) run concurrently: and 
c) cn<l independently on their own terms. 

While covered under more than one continuation section. the !McmhcrJ: 
a) will not be entitled to duplicate benefits; and 
bl will not be suhject to the premium requirements of more than one section at the same time. 

AN IMPORTANT NOTICE ABOUT CONTINUATION RIGHTS 

The following COBRA CONTINUATION RIGHTS section may not apply to the Employer's plan. The Employee must contact his or 
her Employer to !ind out if: 

a) the Employer is suhject to the COBRA CONTINUATION RIGHTS section, in which case; 
h) the section applies to the Employee. 
((~enerally applies to employer groups with 20 or more employees.) 

Important Notice 
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Under this section. "Qualified Continuee·· means any person who. on the uay hel'ore any event which would qualify him or her for continuation 
under this section. 1s covered for group health benefits under this Contract as: 
a) an active. covered Employee: 
b) the spouse of an active. covered Employee; or 
cl the Dependent child of an active. covered Employee. Except as statcu hclow. any person who becomes covercu under this Contract during 

a continuation provided by this section is not a Qualified Continuee. 
Exception: A child who is born to the covered Employee. or who is placeu for adoption with the covered Employee <luring the continuation 
provided hy this section is a Qualit'ied Continuee. 

If An Employee's Group Health Benefits Ends 
If an Employee's group health benefits end due to his or her termination of employment or reducuon of work hours. he or she may elect to 
continue such henefits for up to l 8 months. unless 
a) he or she was terminated due to gross misconduct 
A Qualified Continuee may elect to continue coverage under COBRA even if the Qualified Continuee: 
a) is covered un<ler another group plan on or before the date of the COBRA election; or 
b) is entitled to Medicare on or before the <late of the COBRA election. 

The continuation: 
a) may cover the Employee and any other Qualified Continuee: and 
b) is subject to the When Continuation Ends section. 

Extra Continuation for Disabled Qualified Continuees 
If a Qualified Continuee is determined to be disabled under Title JI or Title XVI of the United States Social Security Act on the <late his or her 
group health benefits would otherwise end due to the Employee's termination of employment or reduction of work hours or during the first 60 
days of continuation coverage. he or she and any Qualified Continuee who is not disabled may elect to extend his or her 18 month continuation 
period above for up to an extra 11 months. 

To elect the extra 11 months of continuation, the Qualified Continuee must give the Employer written proof of Social Security's determination 
of his or her disability before the earlier of: 
a) the end of the 18 month continuation period; and 
b) 60 days after the date the Qualified Continuee is determined to be disabled. 

If. during this extra 11 month continuation period. the Qualified Continuee is determined to be no longer disabled under the Social Security 
Act, he or she must notify the Employer within 30 days of such determination. an<l continuation will end, as explained in the When 
Continuation Ends section. 

An additional 50% of the total premium charge also may be required from the Qualified Continuee by the Employer during this extra 11 month 
continuation period. 

If An Employee Dies While Covered 
If an Employee dies while covered. any Qualified Continuee whose group health benefits would otherwise end may elect to continue such 
benefits. The continuation can last for up to 36 months. subject to the When Continuation Ends section. 

If An Employee's Marriage for Domestic Partnership] Ends 
If an Employee's marriage ends due to legal divorce or legal separation for termination of the domestic partnership). any Qualified Continuee 
whose group health benefits would otherwise end may elect to continue such benefits. The continuation can last for up to 36 months. subject to 
the When Continuation Ends section. 

If A Dependent Loses Eligibility 
lf a Dependent child's group health benefits end due to his or her loss of dependent eligibility as uelined in this Contract. other than the 
Employee's coverage ending. he or she may elect to continue such benefits. However. such Dependent child must be a Qualified Continuee. 
The continuation can last for up to 36 months. subject to When Continuation Ends. 

Concurrent Continuations 
lf a Dependent elects l\l conllnue his or her group health benefits due to the Employee· s termination of employment or reduction of work hours. 
the Dependent may elect lo extend his or her 18 month continuation periou lo up to 36 months. if during the 18 month continuation period. 
either: 
a) the Dependent hecomcs cligihle for 36 months of gmup hcuhh hcnefits due 10 any or the reasons stated above: or 
b) the Employee becomes entitled to Medicare. 

The 36 month continuation pcrilll.l starts on the date the 18 month continuation rcno<l started. and the two continuation periods will be deemed 
lo have run concurrently. 

Special Medicare Rule 
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Except as staled below. the "special rule" applies to Dcpen<lcnts or an Employee when the Employee he<.:omcs entitled to Medicare prior 10 
termination of employment or rcJuction in work hours. Th<;_ continuation period for a Dcpcnd.cnt upon the Employee's subsequent termination 
of employment or rcdu<.:tior, in \\llfk hour~ will be the longer of the following: 
a) 18 months from the <late of the Employee's termination of employment or reduction in work hours: or 
b) 36 months from the date of the Employee-s earlier entitlement to Medicare. 

Exception: If the Employee becomes entitled to Medicare more than 18 months prior to termination of employment or reduction in work hours. 
this ''spedal rule" will not apply. 

The Qualified Continuee's Responsibilities 
A person eligible for continuation under this section must notify the Employer, in writing. of: 
a) the legal <l1 vorce or legal separation [or termination of the domestic partncrshipJ of the Employee from his or her spouse; or 
b) the loss of dependent elig1hility. as defined in this Contract. of a covered Dependent child. 

Such notice must be given to the Employer within 60 days of either of these events. 
The Employer's Responsibilities 
The Employer must notify the Qualified Continuee, in writing, of: 
a) his or her right to continue this Contract's group health benefits: 
b) the monthly premium he or she must pay to continue such benefits; and 
c) the times and manner in which such monthly payments must he made. 

Such written notice must be given to the Qualified Continuee within 44 days of: 
a) the date a Qualified Continuee's group health benefits would otherwise end due to the Employee's death or the Employee's termination of 

employment or reduction of work hours: or 
b) the date a Qualified Continuee notifies the Employer. in writing, of the Employee's legal divorce or legal separation [or termination of the 

domestic partnership] from his or her spouse. or the loss of dependent eligibility of a covered Dependent child. 

The Employer's Liability 
The Employer will be liable for the Qualified Continuee · s continued group health hencfits to 1he same extent as. and in place of. Us. if: 

a) the Employer fails to remit a Qualified Continuee's timely premium payment to Us on time. thereby causing the Qualified Continuee's 
continued group health benefits to end; 

b) the Employer fails to notify the Qualified Continuee of his or her continuation rights. as described above. 

Election of Continuation 
To continue his or her group health henelits. the Qualified Continuce must give the Employer written notice that he or she elects to continue. 
An election by a minor Dependent Child can he made by the Dependent Child's parent or legal guardian. This must be done within 60 days of 
the date a Qualified Continuce receives notice of his or her continuation rights from the Employer as described above. And the Qualified 
Continucc must pay the first month's premium in a timely manner. 

The subsequent premiums must be paid to the Employer. by the Qualified Continuec. in advance, at the times and in the manner specified by 
the Employer. No further noti<.:e of when premiums are due will be given. 

The monthly premium will be the total rate which would have been charged for the group health benefits had the Qualified Continuee stayed 
covered under this Concra<.:t on a regular basis. It includes any amount that would have been paid by the Employer. Except as explained in the 
Extra Continuation for Disabled Qualified Continuees section. an additional charge of two percent of the total premium charge may also be 
required by the Employer. 

If the Qualified Continuec fails to give the Employer notice of his or her intent to continue, or fails lo pay any required premiums in a timely 
manner. he or she waives his or her continuation rights. 

Grace in Payment of Premiums 
A Qualified Continucc·s premium payment is timely if. with respect to the first payment after the Qualified Continuee elects to continue. such 
payment is made no later than 45 days after such election. In all olher cases, such premium payment is timely if it is made within 31 days of the 
specified date. 

Ir timely payment 1s made 10 the plan in an amount that is not significantly less than the amount the Employer requires to be paid for the period 
of coverage. then the amount pa1<l is deemed to sutisfy the Employer's requirement for the amount that mu~t he paid. unless the plan notifies the 
Qualified Continuec or the amount 01· the deficiency and grants an additional 30 days for payment of the deficiency to he made. An amount is 
not significantly less than the amount the Employer requires to he paid 1·or a period of coverage if and only 1r the shllrtfall is no greater than the 
lesser of the following two amounts: 
a) Fifty dollars (or such nther amount as the Commissioner may provide in a revenue ruling. notice. m other guidance published in the 

Internal Revenue Code Bulletin): or 
h) Ten perccnl or the amount the plan requires to he paid. 

Payment is rnnrnlcrcd as made on the date on which it is sent to the Employer. 
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When Continuation Ends 
A Qualiticd Continucc·s rnn1i11ucd group health benefits end on the first of the following: 

I. with respect to continuation upon the Employee·s termination of employment or reduction of work hours. the encl of the 18 month period 
which starts on the date the group health benefits would otherwise encl; 

II. with respect to a Qualified Continuee who has elected an additional 11 months of continuation due to his or her own disability or the 
disability of a family member. the earlier of: 

A. the end of the 29 month period which starts on the date the group health hcnefits would otherwise end: or 
B. the first day of the month which coincides with or next follows the date which is 30 days after the elate on which a final determination is 

made that a disabled Qualified Continuee is no longer disabled under Title II or Title XVI of the Social Security Act; 
Ill. with respect to continuation upon the Employee·s death. the Employee·s legal divorce or legal separation for termination of the domestic 

partnership!. or the end of a covered Dependent's eligibility. the end of the 36 month period which starts on the date the group health 
benefits would otherwise end: 

IV. with respect to a Dependent whose continuation is extended due to the Employee's entitlement to Medicare, the end of the 36 month 
period which starts on the date the group health benefits would otherwise end; 

V. the date this Contract ends: 
VI. the end of the period for which the last premium payment is made: 
VII. the date he or she becomes covered under any other group health plan which contains no limitation or exclusion with respect to any Pre-

Existing Condition of the Qualified Continuee or contains a pre-e11isting conditions limitation or exclusion that is eliminated through the 
Qualified Continuee·s total period of Creditable Coverage: 

VIII. the date he or she becomes entitled to Medicare: 
IX. termination of a Qualified Continuee for cause (e.g. submission of a fraudulent claim) on the same basis that the Employer terminates 

coverage of an active employee for cause. 

NEW JERSEY GROUP CONTINUATION RIGHTS 

Important Notice 

If An Employee's Group Benefits End 
If an Employee's health coverage end due to termination of employment for a reason other than for cause. or reduction of work hours to below 
25 hours per week, he or she may elect to continue such benefits for up to 12 months, subject to the When Continuation Ends section. At the 
Employee's option. he or she may elect to continue health coverage for any of his or her then covered Dependents whose coverage would 
otherwise end at this time. If an Employee acquires one or more Dependents after the continued health coverage begins, he or she may elect to 
add such Newly Acquired Dependents to the continued coverage for the remaining period of continued health coverage. In order to continue 
health coverage for his or her Dependents, the Employee must elect to continue health coverage for himself or herself. 

What the Employer Must Do 
At the time of tennination of employment or reduction of work hourn. the Employer must notify the Employee. in writing. of: 

a) his or her right to continue this Contract's group health benefits: 
b) the monthly premium he or she must pay 10 continue such benefits: and 
c) the times and manner in which such monthly payments must he made. 

What The Employee Must Do 
To continue his or her health covcr.ige, the Employee must send a written request to the Employer within 30 days of the date of termination of 
employment or reduction of work hours. The Employee must also pay the first month"s premium. The first premium payment must be made 
within 30 days of the date the Employee elects continuation. 

The subsequent premiums must be paid to the Employer, by the Employee, in advance. at the times and in the manner We specify. 

The monthly premium will be the total rate which would have been charged for the small group benefits had the Employee stayed covered 
under this Contract on a regular ba,is. It includes any amount that the Employer would have paid. And an additional charge of two percent of 
the total premium may be charged for the continued coverage. 

If an Employee fails to give the Employer notice that he or she elects to continue. or fails to make any premium payment in a timely manner. he 
or she waives his or her continuation rights. All premium payments. e11cept the first, will be considered timely 1r they arc made within 31 clays 
of the specified due r..latcs. 

The Continued Coverage 
The Employee's continued wvcragc will he identical to the coverage he or she had when covered under this Co111ract on a regular hasis. Any 
modifications mar.le under this ConlrnL"I \\ill apply to similarly situated continuees. We do not ask for pwor or insurability in order for an 
Employee to continue. 

\,Vlu.·n Continuation Ends 
A I Member's I continued hl'aith covc·rai;c cnr.l on the t"irst of the following: 
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a) the date which is 12 month~ from the date the small group benefits would otherwise.end: 
b) ll1e date the [Member! becomes eligible for Medicare: 
c) the end of the period for which the last premium payment is made; 
d) the date the I Member/ becomes covered under another group medical plan which contains no limitation or exclusion with respect to any 

Pre-Existing Condition of the !Member!: 
e) with respect to a !Member! who becomes covered under another group medical plan which contains a limitation or exclusion with respect 

to a Pre-Existing Condition lll' the !Member!. the date such limitation or exclusion ends: 
f) the date the Emplnycr no longer provides any health benefit plans for any of the Employer's Employees or their eligible Dependents: or 
g) with respect to a Dependent. the date he or she is no longer an eligible Dependent as defined in this Contract. 

A TOTALLY DISABLEU EMPLOYEE'S RIGHT TO CONTINUE GROUP HEALTH BENEFITS 

If An Employee is Totally Disabled 
An Employee who is Totally Disabled and whose group health benefits end because his or her active employment or membership in an eligible 
class ends due lo that disability, can elect to continue his or her group health benefits. But he or she must have been covered by this Contract for 
at least three months immediately prior to the dale hi~ or her group health benefits ends. The continuation can cover the Employee, and at his or 
her option, his or her then covered Dependents. 

How And When To Continue Coverage 
To continue group health benefits. the Employee must give the Employer written notice that he or she elects to continue such benefits. And he 
or she must pay the first month· s premium. This must be done within 31 days of the date his or her coverage under this Contract would 
otherwise end. 

Subsequent premiums must be paid to the Employer monthly. in advance. al the times and in the manner specified by the Employer. The 
monthly premium the Employee must pay will be the total rate charged for an active Full-Time Employee, covered under this Contract on a 
regular basis, on the date each payment is due. It includes any amount which would have been paid by the Employer. 

We will consider the Employee's failure to give notice or to pay any required premium as a waiver of the Employee's continuation rights. 

If the Employer fails. after the timely receipt of the Employee's payment. to pay Us on behalf of such Employee. thereby causing the 
Employee's coverage to end: then such Employer will be liable for the Employee's benefits, to the same extent as. and in place of, Us. 

When This Continuation Ends 
These continued group health benefits end on the first of the following: 
a) the end of the period for which the last payment is made. if the Employee slops paying. 
b) the date the [Member] becomes employed and eligible or covered for similar benefits by another group plan, whether it be an insured or 

uninsured plan: 
c) the date this Contract ends or is amended to end for the class of Employees Lo which the Employee belonged: or 
d) with respect to a Dependent, the date he or she slops being an eligible Dependent as defined in this Contract. 

AN EMPLOYEE'S RIGHT TO CONTINUE GROUP HEALTH BENEFITS DURING A FAMILY LEAVE OF' ABSENCE 

Important Notice 
This section may not apply to an Employer's plan. The Employee must contact his or her Employer to find out if: 
a) the Employer must allow for a leave of absence under Federal law in which case; 
b) the section applies to the Employee. 

If An Employee's Group Health Coverage Ends 
Group health coverage may end for an Employee because he or she ceases Full-Time work due to an approved leuvc of absence. Such leave of 
absence must have been granted to allow the Employee to care for a sick family member or after the birth or adoption of a child. If so. his or her 
mcdicul care coverage will be continued. Dependents· coverage may also he continued. The Employee will he required to pay the same share of 
premium as before the leave of absence. 

When Continuation Ends 
Coverage may continue until the earliest of: 
a) the date the Employee returns lo Full-Time work: 
b) the end nf a total period of ! 2 weeks in any 12 month pcriur.J. 
c) the dale on which the Empluycc·s coverage would have ended had the Emr,loyce not been 011 leave: or 
d) the end of 1hc period for which the rremium has hecn p:1id. 

IA DEPENDENT'S RWHT TO CONTINUE GROUP IIEALTII BEi'iEFITS 

! 1· an Employee dies. any of his or her DcrcndL'nts who were covered unr.Jcr this Contract may elect to ct>ntinuc ctivcrngc. Subject lo tht: 
payment of the required premium. coverage may k continued until tk earlier of: 
a) 180 days following the date of the Employee·, death: or 
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bl the date the Dependent is no 11,nger cligihlc under the terms uf this Contract.] 

(CONVERSION RIGHTS FOR DIVORCED SPOUSES 

IF AN EMPLOYEE'S MARRIAGE [OR DOMESTIC PARTNERSHIP] ENDS 

If an Employee· s marriage ends by legal divorce or annulment [or termination of the domestic partnership]. the group health coverage for his or 
her former spouse ends. The former spouse may convert to an individual contract during the conversion period. The former spouse may cover 
under his or her individual contract any of his or her Dependent children who were covered under this Contract on the date the group health 
coverage ends. See Exceptions below. 

Exceptions 
No former spouse may use this conversion right: 
a) if he or she is eligible for Medicare; 
b) if it would cause him or her to be excessively covered; This may happen if the spouse is covered or eligible for coverage providing similar 

benefits provided by any other plan, insured or not insured. We will Determine if excessive coverage exists using Our standards for 
excessive coverage; or 

c) ( •if he or she permanently relocates outside the Service Area. I 

now AND WHEN TO CONVERT 
The conversion period means the 31 days after the date group health coverage ends. The former spouse must apply for the individual contract in 
writing and pay the first premium for such contract during the conversion period. Evidence of good health will not be required. 

THE CONVERTED CONTRACT 
The individual contract will provide the medical benefits that We are required to offer. The individual contract will take effect on the day after 
group health coverage under this Contract ends. 

After group health coverage under this Contract ends, the former spouse and any children covered under the individual contract may still 
receive benefits under this Contract. If so, benefits to be paid under the individual contract, if any, will be reduced by the amount paid or the 
reasonable cash value of services provided under this Contract. I 

MEDICARE AS SECONDARY PAYOR 

IMPORTANT NOTICE 

The following sections regarding Medicare may not apply to the Employer·s Contract. The Employee must contact his or her Employer to find 
out if the Employer is subject to Medicare as Secondary Payor rules. 

If the Employer is subject to such rules, this Medicare as Secondary Payor section applies to the Employee. 

If the Employer is NOT subject to such rules. this Medicare as Secondary Payor section does not apply to the Employee, in which case, 
Medicare will be the primary health plan and this Contract will be the secondary health plan for [Members I who are eligible for Medicare. 

The following provisions explain how this Contract's group health benefits interact with the benefits available under Medicare a.~ Secondary 
Payor rules. A (Member! may be eligible for Medicare by reason or age, disability. or End Stage Renal Disease. Different rules apply to each 
type of Medicare eligibility, as explained below. 

With respect to the following provisions: 

a) "Medicare" when used ahove. means Part A and B of the health care program for the aged and disabled provided by Title XVIII of the 
United States Social Security Act. as amended from time to time. 

b) A (Member] is considered to be eligible for Medicare by reason of age from the first day of the month during which he or she reaches age 
65. However. if the (Member) is born on the first day of a month, he or she is considered to be eligible for Medicare from the first day or 
the month which is immediately prior to his or her 65th birthday. 

c) A "primary" health plan pays benefits for a !Member's) Covered Service or Supply or Covered Charge first, ignoring what the (Memher"sl 
"secondary" plan pays. A "secondary'' health plan then pays the remaining unpaid allowable expenses. See the Coordination of' Uenelits 
and Services section for a definition of "allowable expense". 

MEDICARE ELIGIUILITY BY REASON OF AGE (Generally applies to employer groups with 20 or more employees) 

Applicability 
This section applies to an Employee or his or her covered spouse who is eli!!ihle for Medicare by reason of age. 

Under this section. such an Employee or covered spouse is referred lll as a .. Medicare eligible". 

This section docs not apply to: 
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a) a [Memhcr]. other than an Employee or covcn:d spouse 
b) an EmplQyee or covered ,pouse who is under age 65. or 
cJ a [Member] who is cligihle for Medicare solely on the basis or End Stage Renal Disease. 

When An Employee or Covered Spouse Becomes Eligible For Medicare 
When an Employee or covered spouse hecomcs eligible for Medicare by reason of age. he or she must choose one of the two options hclow. 

Option (A) - The Medicare eligible may choose this Contract as his or her primary health plan. If he or she does. Medicare will be his or her 
secondary health plan. See the When This Contract is Primary section below. for details. 

Option (B) - The Medicare eligible may choose Medicare as his or her primary health plan. If he or she docs. group health benefits under this 
Contract will end. Sec the When Medicare is Primary section below. for details. 

If the Medicare eligible fails to choose either option when he or she becomes eligible for Medicare by reason or age. We will provide services 
and supplies and pay benefits as if he or she had' chosen Option (A). 

When this Contract is primary 
When a Medicare eligible chooses this Contract as his or her primary health plan. if he or she incurs a Covered Service and Supply or Covered 
Charge for which benefits are payable under both this Contract and Medicare. this Contract is considered primary. This Contract provides 
services and supplies and pays first. ignoring Medicare. Medicare is considered the secondary plan. 

When Medicare is primary 
If a Medicare eligible chooses Medicare as his or her primary health plan, he or she will no longer be covered for such benefits by this Contract. 
Coverage under this Contact will end on the date the Medicare eligible elects Medicare as his or her primary health plan. 

A Medicare eligible who elects Medicare as his or her primary health plan. may later change such election, and choose this Contract as his or 
her primary health plan. 

MEDICARE ELIGIBILITY BY REASON 01'' DISABILITY (Generally applies to employer groups with 100 or more employees) 

Applicability 
This section applies to a !Member! who is: 
a) under age 65; and 
h) eligible for Medicare by reason of disability. 

Under this section. such !Member] is referred to as a "disabled Medicare eligible". 

This section does not apply to: 
a) a [Member] who is eligible for Medicare by reason of age; or 
h) a [Member] who is eligible for Medicare solely on the basis of End Stage Renal Disease. 

When A [Member] Uecomes Eligible For Medicare 
When a [Member] becomes eligible for Mcdil:are by reason of disability. this Contract is the primary plan. Medicare is the secondary plan. 

If a lMembcr] is eligible for Medicare he reason of disability. he or she must be covered by both Parts A and B. Benefits will be payable as 
specified in the Coordination of Benefits and Services section of this Contract. 

MEDICARE ELIGIBILITY BY REASON OF ENI) STAGE RENAL DISJ!;ASE (Applies to all employer groups) 

Applicability 
This section applies to a [Member] who is eligible for Medicare on the basis of End Stage Renal Disease (ESRD). 

Under this section such [Member! is referred to as a "ESRD Medicare eligible". 

This section docs not apply to a !Member\ who is cligihlc for Medicare by reason of disability. 

When A [Member] Becomes Eligible For Medicare Due to ESRD 
When a [Member\ hernmcs eligible for Medicare solely on the basis of ESRD. for a period of up to 30 consecutive months. if he or she incurs a 
charge for the treatment of ESRD for which services and supplies arc provided or benefits arc payable under both this Contract and Medicare. 
this Contract 1s considered primary. This Contract provides services and supplies and pays first. ignoring Medicare. Medicare is consiuercd the 
secondary plan. 

This 30 month period begins on the earlier of: 
al the first day of the month <luring whid1 a regular course of renal dialysis starts: and 
hl with rcspec:l to a ESRD Medicare eligible who receives a kidney transplant. the first day of the month during which such IMcmhcrJ 
becomes eligible 1·or Medicare. 
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After the 3SJ month period described above ends. if an ESRD Medicare cligihle incurs a charge for which services gnd supplies are provided and 
benefits arc payahle under both this Contract and Medicare. Medicare is the primary plan. This Contract is the secondary plan. If a [Member] is 
eligible for Medicare on the basis of ESRD, he or she must be covered by both Parts A and B. Benefits will be payable as specified in the 
Coordination of Benefits and Services section of this Contract. 

New Rule, R.1996 d.200, effective April 15, 1996. See: 30 N.J.R. 2815(a), 30 N.J.R. 3840(a). 
See: 28 N.J.R. 27(a), 28 N.J.R. 2042(a). 
Amended by R.1997 d.280, effective July 7, 1997 (operative September 

Amended by R.1999 d.376, effective October 6, 1999 (operative No-
vember 1, 1999). 

1, 1997). 
See: 29 N.J.R. 1090(a), 29 N.J.R. 2931(a). 
Amended by R.1997 d.501, effective January 1, 1998. 
See: 29 N.J.R. 4620(a), 29 N.J.R. 5069(a). 
Amended by R.1998 d.299, effective September 1, 1998. 
See: 30 N.J.R. 1883(a), 30 N.J.R. 2223(a). 
Amended by R.1998 d.512, effective September 25, 1998. 

Supp. 9-20-04 

See: 31 N.J.R. 2442(a), 31 N.J.R. 3340(a). 
Amended by R.2000 d.304, effective June 23, 2000. 
See: 32 N.J.R. 2210(a), 32 N.J.R. 2592(a). 
Amended by R.2004 d.107, effective March 15, 2004 (operative October 

1, 2004). 
See: 35 N.J.R. 5011(a), 36 N.J.R. 1594(a). 
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EXHIBIT II 

[INTRODUCTION} 

What is a Point of Service Plan? 
A Point nf Service Plan. often referred to as a POS plan. provides coverage for the services of Network Provider.1· as well as the services of 
Non-Network Providers. Whenever a person covered under a POS plan needs Lo access health care. he nr she has the option to use the ser,iccs 
of either a Network Provider (subject to any necessary authorization from his or her Primary Care Physician) or those of a N011-Network 
Provider. 

What is the dijJere11ce between a Network Provider a11d a non-Network Provider? 
A Network Provider is a doctor. other practitioner or facility that has an agreement with [Carrier[ to provide or arrange for covered services and 
supplies for the benefit of persons covered under the POS plan. A Non-Network Provider is any licensed or certified provider that docs not 
have a specific agreement with [Carrier). 

Generally. the out-of-pocket cost to a person covered under a POS plan will be less if the person uses the services of a Network provider rather 
1han 1he services of a Non-Network Provider. 

How does the POS plan describe Network a11d Nm1-Network coverage? 
The POS plan contains a section which describes Network coverage and sections which describe Non-Network coverage. The POS plan also 
contains many sections which apply to both the use of the services of Network Providers or the services of Nm1-Network Providers. 

•SCHEDULE. Located in the beginning of the POS plan. the SCHEDULE identifies many of the covered services and supplies and specifies 
the applicable copaymcnl [deductible and coinsurance] for use of a Network Provider as well as the deductible and coinsurance requirement for 
the use of a No11-Network Provider. The SCIIEDUl,E also identifies some limitations to coverage. 

•COVERED SERVICES AND SUPPLIES. This section contains a general description of the coverage a person would he entitled to ir he or 
she were to use the services of a Network Provider. 

•COVERED C1IARGES and COVERED CHARGES WITH SPECIAL LIMITATIONS. These sections contain descriptions of the 
coverage a person would be entitled to if her or she were to use the services of a No11-Network Provider. 

How does a person access Network Providers? 
[Carrier] will provide a [directory] listing all the Primary Care Physicians and facilities that have an agreement with [Carrier]. Each person must 
select a physician from that [directory] to be his or her Primary Care Physician. also called a PCP. The PCP supervises. coordinates. arranges or 
provides care, and refers a person for specialist services. as appropriate. The person may name a new PCP by notifying [Carrier]. 

Except in case of an Emergency or Urgent Care, Network services and supplies can only be provided hy a Network Provider (subject to any 
necessary authorization from his or her Primary Care Physician). [While certain routine OB/GYN care may be secured without going through 
the PCP. all other Network services and supplies require the authorization of the PCP.] 

How much will it cost for services a11d s11pplies if a perso11 use.~ Network Providers? 
[The Identification Card will specify the amount of the copayment. the Network provider will collect for [most) [some) services and supplies.] 
For [many) [some) services. after a person pays a copayment for the PCP visit. further services and supplies require no additional payment. 
Home Health Care and Durable Medical Equipment arc examples of such services and supplies. [The plan may provide for deductible and 
cninsurancc on services other than primary care physician and pre-natal care services. I 

For example. if the POS plan required a $15 physician visit copaymcnt. this amount would be collected from the patient. regardless of the 
reason for the visit and the actual cost of the services provided during the visit. 

Are there restrictions 011 the use of a No11-Network Provider? 
Persons covered under a POS plan may use the services of a Non-Network Provider as often as they like. subject to applicable benefit 
limitations. Referral from a PCP is not required. but certain services and supplies do require Pre-Approval from [Carrier). as outlined in the 
Contract and Evidence of Coverage. 

/low much will it cost for services a11d rnpplie.,· if a per.w11 uses No11-Network Providers? 
After the payrm:nt of the appli-ahlc calendar year cash deductible. the person would he responsible for payment of the plan's coinsurance. 

For example. assume a POS plan with out-of network henefits suhject to a $250 deductible and 20°1, coinsurance. A person may go to a 
physician l'or a sick , i~it with total charges equal lo $350. If the physician visit were the first Non-Network charge for the year. the person 
would first be required to pay $250 to satisfy the deductible. Then. !Carrier] would pay 809, of the remaining $100 charges. or $80. The 
person ·s winsurancc share \\'Oulu be 101k of$ IOO, or $20. Thu~. the total <.:ost to the person woulJ he $270. After the Je<luctible has been 
satisfied during a calendar year. further charge, arc only subject to the applicable coinsurance. Note: [Carrier! pays the applicable coinsurance 
with respect to the lesser of: a\ the amount charged: or h) the Rcasnnahlc an<l Customary Charge. as <lcfinc<l in the Contract and the Fvi<le1u:e or 
coverage. 
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Does tile POS p{a11 cm•er the same sen•ices a11d supplies whether a perso11 mes in-Netwr,rk providers or No11-Netw"rk providers? 
The POS plan was designed to include the same services and supplies whether the person uses Network or No11-Netw()rk Providers. Howevei:, 
the extent of coverage differs for some scrvii.:cs and supplies. For example. if a person elci.:ts to use a Network Provider for extended care 
services (skilled nursing care). coverage is unlimited us to numhcr of days. If a person uses a Non-Network provider, extended care services are 
limited to 120 days. 

Since in-network services and supplies must he wordinated by a PCP. and Network Providers arc familiar with in-network covered services 
and supplies. the list of in-Network covered services and supplies in u POS plan does not generally include as much detail as the list of out-of 
network covered charges. In addition. [Carrier I is able to offer more details as lo the nature and extent of the Network coverage. 

For services a11d s11pplies that are s11bject to limitations, can a perso11 receive both Network and Non-Network services and s11pplies? 
The POS plan allows a person to receive any combination of in-network and out-of network services and supplies. However. for services and 
supplies subject to limitations. the POS plan includes offset provisions to coordinate the total services and supplies a person may receive. 

PLEASE REFER TO TUE CONTRACT [AND EVIDENCE OF COVERAGE] FOR COMPLETE JNI<'ORMATION CONCERNING 
THE POS PLAN AND USE OF NETWORK AND NON-NETWORK PROV[l)ERS. 

[Carrier] HMO · POS PLAN 

SMALL GROUP HEALTH MAINTENANCE ORGANIZATION (HMO) 
POINT OF SERVICE (POS) EVIDENCE 01<' COVERAGE 

[Carrier] certifies that the Employee named below is entitled to the services, supplies and benefits described in this Evidence of Coverage, as of 
the Effective Date shown below, subject to the eligibility and effective date requirements of the Contract. 

The Contract is an agreement between [Carrier] and the Contractholdcr. This Evidence of Coverage is a summary of the Contract provisions 
that affect Your coverage. All coverage is subject to the terms and conditions of the Contract. 

CONTRACTHOLDER: !ABC CompanyJ 

GROUP CONTRACT NUMBER [G-12345) 

[EMPLOYEE John Doel 

EVIDENCE OI•' COVERAGE NUMBER C-123456) 

EFFECTIVE DATE OF EVIDENCE OF COVERAGE: [July I. 2004] 

SERVICE AREA (State of New Jersey I 

AFFILIATED COMPANIES: [DEF Company I 

[COST OF COVERAGE 
The coverage described in this Evidence of Coverage is Contributory Coverage. You will be advised of the amount of Your contribution when 
You enroll.] 

[Carrier's address 
100 Main Street. Any Town. NJ 00000-0000] 

IIMO/POS-EOC 

[Include legal name, trade name. phone. fax and e-mail numbers by which consumers may contact the carrier. including at least one toll-free 
number for IMemberslJ 

TAULE OF CONTENTS 

SECTION PAGE 

OVERVIEW OF THE PLAN 
SCHEDULE OF COVERED SERVICES AND SUPPLIES AND COVERED CHARGES 
DEflNITIONS 
ELIGIBILITY 
I MEMBER I PROVISIONS: Applicahlc to (Network! Services and Supplies 
[COVERAGE PROVISION! 
COVERED SERVICES AND SUPPLIES Applicable to I Network! Services and Supplies 
IN0:--1-NETWORKI BENEFIT PROVISION Applicable to (:,,.;on-Network I Benefits 
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COVERED CHARGES Applicahlc to !Non-Network] Benefits 
COVERED CHARGES WITH SPECIAL LIMITATIONS Applicable lo I Non-Network] Bencl"its 
NON-COVERED SERVICES AND SUPPLIES AND NON-COVERED CHARGES 
IMPORTANT NOTICE Applicable only to [Non-Network] Benefits 
!Non-Network! Utilization Review Features 
Specialty Case Management 
Centers of Excellence Features 
COORDINATION OF BENEFITS AND SERVICES 
SERVICES OR BENEFITS FOR AUTOMOBILE RELATED INJURIES 
GENERAL PROVISIONS 
CLAIMS PROVISIONS Applicable to [!\on-Network] Benefits 
CONTINUATION RIGHTS 
CONVERSION RIGHTS FOR DIVORCED SPOUSES 
MEDICARE AS SECONDARY PAYOR 
STATEMENT OF ERISA RIGHTS 

CLAIMS PROCEDURE FOR I NON-NETWORK] BENEFITS 

OVERVIEW 01'' THE PLAN (Coravmcnt. Deductibles, and Coinsurance) 
{NETWORK] 

Copayment 
Emergency Room Copaymcnt 

Coinsurance 

{NON-NETWORK] 
Calendar year Cash Deductible (All Cause) 
for Preventive Care 
for immunizations and lead screening 
for children 
for all other Covered Charges 
Per Covered Person 
Per Covered Family 

Emergency Room Copayment (waived 
if admitted within 24 hours) 

Coinsurance 

Network Maximum Out of Pocket 

MAXIMUM LIFETIME BENEFITS 
[NETWORK] 
(NON-NETWORK I 

$[ I 5 ]. unless otherwise stated 
[$50], credited toward Inpatient admission if 
admitted within 24 hours 
0% [except as stated on the Schedule of Covered 
Services and Covered Supplies I 

NONE 

NONE 

$2,500! 
1$5,000 NOTE: Must be individually satisfied by 2 
separate [Members] l 
($7.500] 

$50 

[30%, 20'7i J 

$5,000 

Unlimited. except as otherwise stated 
$5,000,000 per [Member], except as otherwise 
stated 

11:21 App. EXH. II 

SCHEDULE ()F' COVERED SERVICES AND SUPPLIES AND COVERED CHARGES (using copayment for network services) 

THE SERVICES, SUPPLIES AND BENEFITS COVERED UNDER TIIIS CONTRACT ARE SUUJECT TO THE PAYMENT OF 
THE APPLICABLE COPA YMENTS, DEDUCTIBLE AND COINSURANCE. 

SERVICES 
Hospital 
Inpatient (unlimited days) 

Outpatient Visit 

Practitioner services provided at a 
llospital 
Inpatient Visit 
Oulpaticnt Visit 

[NETWORK] [NON-NJ<:TWORK] 

[$1501 Copaymcnt / day: maximum/ Dcduc1ihlc/Coinsurance 
mlmi~sion 1$7501: maximum/ ml. 
year [$15001 
[$151 Copayrncnt / visit Dcductihlc/Coinsurancc 

$0 Copaymcnt / visit Deductible/Coinsurance 
IS I 'i I ('()payment/ visit: waived if Dcductihle/Coinsuram:e 
another Copayrncnt applies 
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Emergency Room 

Maternity 

Practitioner Services 

Preventive Care: NOTE: INon-
Networkl benefits LIMITED; Refer 
to the Covered Charges section 

Surgery 
Inpatient 
Outpatient Visit 

Pre-Admission Testing 

Second Surgical Opinion 

Specialist Services 

Therapy Services NOTE: Limited 
Benefits. Refer to the Covered 
Services and Supplies and Covered 
Charges sections 

Diagnostic Services 
Inpatient 
Outpatient Visit 

Rehabilitation Services NOTE: [Non-
Networkl benefits LIMITED. Refer 
to the Covered Charges section 

Skilled Nursing Center NOTE: [Non-
Nctwork] benefits LIMITED. Refer 
to the Covered Charges section 

Non-Biologically-based Mental 
Illnesses and Substance Abuse 

Therapeutic Manipulation: Limited 
l3cne fn. Refer to the Covered 
Services and Supplies and Covered 
Charges sections 

Prescription Drugs 

Honie' Health Care 

I l<>S[licc Care 

[$50 I Copaymcnl / visit: credited 
toward Inpatient Copaymenl if 
admission oL·curs within 24 hour, 

1$25 I Copayrnent for initial visit 
only: $0 Copayment thereafter 

[$15] Copayment / visit 

[$15] Copaymcnt / visit 

$0 Copayment 
[$15 ! Copaymcnl 

[$15 ! Copaymenl 

[$l51 Copayment 

[$151 Copayment 

[$ I 5 I Copayment 

$0 Copayment 
[$I~] Copaymcnt 

Subject to the Hospital Inpatient 
Copayment: waived if admission 
immediately preceded by inpatient 
hospitalization 

$0 Copaymenl 

Inpatient: [$150) Copaymcnt / day; 
maximum/ admission [$750); 
maximum/ cal. year [$1500]; 
Maximum 30 days/ calendar year 
Outpatient: [$15] Copaymcnt/ visit; 
Maximum 20 visits/ calendar year. 
Rder to the Covered Services and 
Supplies section for an explanation 
of the rules for exchange 

1$15 I Copayment / visit 

[Non-Network I 
Deduct1ble/C 01 nsurancc 

Col'creu: $0 Coraymcnl 

Covered: $0 Copaymcnt 

21-432 
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[S501 Copayment: waived if 
admission occurs within 24 hours: 
Deduct i b I c/Coinsurance 

Deductible/Coinsurance 

Deductible/Coinsurance 

Sec the Covered Charges Section 

Deductible/Coinsurance 
Deductible/Coinsurance 

Deductible/Coinsurance 

Deductible/Coinsurance 

Deductible/Coinsurance 

Deductible/Coinsurance 

Deductible/Coinsurance 
Deductible/Coinsurance 

Deductible/Coinsurance 

Deductible/Coinsurance 

Deductible/Coinsurance 
Inpatient: Maximum 30 
days/Calendar Year 

Outpatient: Maximum 20 
visits/Calendar Y car 
Refer to the Covered Charges with 
Special Limitations Applicable to 
[Non-Network! Benefits section for 
an explanation of the rules for 
exchange 

Dcuucti hlc/Coi nsurance 

Deductible/Coinsurance 

Dcductihlc/Coinsurance: Subject lo 
Prc-Aprroval 

Dcuuctihk/Coinsurancc: Subject to 
Pre-Approval 
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SCHEDULE OF COVERED SERVICES ANI) SUPPLIES AND COVERED CHARGES (using separate deductible/coinsurance and 
maximum out or pocket for network and non-network servi(es) 

THE SERVICES, SUPPLIES AND BENEFITS COVERED UNDER THIS CONTRACT ARE SUHJECT TO THE PA Y:VIENT O:F 
THE APPLICABJ,E COPA YMENTS, DEDUCTIBLE AND COINSURANCE. 

SERVICES 
Primary Care Physician Visits 
Maternity 

Emergency Room 

Immunizations and lead screening for 
children 

Preventive Care 

Prescript ion Drugs 

All other services and supplies 

Cash Deductible per Calendar Year 

Network 
Per Covered Person 
[Per Covered Family 

Non-Network 
Per Covered Person 

!Per Covered Family 

Coinsurance 
Network 
Non-Network 

Network Maximum Out of Pocket 

[NET\'VORK] 
f$ I 5] Copaymcnt / visit 
($251 Copaymcnl for initial visit 
only; $0 Copayment thereafter 

[$501 Copayment / visit; credited 
toward Inpatient Copayment if 
admission occurs within 24 hours 

Coinsurance 

If provi<led hy primary care 
physician. 1$15 j copaymcnt/visit. if 
provided by another provider. no 
Deductihle or Coinsurance 

Non-Network 
Deductible/Coinsurance 

Deductible/Coinsurance 

[$250 to $2.500 I 

[NON-NETWORK] 
Deductible/Coinsurance 
Deductible/Co1 nsurancc 

1$50! Copaymenl; waived if 
admission occurs within 24 hours; 
Deductible/Coinsurance 

Coinsurance 

No Deductible or Coinsurance 

Deductible/Coinsurance 

Deductible/Coinsurance 

!Dollar amount which is two times the individual 
Deductible.) JNote: Must be individually satisfied by 2 
separate Covered Persons]] 

!Dollar amount not to exceed three times the Network 
Deductible I 
[Dollar amount equal lo two times the Non-Network 
Deductible] Note: Must be individually satisfied by 2 
separate Covered Persons 

!50'k, - l0%. in 5% increments] 
1507c, - 10'/r. in 5%, increments I 

Network Maximum Out of Pocket means the annual maximum dollar amount that a Member must pay as Copayment. Deductible and 
Coinsurance for all Network covered services and supplies in a Calendar Year. All amounts paid as Copayment. Deductible and Coinsurance 
shall count toward the Network Maximum Out of Pocket. Once the Network Maximum Out of Pocket has been reached. the Member has no 
further obligation to pay any amounts as Copaymcnt. Deductible and Coinsurance for Network covered services and supplies for the remainder 
of the Calendar Y car. 
The Network Maximum Out of Pocket for this Contract is as follows: 
Per member per Calendar Year [An amount not to cxcec<l 

$5.000J 
[Per Covered Family per Calendar Year !Dollar amount equal to two 

times the per Member 
maximum.] !Note: Musi be 
individu;illy satisfied hy 2 
separate Members 11 

Note: The Network Maximum Out of Pocket cannot he met with Non-Covered Charges. 

!'ion-Network Maximum Out of Pocket 
1\Jon-NctwDrk Maximum Out of Pocket means the annual maximum dollar amount that a \'lcmhcr must pay a, Copaymcnt. Dcdl!ctihlc and 
Coinsurance for all Non-Network covered services and supplies 111 a Calendar Year. All amounts paid as Copaymcnl. Dcductihlc and 
Coinsurance shall col!nt toward the Non-Nct\\Ork Maximum Out of Pocket. Once the Non-Network Maximum Out or Pocket has hccn rcach.:d. 
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the Memher has no further ohligation to ray any amounts as Coraymcnt. Dcductihlc and Coinsurance for Non-Network covered services and 
surrlies for the remainder of the Calendar Year. 
The Non-Network Maximum Out of Pocket for this Policy is as foliliws: 
Per Member per Calendar Y car [An amount not to excce<l 

three times the Network 
Maximum\ 

[Per Covered Family per Calen<lar Year [Dollar amount equal to two 
times the per Member 
Maximum.\ [Note: Must be 
individually satisfied by 2 
separate Member]! 

Note: The Non-Network Maximum Out of Pocket cannot he met with Non-Covered Charges. 

SCHEDULE OF COVERED SERVICES AND SUPPLIES AND COVERED CHARGES (using common deductible and maximum out 
of pocket for network and non-network services but separate coinsurance) 

THE SERVICES, SUPPLIES AND BENEFITS COVERED UNl>ER TIIIS CONTRACT ARE SUBJECT TO THE PAYMENT OF 
THE APPLICABLE COPA YMENTS, DEDUCTIBLE AND COINSURANCE. 

SERVICES 
Primary Care Physician Visits 
Maternity 

Emergency Room 

Immunizations an<l lca<l screening for 
children 

Preventive Care 

Prescription Drugs 

All other services and supplies 

Cash Deductible per Calendar Year 

Network and Non-Network 
Per Covered Person 
[Per Covered Family 

Coinsurance 
Network 
Non-Network 

Network Maximum Out ol' Pocket 

[NETWORK] 
[$15] Copayment / visit 
[$25] Copayment for initial visit 
only; $0 Copayment thereafter 

[$50! Copayment / visit: credited 
toward Inpatient Copayment if 
admission occurs within 24 hours 

Coinsurance 

If provided by primary care 
physician, [$15] copayment/visit. if 
provided by another provider. no 
Deductible or Coinsurance 

Non-Network 
Deductible/Coinsurance 

Deductible/Coinsurance 

[$250 to $2.500] 

[NON-NETWORK] 
Deductible/Coinsurance 
Deductible/Coinsurance 

[$50]Copayment: waived if 
admission occurs within 24 hours; 
Deductible/Coinsurance 

Coinsurance 

No Deductible or Coinsurance 

Deductible/Coinsurance 

Deductible/Coinsurance 

[Dollar amount which is two times the in<lividual 
Deductible. I [Note: Must be in<lividually satisfied by 2 
separate Coverc<l Persons] I 

[50% - IO'h. in 5r1c increments I 
[SO'it. - 10'7c, in SC/r increments] 

Network Maximum Out nr Pocket means the annual maximum dollar amount that a Member must pay as Coraymcnt, De<luctiblc an<l 
Coinsurance for all Network and Non-Network covered services and supplies in a Calendar Year. All amounts paid as Copayment. Deductible 
and Coinsurance shall count toward the Network Maximum Out of Pocket. Once the Network Maximum Out or Pocket has hcen reached, the 
Mcmhcr has no further obligation to pay any amounts as Coraymenl. Deductible and Coinsurance for Network or Non-Network rnvercd 
services and supplies for the remainder of the Calendar Year. 
Th<' Network Maximum Out of' Pocket for this Policy is as follows: 
Per ~1emhcr per Calent!Jr Year !An amount not to exceed 

$5.0001 
JPcr Covered Family per Calendar Year 

Supp. 9-20-04 

I Dollar amount equal to two 
times the rcr Member 
maximum.] !Note: Must he 
individually satisfied hy 2 
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separate Members]] 
Note: The Network Maximum Out of Pocket cannot be m<;l with Non-Covered Charges. 

LIMITATIONS ON SERVICES AND SUJ>PUES 
Unless otherwise stated. the following limitations represent the maximum numher of days or visits for use of any comhination of Network and 
Non-Network Providers 

Charges for Inpatient confinement in an Extended Care or 
Rehabilitation Ccnrer. per Calendar Year (combined) 

Network: 
Non-Network: 

Charges for therapeutic manipulation per Calendar Year 

Charges for speech and cognitive therapy per Calendar 
Year (combined) 

Charges for physical or occupational therapy per 
Calendar Year (combined) 

Charges for Preventive Care per Calendar Y car as follows: 

Network: 

Non-Network: (Not subject to Cash Dcductihle or Coinsurance) 
(•for a Covered Person who is a Dependent child from 
birth until the end of the Calendar Y car in which the 
Dependent child attains age l 
•for all [other] Members 

Charges for all treatment of Non-Biologically-based Mental Illnesses 
and Substance Abuse, per Calendar Year 

Unlimited 
120 days 

30 visits 

30 visits 

30 visits 

Unlimited 

$750 per McmbcrJ 
$500 per Member 

Inpatient Confinement 30 days * 
Outpatient Care 20 visits 

* !Subject to Pre-Approval.I unused Inpatient days may be exchanged for additional Outpatient visits. where each Inpatient day may be 
exchanged for two Outpatient visits. 

Per Lifetime Maximum Benefit (for all Illnesses and Injuries) 
Nctwork·. 
Non-Network: 

Unlimited 
$5,000,000.00 

NOTE: NO [NETWORK) SERVICES OR SUPPLIES WILL BE PROVIDED IF A [MEMBER] !<'AILS TO OUTAIN A REFERRAL 
FOR CARE THROUGH HIS OR HER PRIMARY CARE PHYSICIAN [OR HEALTH CENTER] [OR THE CARE MANAGER]. 
READ THE [MEMBER] PROVISIONS CAREFULLY BEFORE OBTAINING MEDICAL CARE, SERVICES OR SUPPLIES. (NON-
NETWORKJ BENEFITS MAY BE PROVIDED, SUBJECT TO THE TERMS AND CONDITIONS OF THE CONTRACT 
CONCERNING [NON-NETWORK] BENEFl'fS. [PLEASE READ THE UTILIZATION REVIEW FEATURES SECTION 
CAREFULLY. THE UTILIZATION REVIEW FEATURES SECTION CONTAINS A PENALTY FOR NON-COMPLIANCE.] 

REFER 'fO THE SECTION OF THE CONTRACT CALLED "NON-COVERED SERVICES AN1) SUPPLIES ANU NON-COVERED 
CHARGES" FOR A LIST OF THE SERVICES AND SUPPLIES AND CHARGES FOR WHICH A [MEMBER] IS NOT ELIGIBLE. 

!<'OR ANY SPECIFIC [NETWORK] SERVICES AND SUPPLIES wmcn ARE SUBJECT TO LIMITATION, ANY SUCH 
[NETWORK] SERVICES OR SUPPLIES THE [MEMBER) RECEIVES AS A (NETWORK] SERVICE OR SUPPLY WILL 
REDUCE THE CORRESPONDING !NON-NETWORK} HENEFIT FOR THAT SERVICE OR SUPPLY. SIMILARLY, FOR ANY 
SPECIFIC [NON-NETWORK] BENEFITS WHICH ARE SUBJECT TO LIMITATION, ANY SUCH BENEFITS THE [MEMHER] 
RECEIVES AS [NON-NETWORK] COVERED CHARGES WILi. REDUCE THE CORRESPONDING LNETWORK] SERVICES 
AND SUPPLIES AVAILABLE FOR THAT SERVICE OR SUPPLY. THE [NETWORK] SERVICES ANll SUPPLIES SECTION 
AND THE [NON-NETWORK) COVERED CHARGES SECTION CLEARLY IDENTil<Y WHICH SERVICES AND SUPPLIES AND 
COVERED CHARGES ARE AFFECT.ED HY TIIIS REDUCTION RULE. 

Daily Room and Board Limits ,1pplicable to [Non-Network] Benefits 

During a Period of' Hospital Confinement 
For semi-priv:1te room an<l hoard accommodations. We will cover charges up to the Hospital"s actual <lady semi-private room and hoard rate. 
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For private room an<l hoar<l acrnrnrno<lations. We \viii cover charges up lo the Hospital's average semi-pnvate room an<l hoard rate, or if the 
Hospital docs not have scrrn-privatc accommodations. 80% of its lowest daily room and board rate Ho\vcver. if the !Mcrnh_erl is bc111g isolated 
in a private room because the !Member I has a communicable Illness. We will cover charges up to the Hospital's actual private room charge. 

For Special Care Units. We will cover charges up to the Hospital's actual <laily room and board charge for the Special Care Unit. 

During a Confinement in an Extended Care Center or Rehabilitation Center 
We will cover the lesser of: 
a) the center's actual daily room and board charge; or 
b) 50'7r· of the covered daily room and board charge made by the hospnal during the [Mernher'sl preceding Hospital confinement. for semi-

private accommodations. 

DEFINITIONS 

The words shown below have specific meanings when used in the Contract. Please read these definitions carefully. Throughout the Contract. 
these defined terms appear with their initial letters capitalized. They will help [Members! understand what services and supplies and benefits arc 
provided. 

ACCREDITED SCHOOL. A school accredited by a nationally recognized accrediting association. such as one of the following regional 
accrediting agencies: Middle States Association or Colleges and Schools. New England Association of Schools and Colleges. North Central 
Association of Colleges and Schools. Northwest Association of Schools and Colleges. Southern Association of Colleges and Schools. or 
Western Association of Schools and Colleges. An accredited school also includes a proprietary institution approved by an agency responsible 
for issuing certificates or licenses to graduates of such an institution. 

[ACTIVELY AT WORK or ACTlVE WORK. Performing. doing. participating or similarly functioning in a manner usual for the task for 
full pay. at the Contractholder·s place of business, or at any other place that the Contractholder' s business requires the Employee to go. I 

AFFILIATED COMPANY. A company defined in subsections (b). (c), (m) or (o) of section 414 of the Internal Revenue Code of 1986. All 
entities that meet the criteria set forth in the Internal Revenue Code shall be treated as one employer. 

ALCOHOL ABUSE. Abuse or or addiction to alcohol. Alcohol Abuse docs not include abuse of or addiction to drugs. Please sec the 
definition of Substance Abuse. 

AMBULANCE. A certified transportation vehicle for transporting Ill or Injured people that contains all life-saving equipment and staff as 
required by applicable state and local law. 

AMBULATORY SURGICAL CENTER. A Facility mainly engaged in performing Outpatient Surgery. It must: 
a) be staffed by Practitioners and Nurses. under the supervision of a Practitioner: 
b) have operating and recovery rooms: 
c) be staffed and equipped to give emergency care: and 
d) have written back-up arrangements with a local Hospital for emergency care. 

It must carry out its stated purpose under all relevant state and local laws and be either: 
a) accredited for its stated purpose by either the Joint Commission or the Accreditation Association for ambulatory care; or 
b) approved for its stated purpose by Medicare. 

A Facility is not an Ambulatory Surgical Center. for th~ purpose of the Contract. if it is part of a Hospital. 

ANNIVERSARY DATE. The date which is one year from the Effective Date of the Contract and each succeeding yearly date thereafter. 

(APPROVED CANCER CLINICAL TRIAL. A scientific study of a new therapy or intervention for the treatment. palliation. or prevention 
of cancer in human heings that meets the following requirements: 
a) The treatment or intervention is provided pursuant to an approved cancer clinical trial that has been authorized or approvetl by one of the 

following: I) The National Institutes of Health (Phase I. II and Ill): (2) the United States Food and Drug Administration. in the form of an 
investigational new drug (IND) exemption (Phase I. II and Ill): 3J The United States Department of Defense: or 4) The United States 
Department of Veteran Affairs. 

hl The proposed therapy has heen reviewed and approved hy the applicable qualified Institutional Review Board. 
c) The available clinical or pre-clinical data to indicate that the treatment or intervention provided pursuant to the Approved Cancer Climcal 

Trial wil I be at least as effccti ve as starn.lard therapy. if such therapy exists. and is expected to constitute an improvement in effectiveness 
ror treatment. prevention and palliation or cancer. 

<l) The Facility and personnel providing the treatment are capahlc or Joing so hy virtue of their experience and training 
e) The trial consists of a scicnuf1c plan or trcaunent thut includes specificJ goals. a rationale antl hackgrnunJ for the plan. criteria \'or patient 

selection. specific directions for adm111istcring therapy and monitorin_l! patients. a definition of' qu:.intitativc measures for determining 
treatment response anJ methods I'm documenting and trcatmg aJversc reactions. All such trials must have unJer_l!onc a review for 
scientific content a11J validity. a, cvidcnceJ hy approval by one or the federal entities identified in item a. 1\ cost-hcnclit analysis of 
clinical tri:.ils will he performed 1,·hcn such an e\·alu:.ition can he included with :.i reasonable expectation of sound assessment. I 
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BIOLOGICALLY-BASED MENTAL ILLNESS. A mental or nervous condition that is caused by a biological disorder of the brain and 
results in a clinically significant or psychological syndrome or pattern that substanti<!IIY limits the functioning of the person with the illness. 
including but not limited to: schizophrellia: schirnaffe<.:tivc disorder: major depressive disorder; bipolar disL>rder: paranoia and other psychotic 
disorders: obsessive-compulsive disorder: panic disorder and pervasive developmental disorder or autism. 

BIRTHING CENTER. A Facility which mainly provides care am! treatment for women during uncomplicated pregnancy. routine full-term 
delivery, and the immediate post-partum period. It must: 
a) provide full-time Skilled Nursing Care by or under the supervision or Nurses; 
b) he staffed and equipped to give emergency care: and 
c) have written back-up arrangements with a local Hospital for emergency care. 

It must: 
a) carry out its stated purpose under all relevant state and local laws: or 
b) be approved for its stated purpose hy the Accreditation Association for Amhulatnry Care; or 
c) be approved for its stated purpose by Medicare. 

A Facility is not a Birthing Center. for the purpose of the Contract. if it is part of a Hospital. 

BOARD. The Board of Directors of the New Jersey Small Employer Health Benefits Program. 

CALENDAR YEAR. Each successive twelve-month period starting on January I and ending on December 31. 

[CARE MANAGER. An entity designated hy Us to manage, assess. coordinate, direct and authorize the appropriate level of health care 
treatment.} 

CASH DEDUCTIBLE or DEDUCTIBLE. The amount of Covered Charges that a [Member! must pay before the Contract pays any benefits 
for such charges. Cash Deductible docs not include Coinsurance. Copaymcnts. and Non-Covered Services and Supplies and Non-Covered 
Charges. See the Cash Deductible section of the Contract 1·or details. 

CHURCH PLAN. Has the same meaning given that term under Title I, section 3 of Pub.L.93-406, the "Employee Retirement Income Security 
Act of 1974" 

COINSURANCE. The percentage of Covered Services or Supplies or the percentage of Covered Charges. as applicable. that must be paid by a 
[Memher]. Coinsurance docs not include the Cash Deductible. Copaymcnts. or Non-Covered Services and Supplies and Non-Covered Charges. 

CONTRACT. The Contract. including the application and any riders. amendments or endorsements, hctwcen the Contractholder and Us. 

CONTKACTIIOLDER. Employer or organization which purchased the Contract. 

COPA YMENT. A specified dollar amount which !Member! must pay for certain Covered Services or Supplies or Covered Charges. NOTE: 
The Emergency Room Copaymenr, if applicable. 11111s1 be paid in addition to any other Cupay111en1s, Cash Deductible, a11d Coinsurance. 

COSMETIC SURGERY OR PROCEDURE. Any surgery or procedure which involves physical appearance, but which docs not correct or 
materially improve a physiological function and is not Medically Necessary and Appropriate. 

COVERED CHARGES. Reasonable and Customary charges for the types of services and supplies described in the Covered Charges and 
Covered Charges with Special Limitations section of the Contract. as applicable to [Non-Network] benefits. The services and supplies must 
be: 
a) 
bl 

furnished or ordered by a health care Provider; and 
Medically Necessary and Appropriate to diagnose or treat an Illness or Injury. 

A Covered Charge is incurred on the date the service or supply is furmshcd. Subject to all of the terms of the Contract. We pay benefits for 
Covered Charges incurred by a !Member! while he or she is covered by the Contract. Read the entire Contract to find out what We limit or 
exclude. 

COVERED EMPLOYEE. A person who meets all applicahlc elig.ihility requirements. enrolls hereunder by making application. and for whom 
premium has been received. 

COVERED SERVICES OR SUPPLIES. The types of services and supplies described in the Covered Services and Supplies section of the 
Contract. as applicable to I Network! bencllts. 

Read the entire Contract to find out what We l11nit or exclude. 

CREDITAULE COVERAGE. With respect to an Employee !or Dependent!. coverage of the Employee for Dependent! under any of the 
following: a Group Health Plan: a gmup or 111dividual Health Benefits Plan: Part A or Part B of Title XVIII of the federal Social Security Act 
( Medicare): Title XIX or the fcdm1I Social Security Act (Medicaid). other than coverage consisting solely of benefits under section I 928 of 
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Title XIX of the federal Social Security Act (the program for distribution of pediatric vaccines); chapter 55 of Title 10. United States Code 
(medical and dental care for memhers and certain former memhers of the uniformc.d services and their dependents): a medical care program of 
the Indian Health Service or of a tribal organization: a stale health benefits risk pool; a health plan offered under chapter 89 of Title 5. United 
States Code; a public health plan as defined by fctlcral regulation: a health benefits plan under section 5(e) of the ··Peace Corps Act"": or 
coverage under any other type of plan as set forth by the Commissioner of Banking and Insurance by regulation. 

Creditable Coverage docs not include coverage which consists solely of the following: coverage only for accident or disahility income 
insuram;c. or any combination thereof; coverage issued as a supplement to liability insurance: liability insurance, including general liability 
insurance and automobile liability insurance; workers· compensation or similar insurance; automohile medical payment insurance: credit only 
insurance; coverage for on-site medical clinics: coverage as specified in federal regulation, under which benefits for medical care arc secondary 
or incidental to the insurance benefits: and other coverage expressly excluded from the definition of Health Benefits Plan. 

CURRENT PROCEDURAL TERMINOLOGY (C.P.T.) The most recent edition of an annually revised listing published by the American 
Medical Association which assigns numerical codes to procedures and categories of medical care. 

CUSTODIAL CARE. Any service or supply. including room and board. which: 
a) is furnished mainly to help a [Member] meet a [Member"s] routine daily needs: or 
b) can be furnished by someone who has no professional health care training or skills. 

Even if a [Member] is in a Hospital or other Facility. We do not provide for care if it is mainly custodial. 

[DEPENDENT. Your: 
a) legal spouse [where legal spouse shall include a domestic partner pursuant to P.L. 2003. c. 246]: 
b) unmarried Dependent child who is under age 19: and 
c) unmarried Dependent child from age 19 until his or her 23rd birthday. who is enrolled as a full-time student at an Accredited School. Full-

time status will be as defined by the Accredited School. We can require periodic proof of a Dependent child"s status as a full-time student. 
Under certain circumstances. an incapacitated child is also a Dependent. See the Eligibility section of the Contract. 

Your ··unmarrictl Dependent child"" inclutles Your legally adopted child, Your step-child if such step-child depends on You for most of his or 
her support and maintenance I and] [. the child of his or her domestic partner if the child depends on the Employee for most of his or her support 
and maintenance. and] children untler a court appointed guardianship We treat a child as legally adopted from the time the child is placed in the 
home for purposes of adoption. We treat such a child this way whether or not a final adoption order is ever issued. 

A Dependent is not a person who is on active duty in the armed forces of any country. 

A Dependent is not a person who is covered by the Contract as an Employee. 

At Our Discretion, We can require proof that a person meets the definition of a Dependent.] 

[DEPENDENT'S ELIGIBILITY DATE. 
The later of: 
a) the Employee's Eligibility Date; or 
b) the date the person first becomes a Dependent.] 

DEVELOPMENTAL DISABILITY or DEVELOPMENT ALLY DISABl,ED. A severe, chronic disability that: 
a) is attributable to a mental or physical impairment or a combination of mental and physical impairments; 
b) is manifested before the !Member] attains age 19: 
c) is likely to continue indefinitely; 
d) results in substantial functional limitations in three or more of the following areas of major life activity: self-care; receptive and expressive 

language: learning: mobility: self-direction: capacity for independent living: economic self-sufficiency: 
c) rcllects the [Member"s] need for a combination and sequence of special interdisciplinary or generic services. individualized support. anti 

other forms of assistance that arc lifelong or of extended duration and arc individually planned and coordinated. 

DIAGNOSTIC SERVICES. Procedures ordered by a Provider hccausc of specific symptoms to diagnose a specific condition or tliscase. Some 
examples include, but are not limited to: 
a) ratliology. ultrasound. and nuclear medicine: 
h) laboratory and patholol!y: and 
cJ EKGs. EEGs. an<l other electronic diagnostic tests. 

With respect to !Non-Network] benefits. except as allowcc.l under the Preventive Care Covered Charge. Diagnostic Services arc not <.:overcd 
under the Contrai.:t if the procedures arc orderctl as part of a routinc or pcrio<lit: physical examination or screening examination. 

J)ISCRKl"ION / 0.ETERMII\AHON / I>ETER.1-VIIN.E. Our sole rI!-(ht to make a decision or determination. The decision will he applied in a 
reasonable and non-tliscriminatory manner. 

DURABLE MEDICAL EQUIPMENT. Equipment We !or the Care l\fanagerj Determine to be: 
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a) designed and ahlc to withstand repeated use: 
bl used primarily and customarily for a medical purpose: 
c) is generally not useful to a [Memhcr] in the absence of an Illness or lnJury: and 
d) suitahlc for use in the home. 

Durable Medical Equipment includes. hut is not limned to, apnca monitors. breathing equipment. hospital-type beds. walkers. and wheelchairs. 

Among other things. Durable Medical Equipment docs not include: adjustments made to vehicles. air ct>nditit>ncrs. air purifiers, humidifiers. 
dehumidifiers. elevators. ramps, stair glides, Emergency Alert equipment, handrails. heat appliances. improvements made to a (Memher'sl 
home or place of husiness, watcrhcds, whirlpool baths. exercise and massage equipment. 

EFFECTIVE DATE. The date on which coverage hegins under the Contract for the Contractholder. or the date coverage begins under the 
Contract for a I Member I, as the context in which the term is used suggests. 

EMERGENCY. A medical condition manifesting itself by acute symptoms of sufficient severity including, hut not limited to, severe pain. 
psychiatric disturhances and/or symptoms of Substance Abuse such that a prudent layperson. who possesses an average knowledge of health 
and medicine. could expect the absence of immediate medical attention to result in: placing the health of the individual (or with respect to a 
pregnant woman, the health of the woman or her unborn child) in serious jeopardy; serious impairment to bodily functions: or serious 
dysfunction of a bodily organ or part. With respect to a pregnant woman who is having: Contractions, an Emergency exists where: there is 
inadequate time to effect a safe transfer to another Hospital before delivery: or the transfer may pose a threat to the health or safety of the 
woman or unborn child. 

EMPLOYEE. A Full-Time bona-fide Employee (25 hours per week) of the Contractholder. Employees who work on a temporary or substitute 
basis or who arc participating in an employee welfare arrangement established pursuant to a collective bargaining agreement are not considered 
to be Employees for the purpose of the Contract. Partners, proprietors. and independent Contractors will be treated like Employees, if they meet 
all of the Contract's conditions of eligibility. 

EMPLOYEE'S ELIGIBILITY DATE. 

a) the date of employment; or 
b) [the day! after any applicable waiting period ends. 

EMPLOYER. [ABC Company!. 

ENROLLMENT DATE. With respect to a [Member!. the Effective Date or. if earlier. the first day of any applicable waiting period. 

1<:XPERIMENTAL or INVESTIGATIONAL. 

Services or supplies which We [or the Care Manager! Determine arc: 
a) not of proven benefit for the particular diagnosis or treatment of a [Member's] particular condition; or 
b) not generally recognized by the medical community as effective or appropriate for the particular diagnosis or treatment of a [Member's] 

particular condition; or 
c) provided or performed in special settings for research purposes or under a controlled environment or clinical protocol. 

Unless otherwise required by law with respect to drugs which have been prescribed for treatment for which the drug has not been approved by 
the United States Food and Drug Administration (FDA), We will not cover any services or supplies. including treatment, procedures. drugs. 
biological products or medical devices or any hospitalizations in connection with Experimental or lnvest1gational services or supplies. 
We will alst> not cover any technology or any hospitalization in connection with such technology if such technology is obsolete or ineffective 
and is not used generally by the medical community for the particular diagnosis or treatment of a [Member's] particular condition. 

Governmental approval of a technology is not necessarily sufficient to render it of proven benefit or appropriate or effective for a particular 
diagnosis or treatment of a [Member's] particular cc,ndition, as explained below. 

We [or the Care Manager! will apply the following tivc criteria in Determining whether services or supplies arc Experimental or 
lnvcstigational: 

I. Any medical device, drug, or biological product must have received final approval to market hy the FDA for the particular diagnosis or 
condition. Any other approval granted as an interim step in the FDA regulatory process. e.g .. an Invcstigational Device Exemption or an 
lnvcstigational New Drug Exemption, is not sufficient. Once FDA approval has been granted for a particular diagnosis or condition, use or 
the medical device. drug or hiological product for another diagnosis or condition will require that t>nc or more of the following established 
reference compendia: 
aJ The American Hospital Forrnulary Service Drug Information: or 
h) The United States Pharmacnpeia Drug Information 

recognize the usage as appropriate medical treatment. As an alt.:rnat1ve to such recognition m one or more or the compendia. the usa!!c pf 
the drug will he rerngni1.cd as appropriate if it is recommended hy a cl111ical study or recommended by a review article in a major peer-
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reviewed professional journal. A medical de\•ice, drug. or biological product that meets the ahow tests will. nm he considered 
Experimental or lnvestigational. 
In any event. any drug which the Food and Drug Administration lw.s determined to he contraindicated for the specific treatment !'or which 
the drug has been prescribed will he considered Experimental or lnvestigational. 

2. Conclusive evidence from the published peer-reviewed medical literature must exist that the technology has a definite positive effect on 
health outcomes; such evidence must include well-designed investigations that have been reproduced by non-affiliated authoritative 
sources. with measurable results. backed up by the positive endorsements of national medical bodies or panels regarding scientific efficacy 
and rationale; 

3. Demonstrated evidence as reflected in the published peer-reviewed medical literature must exist that over time the technology leads to 
improvement in health outcomes. i.e., the beneficial effects outweigh any harmful effects: 

4. Proof as reflected in the published peer-reviewed medical literature must exist that the technology is at least as effective in improving 
health outcomes as established technology, or is usable in appropriate clinical contexts in which established tcchnolo)!y is not employable; 
and 

S. Proof as reflected in the published peer-reviewed medical literature must exist that improvements m health outcomes, as defined in 
paragraph 3. is possible in standard conditions of medical practice, outside clinical investigatory settings. 

EXTENDED CARE CENTER. See Skilled Nursing Facility. 

FACILITY. A place which: 
a) is properly licensed, certified. or accredited to provide health care under the laws of the state in which it operates; and 
b) provides health care services which are within the scope of its license. certificate or accreditation. 

FULL-TIME. A normal work week of 25 or more hours. Work must he at the Contractholder's regular place of business or at another place to 
which an Employee must travel to perform his or her regular duties for his or her full and normal work hours. 

GOVERNMENT HOSPITAL. A Hospital operated by a government or any of its subdivisions or agencies. including, but not limited to, a 
Federal, military, state. county or city Hospital. 

GROUP HEALTH PLAN. An employee welfare benefit plan. as defined in Title I of section 3 of Pub.L.93-406. the "Employee Retirement 
Income Security Act of 1974"' ERISA) (29 U.S.C. § 1002(1)) to the extent that the plan provides medical care and includes items and services 
paid for as medical care to employees or their dependents directly or through insurance, reimbursement or otherwise. 

HEALTH BENEFITS PLAN. Any hospital and medical expense insurance policy or certificate; health. hospital. or medical service 
corporation Contract or certificate: or health maintenance organization subscriber Contract or certificate delivered or issued for delivery in New 
Jersey by any carrier to a Small Employer group pursuant to section 3 of P.L. 1992. c. 162 (C. 178: 27A-19) or any other similar Contract, 
policy, or plan issued to a Small Employer, not explicitly excluded from the definition of a health benefits plan. 1-lealth Benefits Plan does not 
include one or more. or any combination of the following: coverage only for accident or disability income insurance. or any combination 
thereof; coverage issued as a supplement to liability insurance; liability insurance, including general liability insurance and automobile liability 
insurance; workers· compensation or similar insurance; automobile medical payment insurance; credit-only insurance; coverage for on-site 
medical clinics; and other similar insurance coverage, as specified in federal regulations. under which benefits for medical care are secondary or 
incidental to other insurance benefits. Health Benefits Plans shall not include the following benelits if they arc provided under a separate policy. 
certificate or Contract of insurance or arc otherwise not an integral part of the plan: limited scope dental or vision benefits; benefits for long 
term care, nursing home care. home health care, community based care, or any combination thereof; and such other similar. limited benefits as 
arc specified in federal regulations. Health Benefits Plan shall not include hospital confinement indemnity coverage if the benefits are provided 
under a separate policy. certificate or Contract of insurance, there is no coordination between the provision or the benefits and any exclusion of 
benefits under any group 1-lcalth Benefits Plan maintained by the same Plan Sponsor, and those benefits are paid with respect to an event 
without regard to whether benefits arc provided with respect to such an event under any Group Health Plan maintained by the same Plan 
Sponsor. Health Benefits Plan shall not include the following if it is offered as a separate policy, certificate or Contract or insurance: Medicare 
supplemental health insurance as de lined under section I 882(g)(I) of the federal Social Security Act; and coverage supplemental to the 
coverage provided under chapter 55 of Title 10, United States Code; and similar supplemental coverage provided to coverage under a Group 
1-lealth plan. 

[HEALTH CARE CENTER OR HEAL TH CENTER. A place operated by or on behalf of an HMO where !Network] Providers provide 
Cnvercd Services und Supplies tn !Members].! 

HEALTH STATUS-RELATED !<'ACTOR. Any of the following factors: health status; medical condition. including both physical and mental 
Illness: claims experience: receipt of health care: mcclical history: genetic information; evidence of in~urability. includin)! conditions arisin)! out 
of acts of <lorncstic, i,,J..:nce. und Jisability. 

110:\-IE HEALTH .-\CE'.'iCY. A Provi<ler which provides Skilled '.\:ursin_g Care for Ill or Injured people in their home under a home health 
care program dcsigm:d to eliminate Hospital stays. It must he licensed by the stute in which it operates. or it must he certified to participate in 
Medicare as a Home H~alth Agency. 
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II OS.PI CE. A Provider which provides palliative and supportive care for _terminally Ill or terminally Injured_ people It must carry out its statccj 
purpose under all relevant stale and local laws. and it must either: 
a) be approved for its stated purpose by Medicare: or 
b) be accredited for 1ls stated purpose by either the Joint Commission or the Nal!onal Hospice Organization. 

HOSPITAL. A Facility which mainly provides Inpatient care for Ill or lnJured people. It must carry out its stated purpose under all relevant 
state and local laws. and it must either: 
a) be accredited as a Hospital by the Joint Commission: or 
b) be approved as a Hospital by Medicare. 

Among other things. a Hospital is not a convalescent. rest or nursing home or Facility, or a Facility. or part of it. which mainly provides 
Custodial Care. educational care or rehabilitative care. A Facility for the aged or substance abusers is not a Hospital. 

ILLNESS or ILL. A sickness nr disease suffered by a lMember] or a description of a [Member) suffering from a sickness or disease. 

[INITIAL DEPENDENT. Those eligible Dependents an Employee has at the time he or she first becomes eligible for Employee coverage. If at 
the time the Employee docs not have any eligible Dependents, but later acquires them. the first eligible Dependents he or she acquires arc his or 
her Initial Dependents. I 

INJURY or INJURED. Damage to a !Member's) body, and all complications arismg from that damage. or a description of a [Member! 
suffering from such damage. 

INPATIENT. [Member). if physically confined as a registered bed patient in a Hospital or other health care Facility; or services and supplies 
provided in such a setting. 

JOINT COMMISSION. The Joint Commission on the Accreditation of Health Care Organizations. 

LATE ENROLLEE. An eligible Employee [or Dependent] who requests enrollment under the Contract more than J30J days after first 
becoming eligible. However, an eligible Employee for Dependentl will not be considered a Late Enrollee under certain circumstances. Sec the 
Employee Coverage [and Dependent Coverage] suhsectionfs] of the Eligibility section of the Contract. 

MEDICALLY NECESSARY AND APPROPRIATE. Services or supplies provided by a health care Provider that We for the Care Manager] 
Determine to be: 
a) necessary for the symptoms and diagnosis or treatment of the condition, Illness or Injury: 
b) provided for the diagnosis or the direct care and treatment of the condition, Illness or Injury: 
c) in accordance with generally accepted medical practice; 
d) not for a [Member's] convenience; 
e) the most appropriate level of medical care that a [Member! needs: and 
f) furnished within the framework of generally accepted methods of medical management currently used in the United States. 

In the instance of an Emergency. with respect to [Network) services and supplies. and in all instances with respect to JNon-Networkl benefits. 
the fact that an attending Practitioner prescribes. orders, recommends or approves the care. the level of care, or the length of time care is to be 
received, does not make the services Medically Necessary and Appropriate. 

MEDICAID. The health care program for the needy provided by Title XIX of the United States Social Security Act, as amended from time to 
time. 

MEDICARE. Pans A and B of the health care program for the aged and disabled provided by Title XVIII of the United States Social Security 
Act, as amended from time to time. 

[MEMBER]. An eligible person who is covered under the Contract (includes Covered Employee[ and covered Dependents, if any)]. 

[(MEMBER] SERVICES. Carrier has the option to include a definition of such services in the Contract.] 

MENTAL HEALTH CENTER. A f'acility that mainly provides treatment for people with mental health problems. It will be considered such a 
place if it carries out its stated purpose under all relevant state and local laws. and it is either: 
a) accredited for its stated purpose by the Joint Commission: 
b) approved for its stated purpose by Medicare: or 
c) accredited or licensed hy the State of New Jersey to provide mental health services. 

[NETWORK] PROVIDER.!\ l'ro"ider which has an agreement Jdircctly or indirectly\ with Us Jor Our associated medical groups\ to prov,<le 
Covered Services or Suppl1c,. Tile Employee will periodically be· ~iven up-to date lists of [Network I Providers. The up-to date lists will be 
furnished automatically. without charge. 
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[NEWLY ACQUIRED DEPENDENT. An eligible Dependent an Employee acquires after he or she already has coverage in force for Initial 
D!!pcndcnts. I 
NICOTINE DEl'ENDENCE TREATMENT. ··Behavioral Therapy." as defined below. and Prescription Drugs which have been appmvcd by 
the U.S. Food and Drug Administration for the management of nicotine dependence. 

For the purpose of this definition. covered ··Behavioral Therapy" means motivation and behavior change techniques which have been 
demonstrated to be effective in promoting nicotine abstinence and long term recovery from nicotine addiction. 

NON-RIOLOGICALLY-BASED MENTAL ILLNESS. An Illness which manifests symptoms which are primarily mental or nervous for 
which the primary treatment is psychotherapy or psychotropic medication where the Illness is not biologically-based. 

In determining whether or not a particular condition is a Non-Biologically-based Mental Illness. We may refer to the current edition of the 
Diagnostic and Statistical Manual of Mental Conditions of the American Psychiatric Association 

NON-COVERED CHARGES. Charges which do not meet the Contract's definition of Covered Charges or which exceed any of the benefit 
limits shown in the Contract. or which are specifically identified as Non-Covered Services and Supplies and Non-Covered Charges or arc 
otherwise not covered by the Contract. 

NON-COVERED SERVICES. Services or supplies which are not included within Our definition of Covered Services or Supplies, arc 
included in the list of Non-Covered Services and Supplies and Non-Covered Charges. or which exceed any of the limitations shown in the 
Contract. 

[NON-NETWORK] PROVIDER. A Provider which is not a [Network[ Provider. 

NURSE. A registered nurse or licensed practical nurse, including a nursing specialist such as a nurse mid-wife or nurse anesthetist. who: 
a) is properly licensed or certified to provide medical care under the laws of the state where the nurse practices: and 
b) provides medical services which arc within the scope of the nurse·s license or certificate. 

OUTPATIENT. [Member], if not confined as a registered bed patient in a Hospital or recognized health care Facility and is not an Inpatient; 
or services and supplies provided in such Outpatient settings. 

PERIOD OF CONFINEMENT. Consecutive days of Inpatient services provided to an Inpatient, or successive Inpatient confinements due to 
the same or related causes, when discharge and re-admission to a Facility occurs within 90 days or less. We for the Care Manager] Determine if 
the cause(s) of the confinements arc the same or related. 

PER LIFETIME. During the lifetime of an individual. regardless of whether he or she was covered under the Contract or any other Contract, 
policy or plan: 
a) as an Employee or Dependent; and 
b) with or without interruption of coverage. 

PLAN SPONSOR. 
Has the meaning given that term under Title I. section 3 of Pub.L.93-406, the ERISA (29 U.S.C. § 1002( 16)(8)). That is: 
a) the Small Employer in the case of an employee benefit plan established or maintained by a single employer; 
b) the employee organization in the case of a plan established or maintained by an employee organization: or 
c) in the case of a plan established or maintained by two or more employers or jointly by one or more employers and one or more employee 

organizations. the association. committee. joint board of trustees. or other similar group of representatives of the parties who establish or 
maintain the plan. 

PLAN YEAR. The year that is designated as the plan year in the plan document of a Group Health Plan. except if the plan document does not 
designate a plan year or if there is no plan document. the Plan Year is a Calendar Year. 

l'RACTITIONER. A medical practitioner who: 
a) is properly licensed or certified to provide medical care under the laws of the state where the practitioner practices: and 
b) provides medical services which arc within the scope of the practitioner's license or certificate. 

PRE-APPROVAL or PRE-APPROVED. Our approval using paper or electronic means for specified services and supplies prior to the date 
the charges arc incurred. We will reduce benefits by 50% with respect to charges for treatment. services and supplies which require Pre-
Approval and arc not Pre-Approved by Us provided that benefits would otherwise by payable under the Contract. 

PRE-EXISTING CONDITION. An Illness or Injury which manil'csts itself in the six months before a Member"s Enrollment Date. am! for 
which medical advice. diagnosis. care. or treatment was recommended or received during the six months immediately preceding the Enrollment 
Date. 

I PRE-EXISTING CONDITION LIMITATION. With respect to coverage. a limitu1ion or e~clusion of benel"its relating to a condition based 
on the fact thal the condition was present before the Enrollment Date. whether or m•t any medic;il advice. diagnosis, care. or treatment was 
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recommended or recc11"ed before that date. Genetic information will not he treated as a Pre-Existing Condition in the ahscnce of a uiagnosis of 
the condn1on related to that mformation. Pregnancy will not he trcat,d as a Pre-Existing Condition. 

Sec the Non-Covered Services and Supplies and :'-.on-Covered Charges section of the Contract for details on how the Contract limits the 
services and henefits for Pre-Existing Conditions. I 

PRESCRIPTION DRUGS. Drugs. biologicals and compound prescriptions which arc sold only by prescription and which arc required to 
show on the manufacturer" s lahcl the words: "Caution - Federal Law Prohibits Dispensing Without a Prescription"' or other drugs and devices as 
Determined by Us. such as insulin. But We only cover drugs which are: 
a) approved for treatment of the !Member's] Illness or Injury by the Food and Drug Administration; 
b) approved by the Food and Drug Administration for the treatment of a particular diagnosis or condition other than the [Member's! and 

recognized as appropriate medical treatment for the [Member's] diagnosis or condition in one or more of the following estahlished 
reference compendia: 

•The American Hospital Formulary Service Drug Information: 
•The United States Pharmacopeia Drug Information: or 
cJ recommended hy a clinical study or recommended hy a review article in a major peer-reviewed professional journal. 
Coverage for the ahove drugs also includes Medically Necessary and Appropriate services associated with the administration of the drugs. 
In no event will We pay for: 
a) drugs labeled: "Caution - Limited by Federal Law to lnvcstigational Use·•: or 
b) any drug which the Food and Drug Administration has determined to he contraindicated for the specific treatment for which the drug hacS 

heen prescribed. 

PREVENTIVE CARE. Services and supplies in connection with routine physical examinations. including laboratory tests and x-rays. 
immunizations and vaccines. well baby care. pap smears. mammography. screening tests. hone density tests, colorectal cancer screening and 
Nicotine Dependence Treatment. 

PRIMARY CARE PHYSICIAN (PCP}. A [Network] Practitioner who is a doctor specializing in family practice. general practice. internal 
medicine, [obstetrics/gynecology for pre and post-natal care. birth and treatment of the diseases and hygiene of females,] or pediatrics who 
supervises, coordinates. arranges and provides initial care and basic medical services to a [Member]; initiates a [Member's] Referral for 
Specialist Services; and is responsible for maintaining continuity of patient care. 

PRIVATE DUTY NURSING. Skilled Nursing Care for Covered Persons who require individualized continuous Skilled Nursing Care 
provided by a registered nurse or a licensed practical nurse. 

PROVIDER. A recognized Facility or Practitioner of health care. 

REASONABLE and CUSTOMARY. With respect to [Network] services and supplies, the negotiated arrangement. 

With respect lo !Non-Network! henelits. an amount that is not more than the usual or customary charge for the service or supply as We 
Determine, based on a standard approved by the Board. The Board will decide a standard for what is Reasonable and Customary for the [Non-
Nctwork] benefits under the Contract. The chosen standard is an amount which is most often charged for a given service by a Provider within 
the same geographic area. For charges that arc not determined by a negotiated fee schedule, the [Member] may be billed for the difference 
between the Reasonable and Customary charge and the charge billed hy the Provider. 

Please note: The Coordination of Benefits and Services provision includes a distinct definition of Reasonable and Customary. 

REI<'ERRAL. With respect lo [Network! services or supplies, specific direction or instruction from a [Member's] Primary Care Physician [or 
Health Center! [or the Care Manager I in conformance with Our policies and procedures that directs a [Member! to a Facility or Practitioner for 
health care. 

REIIARILITATION CENTER. A Facility which mainly provides therapeutic and restorative services to lll cir Injured people. It must carry 
out its staled purpose under all relevant state and local laws. and it must either: 
a) be accredited for its stated purpose by either the Joint Commission or the Commission on Accreditation for Rehabilitation facilities: or 
h) be approved for its stated purpose by Medicare. 
In some places a Rehahilitation Center is called a ··rchahilitation hospital." 

ROUTINE FOOT CARE. The cutting. dehridement. trimming. reduction. removal or other care of corns. calluses. flat feet. fallen arches. 
weak feet. chronic foot strain. dystrophic nails. excrescences, hclomas. hyperkeratosis. hypcrtrophie nails, non-infected ingwwn nails. 
dcratomas, kcratosis. onychauxis. onychocryptosis. tylomas or symptomatic complaints of the feet. Routine Foot Care also includes orthopedic 
shoes, foot orthotics and supportive devices for the font. 
ROUTINE NURSING CARE. The appropriate nursing care custllmarily furnished by a recognized racility for the benefit of its Inpatients. 

SCHEDULE. The Schedule of Covered Services and Supplies and Covered Charges. 

SERVICE AREA. As appli..:ablc to \Network! sen ices and supplies. the geographic area We define hy IZIP rndcsl [county! 
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SKILLED NURSING CARE. Services which arc more intensive than Custodial Care. arc provided by a Registered Nmse (R.N.) or Licensed 
Practical Nurse (L. P.N. ). and require the technical skills and prof·~ss1onal training of a registered nur,se or licensed practical nurse. 

SKILLED NURSING FACILITY. A Facility which mainly provides full-time Skilled Nursing Care for Ill or Injured people who do not m:cd 
to be in a Hospital. It must carry out its stated purpose under all relevant state and local laws. and it must either: 
a) be accredited for its stated purpose by the Joint Commission: or 
b) be approved for its stated purpose by Medicare. 
ln some places, a '"Skilled Nursing Center .. may be called an Extended Care Center. 

SMALL EMPLOYER. In connection with a Group Health Plan with respect to a Calendar Year and a Plan Year. any person. firm. 
corporation. partnership, or political subdivision that is actively engaged in business that employed an average of at least two but not more than 
50 eligible Employees on business days during the preceding Calendar Year and who employs at least eligible two Employees on the first day 
of the Plan Year, and the majority of the eligible Employees arc employed in New Jersey. All persons treated as a single employer under 
subsection (b). (cl. (ml or (o) of section 414 of the Internal Revenue Code of 1986 shall he treated as one employer. In the case of an employer 
that was not in existence during: the preceding Calendar Year. the determination of whether the employer is a small or large employer shall be 
based on the average number of eligible Employees that it is expected that the employer will employ on business days in the current Calendar 
Year. 

SPECIAL CARE UNIT. A part of a Hospital set up for very ill patients who must be observed constantly. The unit must have a specially 
trained staff. And it must have special equipment and supplies on hand at all times. Some types of Special Care Units are: 
a) intensive care units: 
h) cardiac care units: 
c) neonatal care units: and 
d) burn units. 

SPECIALIST DOCTOR. A Practitioner who provides medical care in any generally accepted medical or surgical specialty or sub-specialty. 

SPECIALIST SERVICES. Medical care in specialties other than family practice. general practice, internal medicine for pediatrics]lor 
ohstetricsigynecology (for routine pre and post-natal care, birth and treatment of the diseases and hygiene of females I. 

SUBSTANCE ABUSE. Abuse of or addiction to drugs. Substance Abuse does not include abuse of or addiction to akohol. Please sec the 
definition of Alcohol Abuse. 

SUBSTANCE ABUSE CENTER. A Facility that mainly provides treatment for people with Substance Abuse problems. It must carry out its 
stated purpose under all relevant state and local laws, and it must either: 
a) be accredited for its stated purpose by the Joint Commission; or 
b) be approved for its stated purpose by Medicare. 

SUPPLEMENTAL LIMITED BENEFIT INSURANCE. Insurance that is provided in addition to a Health Benefits Plan on an indemnity 
non-expense incurred basis. 

SURGERY. 
a) The performance of generally accepted operative and cutting procedures. including surgical diagnostic procedures. specialized 

instrumentations, endoscopic examinations. and other invasive procedures; 
b) the correction or fractures and dislocations: 
c) pre-operative and post-operative care; or 
d) any of the procedures designated by Current Procedural Code Terminology as Surgery. 

THERAPEUTIC MANIPULA TJON. Treatment of the articulations or the spine and musculoskelctal structures for the purpose or relieving 
certain abnormal clinical conditions resulting: from the impingement upon associated nerves causing discomfort. Some examples are 
manipulation or adjustment of the spine, hot or cold packs, electrical muscle stimulation. diathermy, skeletal adjustments. massage, adjunctive. 
ultra-sound. dopplcr. whirlpool or hydrotherapy or other treatment of similar nature. 

TOTAL DISABILITY OR TOTALLY lJJSABLED. Except as otherwise specified in the Contract, an Employee who. due to Illness or 
Injury. cannot perform any duty of his or her occupation or any occupation for which he or she is, or may be. suited by education. training and 
experience. and is not. in fact. engaged in any occupation for wage or profit. IA Dependent is totally disabled if he or she cannot engage in the 
normal activities of a person in good health and or like age and sex.] The Employee lor Dependent] must be under the regular care of a 
Pracltlioner. 

URGENT CARE. Care for a non-life threatening condition that requires care by a Provider within 24 hours. 
[WAITING PERIOD. With respect to a Group 1-!calth Plan and an individual who is a potential participant or hcncficiary in the Group Health 
Plan. the period that must pass with respect tll the individual hcforc the individual is cligiblc to he covered for benefits under the terms of thc 
Group II cal th Plan. I 

/WE, US, OVR. !Carrier! 
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YOU, YOUR, AND YOURS. An Employee who is covered under the Contract.] 

ELIGIBILITY 
EMPLOYEE COVERAGE 

Eligible Employees 

11:21 App. EXH. II 

Subject to the Conditions of Eligibility set forth below, and to all of the other conditions of the Contract. all of the Contractholder's 
Employees [who are in an eligible class] [andl [who reside in the Service Areal will be eligihlc if the Employees are [Actively at Work] Full-
Time Employees. [In certain ~ituations. the Actively at Work requirement will not apply. If an Employee is not Actively at Work due to a 
Health Status-Related Factor. the Employee will nevertheless he considered an Eligible Employee. In addition. refer to the Exception below.] 

For purposes of the Contract. We will treat partners, proprietors and independent Contractors like Employees if they meet the Contract's 
Conditions of Eligihility. 

Conditions of Eligihility 

Full-Time Requirement 
[Except where an Employee is not Actively at Work due to a Health Status-Related Factor. and except as stated below. ]We will not cover an 
Employee unless the Employee is [an Actively at Work] [a] Full-Time Employee. 

Enrollment Requirement 
We will not cover the Employee until the Employee enrolls and agrees to make the required payments. if any. If the Employee docs this within 
130] days of the Employee's Eligibility Date, coverage will start on the Employee's Eligibility Date. 

If the Employee enrolls and agrees to make the required payments, if any: 
a) more than [30] days after the Employee's Eligibility Date: or 
b) after the Employee previously had coverage which ended because the Employee failed to make a required payment; 
We will consider the Employee to be a Late Enrollee. Late Enrollees are subject to the Contract's Pre-Existing Conditions limitation. if any 
applies. 

When an Employee initially waives coverage under the Contract, the Plan Sponsor [or Wei should notify the Employee of the requirement for 
the Employee to make a statement that waiver was because he or she was covered under another group plan, if such other coverage was m fact 
the reason for the waiver. and the consequences of that requirement. If an Employee initialiy waived coverage under the Contract an<l the 
Employee stated at that time that such waiver was hecausc he or she was covered under another group plan, and Employee now elects to enroll 
under the Contract, We will not consider the Employee [and his or her Dependents] to be [a] Late Enrollce[s], provided the coverage under the 
other plan ends due 10 one of the following events: 
a) termination of employment or eligibility; 
b) reduction in the number of hours of employment: 
c) involuntary termination:; 
d) divorce or legal separation [or termination of the domestic partnership I: 
e) death of the Employee· s spouse; 
f) termination of the Employer's contribution toward coverage: or 
g) termination of the other plan's coverage. 

But. the Employee must enroll under the Contract and pay the appropriate premium within 90 days of the dale that any of the events described 
above occur. Coverage will take effect as of the date the applicable event occurs .. 

If an Employee initialiy waived coverage under the Contract because he or she had coverage under a Consolidated Omnibus Budget 
Reconciliation Act (COBRA) continuation provision and the Employee requests coverage under the Contract within 30 days of the date the 
COBRA continuation ended. We will not consider the Employee to be a Late Enrollee. Coverage will take effect as of the date the COBRA 
continuation ended. 

In addition, an Employee land any Dependents] will not be considered !al Late Enrollee[sl 1r the Employee is employed by an employer which 
offers multiple Health Benefits Plans and the Employee elects a different plan during the open enrollment period. 

!Further. an Employee and his or her Dependent spouse, if any. will not he considered Late Enrollees because the Employee initially waived 
coverage under the Contract frir himself or herself and any then existing Dependents provided the Employee enrolls to cover himself or hcrscl r 
anti his or her existing Dcpcn<lcnt spouse. if any. under the Contract within 30 days of the marriage. birth. adoption or placement for adoption of 
a Newly Acquired Dependent.) 
[The Waiting Period 
The Contract has the following waiting periods: 

Employees 111 an eligible class on the Effective Date. who have complctc<l at least 16 months! of continuous Full-Time service with the 
Contracthol<lcr hy that <late. arc eligihlc for coverage under the Contract from the Effective Date. 
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Employees in an Eligible Class on the Effective Date. who have not completed at least 16 months! of continuous Full-Time service with the 
Contractholder hy that date. arc eligible for coverage unc.J~r the Contract from the day after f~mployces complete 16 months] ofi:ontinuous Full-
Time service. 

Employees who enter an eligible class after the Effective Date arc eligible for coverage under the Contract from the day after Employees 
complete 16 months I of continuous Full-Time service with the Contractholc.Jcr. J 

The Contractholder who purchased the Contract may have purchased it to replace a plan the Contractholder hac.J with some other carrier. An 
Employee may have satisfied part of the eligibility waiting period under the Contractholder's old plan before it ended. If so, the time satisfied 
will he used to satisfy the Contract's eligibility waiting period if: 
a) the Employee was employed by the Contractholder on the date the Contractholder· s old plan ended; and 
h) the Contract takes effect immediately upon termination of the prior plan. 

Multiple Employment 
If an Employee works for both the Contractholder and a covered Affiliated Company. or for more than one covered AtTiliatcJ Company. We 
will treat the Employee as if only one entity employs the Employee. And such an Employee will not have multiple coverage under the Contract. 
But. if the Contract uses the amount of an Employee·s earnings or number of work hours to determine class. or for any other reason. such 
Employee's earnings or number of work hours will be figured as the sum of his or her earnings or work hours from all Affiliated Companies. 

When Employee Coverage Starts 
[Except where an Employee is not Actively at Work due to a Health Status-Related Factor, anJ except as stateJ below. anJ [An] Employee must 
be [Actively at Work. and I working his or her regular number of hours, on the date his or her coverage is scheduled to start. And he or she must 
have met all the conditions of eligibility which apply to him or her. [If an Employee is not Actively at Work on the scheduled Effective Date, 
and docs not qualify for the exception to the Actively at Work requirement, We will postpone the start of his or her coverage until he or she 
returns to Active Work.] 

[Sometimes. a scheduled Effective Date is not a regularly scheduled work day. But an Employee·s coverage will start on that date if he or she 
was Actively at Work. and working his or her regular number of hours. on his or her last regularly scheduled work day. J 

The Employee must elect to enroll and agree to make the required payments 1f any, within [301 days of the Employee's Eligibility Date. If he or 
she docs this within [30] days of the Employee's Eligibility Date, his or her coverage is scheduled to start on the Employee's Eligibility Date. 
Such Employee's Eligibility Date is Effective Date of an Employee's coverage. 

If the Employee does this more than [30] days after the Employee's Eligibility Date. We will consider the Employee a Late Enrollee. Coverage 
is scheduled to start on the date the We or Our authorizeJ representative or agenc receives the signed enrollment form. 

[EXCEPTION to the Actively at Work Requirement 
The Exception applies if the Contractholder who purchased the Contract purchased it to replace a plan the Contractholder had with some other 
carrier. An Employee who is not Actively at Work due to Total Disability on the date the Contract takes effect will initially he eligible for 
limited coverage under the Contract if: 
a) the Employee was validly covered under the Contractholdcr' sold plan on the date the Contractholder' sold plan ended; and 
b) the Contract takes effect immediately upon termination of the prior plan. 

The coverage under the Contract will be limited to coverage for services or supplies for conditions other than the disabling condition. Such 
limited coverage under the Contract will end one year from the date the person's coverage under the Contract begins. Coverage for services or 
supplies for the disabling condition will be provided a, stated in an extended health benefits. or like provision, contained in the 
Contractholder's old plan. Thereafter. coverage will not be limited as described in this provision. but will be subject to the terms and conditions 
of the Contract. I 

When Employee Coverage Ends 
An Employee's coverage unJer the Contract will end on the first of the following dates: 
a) [the date! an Employee ceases to he [an Actively at Work I [al Full-Time Employee for any reason. Such reasons indude, death. retirement. 

lay-off. leave or absence. and the cnJ of employment. 
b) [the date] an Employee stops being an eligible Employee under the Contract. 
c) the date the Contract ends.[ or is discontinued for a class of Employees to which the Employee helongs.J 
d) the last c.Jay of the perioc.J for which required payments have been made for the Employee. subject to the Payment of Premium - Grace 

Period section. 

[DEPENDEi'iT COVERAGE 

EligilJle Dependents for Dependent Health Benefits 
Your digiblc Dcrcnucnts ,ire: 
a) Your legal spouse !where legal spouse shall inc.:lude a domesli<.: partner pursuant 10 I' L. 2003. c. 2461 
h) Your unmarried Dcpcndc111 children who arc under age 19: and 
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cJ Your unmarried Dependent children. from age 19 until their 23rd hirthday. who are enrolled as full-time students at Accredited Schools. 
Full-time students will he as defined by the Accredited School. We can require pcriQdic proof of a Dependent child's ,tatus as a full-time 
student. 

!Exception: Any Dependent who docs not reside in the Service Arca is not an eligihlc Dependent.I 

Eligible Dependents will not include any Dcpcmlcnt who is: 
a) covered by the Contract a, an Employee or 
b) on active duty in the armed forces of any country. 

Adopted Children and Step-Children 
Your "unmarried Dependent children" include Your legally adopted children, Your step-children if they depend on You for most of their 
support and maintenance I and J [, the chi Id of his or her domestic partner if the child depends on the Employee for most of his or her support 
and maintenance. and) children under a court appointed guardianship. We will treat a child as legally adopted from the time the child is placed 
in the home for the purpose of adoption. We will treat such a child this way whether or not a final adoption order is ever issued. 

Incapacitated Children 
An Employee may have an unmarried child with a mental or physical handicap, or developmental disability, who is incapable of earning a 
living. Subject t(> all of the terms of this section and the plan, such a child may slay eligihle for Dependent health benefits past the Contract's 
age limit for eligible Dependents. 

The child will stay eligible as long as the child stays unmarried and incapable of earning a living, if: 
a) the child's condition started before he or she reached the Contract's age limit: 
h) the child became covered under the Contract or any other policy or Contract before the child reached the age limit and stayed continuously 

covered or covered after reaching such limit; and 
c) the child depends on the Employee for most of his or her support and maintenance. 

But, for the child to stay eligible, the Employee must send Us written proof that the child is incapacitated or developmentally disabled and 
depends on the Employee for most of his or her support and maintenance. The Employee has 31 days from the date the child reaches the age 
limit to do this. We can ask for periodic proof that the child's condition continues. But, after two years, We cannot ask for proof more than once 
a year. 

The child's coverage ends when the Employee's coverage ends. 

Enrollment Requirement 
An Employee must enroll his or her eligible Dependents in order for them to be covered under the Contract. We consider an eligible Dependent 
lo he a Late Enrollee, if the Employee: 
a) enrolls a Dependent land agrees to make the required payments) more than 130] days after the Dependent's Eligibility Date; 
b) in the case of a Newly Acquired Dependent, has other eligible Dependents whose coverage previously ended because the Employee failed 

to make the required contributions, or otherwise chose to end such coverage. 

Late Enrollees arc subject to the Contrnct"s Pre-Existing Conditions limitations section, if any applies. 

If the Employee's dependent coverage ends for any reason, including failure to make the required payments, his or her Dependents will be 
considered Late Enrollees when their 
Cl>verage begins again. 

When an Employee initially waives coverage for a spouse and/or eligible Dependent children under the Contract. the Plan Sponsor !or We) 
should notify the Employee of the requirement for the Employee to make a statement that waiver was because the spouse and/or eligible 
Dependent children were covered under another group plan, if such other coverage was in fact the reason for the waiver, and the consequences 
of that requirement. If the Employee previously waived coverage for the Employee's spouse or eligible Dependent children under the Contract 
and stated at that time that such waiver was hecause they were covered under another group plan, and the Employee now elects to enroll them 
in the Contract. the Dcpendcnl will not be considered a Late Enrollee, provided the Dependent's coverage under the other plan ends due to one 
of the following events: 
a) termination or employment or eligibility: 
b) reduction in the number of hours of employment; 
c) involuntary termination: 
d) divorce or legal separation (or termination of the domestic partnership(: 
e) death of the Employee·., spouse: 
f) termination or the contnhution toward coverage that was heing made hy the employer that offered the group plan un<lcr which the 

Dependent was col'crcd: or 
g) termination of the other plan·s coverage. 
But, the Employee's spouse or cligihlc Dependent childn:n must he enrolled by the Employee. und the appropriate premium must be pai<l, 
within 90 days of the date that any of the events described ahovc ocrnr. Coverage will take effect as of the date the applicahle event occurs. 
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And. We will not consider an Employee's spouse or eligible Dependent children for which the Employee initially waived coverage under the 
Contract. to be a l,atc Enrol Ice. if: 
a) the Employee is under legal obligation lO pmvi<lc coverage due to a court or<lcr: an<l 
h) the Employee's spouse or eligible Dependent children arc enrolled by the Employee. and the appropriate premium must be paid. within 30 

<lays of the issuance of the court order. 

Coverage will take effect as of the date required pursuant to the court order. 

In addition, if an Employee initially waived coverage under the Contract for the Employee's spouse or eligible Dependent children because the 
spouse and/or Dependent children had coverage under a Consolidated Omnibus Budget Reconciliation Act (COBRA) continuation provision 
and the Employee requests coverage for the spouse and/or Dependent children under the Contract within 30 days of the date the COBRA 
continuation ended, We will not consider the spouse and/or Dependent children to be Late Enrollees. Coverage will take effect as of the date the 
COBRA continuation ended. 

When Dependent Coverage Starts 
In order for an Employcc·s Dependent coverage to begin. the Employee must already be covered for Employee coverage or enroll for 
Employee and Dependent coverage at the same time. Subject to all of the terms of the Contract, the date an Employee's Dependent coverage 
starts depends on when the Employee elects to enroll the Employee's Initial Dependents and agrees to make any required payments. 

If the Employee docs this within 30 days of the Dependent's Eligibility Date, the Dependent's Coverage is scheduled to start on the later of: 
a) the Dependent's Eligibility Date, or 
b) the date the Employee becomes covered for Employee coverage. 

If the Employee does this more than [30] days after the Dependent's Eligibility Date, We will consider the Dependent a Late Enrollee. 
Coverage is scheduled to start on the later of: 
a) the Jatc We or Our authorited representative receive the signed enrollment form; or 
b) the date the Employee becomes rnvered for Employee coverage. 

Once an Employee has dependent coverage for Initial Dependents, the Employee must notify Us of a Newly Acquired Dependent within the 
[30] days after the Newly Acqu1red Dependent's Eligibility Date. If the Employee docs not, the Newly Acquired Dependent is u Lute Enrollee. 

A Newly Acquired Dependent other than a newborn child or newly adopted child will be covered from the later oL 
a) the date the Employee notifies Us I and agrees to make any additional payments!, or 
b) the Dependent's Eligibility Date for the Newly Acquired Dependent. 

If the Contractholdcr who purchased the Contract purchased it to replace a plan the Contractholder had with some other carrier, a Dependent 
who is Totally Disabled on the date the Contract takes effect will initially be eligible for limited coverage under the Contract if: 
a) the Dependent was validly covered under the Contractholder's old plan on the date the Contractholder's old plan ended; and 
b) the Contract takes effect immediately upon termination or the prior plan. 

The coverage under the Contract will be limited to coverage for services or supplies for conditions other than the disabling condition. Such 
limited coverage under the Contract will end one year from the date the person's coverage under the Contract begins. Coverage for services or 
supplies for the disabling condition will he provided as stated in an extended health benefits, or like provision. contained in the 
Contractholder's old plan. Thereafter. coverage will not be limited as described in this provision, but will be subject to the terms and conditions 
of the Contract. 

Newborn Children 
We will cover an Employee's newborn child for 31 days from the date of birth without additional premium. Coverage may be continued 
beyond such 31-day period as stated below: 
a) If the Employee is already covered for Dependent child coverage on the <late the child is born, coverage automatically continues beyond 

the initial 31 days, provided the premium required for Dependent child coverage continues to be paid. The Employee must notify Us of the 
hirth of the newborn child as soon as possible in order that We may properly provide coverage under the Contract. 

b) If the Employee is not covered l'or Dependent child coverage on the date the child is born, the Employee muq: 
I) give written notice to enroll the newborn child!: and 
2) pay the premium required for Dependent child coverage within 31 days after the date of birth for coverage to continue beyond the 

initial 31 days. I 

If the notice is not given [and the premium is not paid] within such 31-day period, the newborn child's coverage will end at the end of such 31-
day period. If the notice is given and the premium paid after that 31-day penod. the child will he a Late Enrollee. 

When Dependent Coverage Ends 
A Dependent's coverage unucr the Contract 11 ill end on the first of the fol!owin/! dates: 
a) [the date !Employee coverage ends: 
fb) the date the Employee stops being a mcrnhcr of a class of Employees cligihlc for such coverage: I 
{l') I the date the Contr;1ct ends: 
[d)f the dale Dependent coverage 1s dropped frnm tile' Contract /'or all Employees cl1g1hle for such rnvcrage; 
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[el the date an Employee fails to pay any required part of the cost of Dependent coverage. It end, on the last day of the period for \\hil:h the 
Employee. made the required payments. unless coverage ends earl icr for other reasons.} 

(t)J At 12:01 a.m. (on the last uay of the calendar month following! (onJ the date the Dependent stops being an eligible Dependent. 
(g)] with respect to a Dependent spouse. the date the spouse moves his or her permanent residence outside the Service Arca. I 

EXTENDED IIEAI,TII BENEFITS 

If the Contract ends and a [Mc1nbcrJ is Totally Disabled and under a Practitioner's care. We will extend health benefits for that person under the 
Contract as ex.plained below. This is done at no cost to the [Member]. 
We will only extend benefits for a [Member} due to the disabling condition. Any services and supplies must be provided before the ex.tension 
ends. And what We cover is based on all the terms of the Contract. 

We do not cover services. supplies, or charges due to other conditions. And. We do not cover services, supplies or charges incurred by other 
family members. 

The ex.tension ends on the earliest of: 
a) the date the Total Disability ends; 
b) one year from the date the person· s coverage under the Contract ends; or 
c) the date the person has reached the payment limit. if any, for his or her disabling condition. 

The Employee must submit evidence to Us that he or she or his or her Dependent is Totally Disabled. if We request it. 

TERMINATION FOR CAUSE 
If any of the following conditions exist, We may give written notice to the [Member! that the person is no longer covered under the Contract: 

a) Untenable Relationship: After reas•onable efforts, We and/or [Network] Providers are unable to establish and maintain a satisfactory 
relationship with the [Member) or the [Member] fails to abide by our rules and regulations. or the [Member I acts in a manner which is 
verbally or physically abusive. 

b) Misuse of Identification Card: The [Member[ permits any other person who is not authorized by Us to use any Identification Card We 
issue to the [MembcrJ. 

c) Furnishing Incorrect or Incomplete Information: The (Member] furnishes material information that is either incorrect or incomplete in 
a statement made for the purpose of effecting coverage under the Contract. This condition is subject to the provisions of the 
Incontestability of the Contract section. 

dJ Nonpayment: The [Member! fails to pay any Copayment [or Coinsurance! or to make any reimbursement to Us required under the 
Contract. 

c) Misconduct: The [Member! abuses the system, including hut not limited to; theft, damage to [Our[ [[Network] Provider's] property. 
forgery of drug prescriptions. and consistent failure to keep scheduled appointments. 

f) Failure to Cooperate: The [Memberj fails to assist Us in coordinating benefits as described in the Coordination ol' Benefits and 
Services section. 

If We give the [Member] such written notice: 
a) that person will cease to be a [McmberJ for the coverage under the Contract immediately if termination is occurring due to Misuse of 

Identification Card (b above) or Misconduct (e above). otherwise. on the date 31 days after such written notice is given by Us: and 
b) no benefits will be provided to the !Member! under the Contract after that date. 

Any action by Us under these provisions is subject to review in accordance with the Appeals Procedures We establish. 

[MEMBER] PROVISIONS: APPLICABLE TO (NETWORK) SERVICES AND SUPPLIES 

THE ROLE OF A [MEMBER'S] PRIMARY CARE PHYSICIAN 
A [Member's I Primary Care Physician provides basic health maintenance services and coordinates a I Member's I overall health care. Anytime a 
!Member! needs medical care. the [Member) should contact his or her Primary Care Physician [or the Care Manager) and identify himself or 
herself as a [Member J of this program. 

In an Emergency. a [Member] may go directly to the emergency room. If a [Member] docs. then the !Member! must call his or her Primary 
Care Physician [or the Care Manager! and (Member I Services within 48 hours. lf a [MemherJ docs not call within 48 hours. We will provide 
services only if We !or the Care Vlanagcr! Determine that notice was giv.:n as soon as was reasonably possible. 

[THE ROLE CW THE CARE MANA(;ER. The Care Manager will manage a !Member's\ treatment for (a Biotogically-bascd Mental Illness. 
a Non-Biologically-based Menial lllne". Substance Abuse. or Alcohol J\husej. A (Vlembcr] must contact the Care Manager or the (Mcmbcr·sl 
Primary Care Physician when a [McmhcrJ nccJs trc-atment for one of these conditions. I 

SELECTING OR CHANGING A PRIMARY CARE PIIYSICJAJ'I, [OR IIEALTII CENTER] 
When an Employee first obtains this cm·erage. the Employee and each of the Employcc·s covered Dercndcnts must select a Prim.iry Care 
Physician [or l lcalth Center!. 
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[Members] select a Primary Care Physician [or Health Center! from Our [Physician or Practitioners Directory]; this choice is solely a 
[Mcmoer'sl. However, We cannot guarantee the availability of a particular PracJitioner. If the Primary Care Physi~ian initially selected cannot 
accept additional patients. a [Member\ will be not1ficu :mu given an opportunity to make another Primary Care Physician selection. !If a 
[Member\ fails lo select a Primary Care Physician [or Health Center]. We will make a selection on oehalf of the [MemberJ.] 

[After initially selecting a Primary Care Physician. (Memocrs\ can transfer to different Primary Care Physicians if the physician-patient 
rclatwnship becomes unacceptable. The l[Mcmberj can select another Primary Care Physician from Our [Physician or Praditioncrs] Directory j. 

For a discretionary change of PCP, the new PCP selection will take effect no more than 14 days following the date of the request. For a change 
necessitated by termination of the prior PCP from the Network. the new PCP selection will take effect immediately. 

IDENTJFICA TION CARD 
The Identification Card issued by Us to [Members! pursuant to the Contract is for identification purposes only. Possession of an Identification 
Card confers no right to services or benefits under the Contract, and misuse of such Identification Card constitutes grounds for termination of 
[Member's] coverage. If the [Member] who misuses the card is the Employee. coverage may be terminated for the Employee as well as any of 
the Employee's Dependents who arc [Members!. To be eligible for services or benefits under the Contract, the holder of the card must be a 
[Member] on whose behalf all applicable premium charges under the Contract have been paid. Any person receiving services or benefits which 
he or she is not entitled to receive pursuant to the provisions of the Contract shall be charged for such services or benefits at prevailing rates. 

If any [Member] permits the use of his or her Identification Card by any other person. such card may be retained by Us, and all rights of such 
[Member] and his or her Dependents, if any. pursuant to the Contract shall be terminated immediately. subject to the Appeals Procedures. 

CONFIDENTIALITY 
Information contained in the medical records of !Members! and information received from physicians. surgeons, hospitals or other health 
professionals incident to the physician-patient relationship or hospital-patient relationship shall be kepi confidential by Us; and except for use 
incident to bona fide medical research and education as may be pcrmiued by law. or reasonably necessary in connection with the administration 
of the Contract or in the compiling of aggregate statistical data, or with respect to arbitration proceedings or litigation initiated by [Member\ 
against Us, may not be disclosed without the [Member's( written consent. except as required or authorized by law. 

INABILITY TO PROVIDE [NETWORK] SERVICES AND SUPPLIES 
In the event that due to circumstances not within our reasonable conlrol, including but not limited to major disaster, epidemic, complete or 
partial destruction of facilities, riot, civil insurrection, disability of a significant part of our [Network] Providers or entities with whom We have 
arranged for services under the Contract. or similar causes, the rendition of medical or hospital benefits or other services provided under the 
Contract is delayed or rendered impractical, We shall not have any liability or obligation on account of such delay or failure to provide services. 
We arc required only to make a good faith effort to provide or arrange for the provision of services, taking into account the impact of the event. 

REFERRAL FORMS 
A [Member] can be Referred for Specialist Services by a [Member's( Primary Care Physician. 

Except in the case of an Emergency, a [Member] will not be eligible for any [Network] services provided by anyone other than a 
[Member's] Primary Care Physician (including but not limited to Specialist Services) if a [Member] has not been Referred by his or her 
Primary Care Physician. Referrals must be obtained prior to receiving services and supplies from any Practitioner other than the 
[Member's] Primary Care Physician-

NON-COMPLIANCE WITH MEDICALLY NECESSARY AND APPROPRIATE TREATMENT 
A [Member! has the right under New Jersey law to refuse prncedures, medicines, or courses of treatment. A [Member! has the right to 
participate in decision-making regarding the [Member's] care. Further. a [Member] may, for personal, religious or cultural reasons disagree or 
not comply with procedures, medicines. or courses of treatment deemed Medically Necessary and Appropriate by a [Network] Practitioner. A 
[Member! who refuses procedures. medicines or courses of treatment has the right to seek a second opinion from another (Network I 
Practitioner. If such [Network] Practitioner(s) believe(s) that the recommended procedures, medicines. or courses of treatment arc Medically 
Necessary and Appropriate. the [Network I Practitioner shall inform the [Member\ of the consequences of not complying with the recommended 
procedures, medicines, or courses of treatment and seek to resolve the disagreement with the !Member\ and or the [Member's! family or other 
person acting on the [Member's\ behalf. If the \Member! refuses to comply with recommended procedures. medicines. or courses of treatment, 
We will notify the [Member! in writing that We will not provide further benefits or services for the particular condition or its consequences. 
The !Member's] decision to reject Medically Necessary and Appropriate procedures, medicines, or courses of treatment is suojeet to the 
Appeals Procedure and We will continue to provide all benefits covered by the Contract during the pendency of the Appeals Pro1:edurc. We 
reserve the right tu expedite the Appeals Procedure. If the Appeals Procedure results in a decision upholding position of the !Network\ 
Practitioner(s) and the dispute is unresolved. We will have no further responsibility to provide any of the hcnefits available under the Contract 
for treatment of such condition ilr its consequences unless the !Member! asks. in writing and within 7 days of hcing informed of the result of 
the Appeals Procct.lurc, to terminate his or her coverage under the Contract. In such evenl, We will continue to provide all benefits covered by 
the Contract for 30 days or until the <late of tcrminution. whichever comes first. and We and the [Network\ Practitioner will cooperate with the 
[Member\ in facilitating a transkr of care. 

REFUSAL OF LIFE-SUSTAINING TREATMEI\T 
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/\ [Memherj has the right under New Jersey law to refuse life sustaining tr.:arment. A [Member] who refuses life sustaining treatment remains 
eligible Jor all benefits including Home llealth and llospicc benefits in accQrdance with the Contract We will follow a [Mcmhcr-'s) rropcrly 
execmcd advance dir<:ctive or other valid indication of refusal of life sustaining treatment. 

REPORTS AND RECORDS 
We arc entitled to receive from any Provider of services to a JMcmherf, such information We deem is necessary to administer the Contract. 
subject to all applicuble confidentiality requirements as dcl"ineJ in the Contract. By aC1:cpting coverage under the Contract, Employee. for 
himself or herself. and for all Dependents covered hereunder, authorizes each and every Provider who renders services to the [Member] 
hereunder to disclose to Us all facts and information pertaining to the care, treatment and physical condition of the !Member] and rcmlcr reports 
pertaining to same to Us. upon request. and to pcnnit copying of a !Member's! records hy Us. 
MEDICAL NECESSITY 
[MemhersJ will receive designated benefits under the Contract only when Medically Necessary and Appropriate. We for the Care Manager! 
may Determine whether any hcnefit provided under the Contract was Medically Necessary and Appropriate, and in connection with (Network I 
benefits, We have the option to select the appropriate I Network] Hospital to render services if hospitalization is necessary. Decisions as to what 
is MeJically Necessary and Appropriate are subject to review by !Our quality assessment committee or its physician designee]. We will not. 
however, seek reimbursement from an eligible I Member] for the cost of any covered benefit provided under the Contract that is later 
Determined to have been medically unnecessary and inappropriate, when such service is rendered by a Primary Care Physician or a Provider 
referred in writing by the Primary Care Physician without notifying the !Member! that such benefit would not be covered under the Contract. 

PROVIDER PAYMENT 
[(Different I providers in Our Network have agreeJ to be paid [in different ways by Us. A Member's Provider may he paid] [each time he or she 
treats the Member ("fee for service"][. or may be paid] [ a set fee for each month for each Member whether or not the Member actually receives 
services ("capitation")! [ , or may receive] I a salary J. [These payment methods may include financial incentive agreements to pay some 
providers more ("honuscs") or less ("withholds") hascd on many factors: Memhcr satisfaction. quality of care, and control of costs and use of 
services among them.] If a Member desires additional information about how Our Primary Care Physicians or any other Provider in Our 
Network are compensated, please call Us at (telephone number] or wnte [address]. 

The laws of the state of New Jersey. at N.J.S.A. 45:9-22.4 et seq .. mandate that a physician. chiropractor or podiatrist who is permitted to make 
Referrals to other health care Providers in which he or she has a significant financial interest inform his or her patients of any significant 
financial interest he or she may have in a health care Provider or Facility when making a Referral to that health care Provider or Facility. If a 
Memhcr wants more information about this the [McmbcrJ, the [Member] should contact his or her physician, chiropractor or podiatrist. If a 
Member believes he or she 1s not receiving the information to which the Member is entitled, contact the Division of Consumer Affairs in the 
New Jersey Department of Law and Puhlic Safety at (973) 504-6200 OR (800) 242-5846.] 

APPEAL PROCEDURE 
NOTE TO CARRIERS: Insert Appeals Procedure text here. The Appeal Procedure text must satisfy the requirements of N.J.A.C. 8:38-8.S et 
seq. The text must include specific information regarding the Stage I. Stage 2 and External Appeals process. 

In addition. Carriers are reminded that 29 CFR Part 2560 addresses daims procedures. It is expected that the text included in this Appeals 
Procedure section will include information lhc Carrier deems necessary to comply with the requirements of 29 CFR Part 2560. 

[CONTINUATION OF CARE 

We shall provide written notice lo each [Member I at least 30 husiness days prior to the termination or withdrawal from Our Provider Network 
of a !Member's I PCP and any other Provider from which the fMcmhcrl is currently receiving a course of treatment, as reported to Us. The 30-
day prior notice may be waived in cases of immediate termination of a health care professional based on a breach of Contract by the health care 
professional, a determination of fraud. or where Our medical director is of the opinion that the health care professional is an imminent danger to 
the patient or the public health. safety or welfare. 

We shall assure continued coverage of covered services at the Contract rate by a terminated health care professional for up to four months in 
cases where it is Medically Necessary and Appropriate for the fMcmherl to continue treatment with the terminated health care professional. 

In case of pregnancy of a !Member I. coverage of services for the terminated health care professional shall continue to the postpartum evaluation 
of the !Memberj. up to six weeks after the delivery. With respect to pregnancy. Medical Necessity and Appropriateness shall be deemed to have 
hcen demonstrated. 

For a !Member! who is receiving post-operative follow-up care, We shall continue to cover the services rendered by the health care professional 
for the duration of the treatment or for up to six months. whichever occurs first. 

For a !Member I who 1s receiving oncological treatment or psychiatric treatment, We shall continue to cover services rendered hy the health care 
professional for the duration of the treatment or for up to 12 months. whichever occurs first. 

For a IMemherl receiving the above services in an acme care Facility. We will C()ntinue to provide coverage t'or services rendered hy the health 
rnrc professional regardless of whether the ucute care Facility 1s under Contract or agreement with Us. 
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Services shall be provide-ti to the same extent as provided while the health care professional was employed by or under contact with Us. 
Reimbursement for services shall be pursuant to the same schedule u..scd to reimburse the health care _professional while the health cace 
professional was employed by or under Contract with Us. 

lf a !Mcmhcrj is admitted to a health care Facility on the date the Contract is terminated. We shall continue to provide benefits for the 
[Membcrj until the date the [Member! 1s discharged from the Facility or exhaustion of the [Member's I benefits under the Contract, whichever 
occurs first. 

We shall not continue services in those instance in which the health care professional has been terminated based upon the opinion oC Our 
medical director that the health care professional is an imminent danger to a patient or to the public health. safety and welfare. a determination 
of fraud or a breach of Contract by a health care professional. The Determination of the Medical Necessity and Appropriateness of a 
!Member's! continued treatment with a health care professional shall he subject to the appeal procedures set forth in the Contract. We shall not 
be liable for any inappropriate treatment provided to a [Member I by a health care professional who is no longer employed by or under Contract 
with Us. 
If We Refer a [Member] to a [Non-Network! provider. the service or supply shall be covered as a [Network] service or supply. We are fully 
responsible for payment to the health care professional and the [Member's] liability shall be limited lo any applicable [Network] Copayment. or 
Coinsurance for the service or supply.] 

COVER.ED SERVICES AND SUPPLIES APPLICABLE TO [NETWORK] SERVICES AND SUPPLIES 

[Members] are entitled to receive the services and supplies in the following sections when Medically Necessary and Appropriate, subject to the 
payment by [Members! of applicable Copayments (Cash Deductible I [or Coinsurancej as stated in the applicable Schedule and subject to the 
terms. conditions and limitations of the Contract. Read the entire Contract to determine what treatment. services and supplies are limited or 
excluded. 

[COVERAGE PROVISION 

The Cash Deductible 
Each Calendar Year, each Member must incur charges for Covered Services or Supplies that exceed the Cash Deductible before We provide 
coverage for Covered Services or Supplies to that person. The Cash Deductible is shown in the Schedule. The Cash Deductible cannot be met 
with Non-Covered Services or Supplies. Only charges for Covered Services or Supplies incurred by the Member while covered by this Contract 
can be used to meet this Cash Deductible. 

Once the Cash Deductible is met. We provide coverage for other Covered Services or Supplies above the Cash Deductible incurred by that 
Member. less any applicable Coinsurance or Copayments, for the rest of that Calendar Year. But all charges must be incurred while that 
Member is covered by this Contract. What We cover is based on all the terms of this Contract.] 

[Family Deductible Limit 
This Policy has a family deductible limit of two Cash Deductibles for each Calendar Year. Once two Covered Persons in a family meet their 
individual Cash Deductibles in a Calendar Year, We provide coverage for Covered Services and Supplies for all Members who are part of the 
covered family, less any applicable Coinsurance or Copayments. for the rest of that Calendar Year. What We pay is hased on all the terms of 
this Contract. I 

[Maximum Out of Pocket 
Maximum oul of pocket means the annual maximum dollar amount that a Member must pay as Copaymcnl. Deductible and Coinsurance for all 
Covered Services or Supplies in a Calendar Year. All amounts paid as Copaymcnl. Deductible and Coinsurance shall count toward the 
Maximum Out of Pocket. Once the Maximum Out of Pocket has been reached. the Member has no further obligation to pay any amounts as 
Copayment, Deductible and Coinsurance for Covered Services or Supplies for the remainder of the Calen<lar Year. I 

!Once two Members in a family meet their individual Maximum Out of Pocket. no other Member in that family will be required to pay any 
amounts as Copayments. Deductible or Coinsurance for covered services and supplies for the remainder of the Calendar Year. I 

If This Plan Replaces Another Plan 
The Contractholdcr who purchased this Contract may have purchased il to replace a plan the Contracthol<ler had with some other carrier. 

The Member may have incum:d charges for covered services and supplies under the Contractholder's olJ plan before it ended. If so. these 
chargc.s will be used to meet this Contract's Cash Deductible if: 
a) the charges were incurred during the Calendar Year in which this Contract starts, 
b) this Contract would have prmidcd coverage for the charges 1f this Contract had been in effect: 
cJ the Member was c\1,ered by the old plan when it ended and enrolled in this Contract on its Effective Date: and 
d) this Contract tC1kcs effect immediately upon termination of the prior plan. 

Please note: Although Dc<luctiblc crcdi1 is given. there is no ncdit for C01nsurancc. I 

Nole lo carriers: Tltc C\n·cra~c Provision section 1s only t\1 he included in pl.ms where "ictwork coscr,\,'e is suhjc,t to dcJuctihlc and 
coinsurance. I 

Supp. 9-20-04 21-452 



SMALL EMPLOYER HEALTH BENEFITS PROGRAM 11:21 App. EXH. II 

flea.1e read the COVERED SERVJCJ,;S AND SVPPLrnS section ca11'.{11//y 

(aJ OUTPATIENT SERVICES. The following services are covered only at the Primary Care Physician's office [or Health Center] selected 
by a [Member]. or elsewhere upon prior Referral hy a [Member's] Primary Care Physician [or Health Center] [or the Care Manager]. 

I) Office visits during office hours. and during non-office hours when Medically Necessary and Appropriate. 
2) Home visits by a [Member's] Primary Care Physician. 
3) Periodic health examinations to include: 

a) Well child care from birth including immunizations; 
b) Routine physical examinations, including eye examinations: 
c) Routine gynecological exams and related services; 
d) Routine car and hearing examination; and 
e) Routine allergy injections and immunizations (hut not if solely for the purpose of travel or as a requirement of a [Member's! 

employment). 
4) Diagnostic Services. 
5) Casts and dressings. 
6) Ambulance service when certified in writing as Medically Necessary and Appropriate hy a [Member's] Primary Care Physician and Pre-

Approved by Us. 
7) Procedures and Prescription Drugs to enhance fertility. except where specifically excluded in the Contract. We cover charges for: 

artificial insemination; and standard dosages, lengths of treatment and cycles of therapy of Prescription Drugs. The Prescription Drugs 
noted in this section are subject to the terms and conditions of the Prescription Drugs section of this Contract. 

8) Prosthetic Devices when We arrange for them. We cover only the initial fitting and purchase of artificial limbs and eyes, and other 
prosthetic devices. And they must take the place of a natural part of a !Member's] body. or be needed due to a functional birth defect in a 
covered Dependent Child. We do not provide for replacements (unless Medically Necessary and Appropriate). repairs. or wigs. We do not 
cover dental prosthetics or devices other than as a replacement for natural teeth lost due tu Injury, as stated in the Dental Care and 
Treatment provision of the Contract. 

9) Durable Medical Equipment when ordered hy a [Member's! Primary Care Physician and arranged through Us. 
I 0) [Subject to Our Pre-Approval. as applicable, ]Prescription Drugs including contraceptives which require a Practitioner's prescription 

and insulin needles and insulin syringes and glucose test strips and lancets; and colostomy hags, belts. and irrigators when obtained 
through a [Network] Provider. 
[A prescription or refill will not include a prescription or refill that is more than: 
a) the greater of a 30 day supply or 100 unit doses for each prescription or refill; or 
b) the amount usually prescribed by the [Member's] [Network] Provider. 
A supply will be considered to be furnished at the time the Prescription Drug is received.] 

[We have identified certain Prescription Drugs for which Pre-Approval is required. We will provide the list of Prescription Drugs for which Pre-
Approval is required to each Employee. We will give at least 30 days advance written notice to the Employee before revising the list of 
Prescription Drugs to add a Prescription Drug to the list. 

[ If a Member brings a prescription for a Prescription Drug for which We require Pre-Approval to a Pharmacy and Pre-Approval has nm yet been 
secured, [the Member must contact Us to request Pre-Approval.] !the Pharmacy will contact the Practitioner to request that the Practitioner 
contact Us to secure Pre-Approval. I The Pharmacy will dispense a 96-hour supply of the Prescription Drug. We will review the Pre-Approval 
request within the time period allowed by law. If We give Pre-Approval. We will notify the Pharmacy and the balance of the Prescription Drug 
will he dispensed with benefits for the Prescription Drug being paid subject to the terms of the Contract. If We <lo not give Pre-Approval, the 
Member may ask that the Pharmacy dispense the balance of the Prescription Drug, with the Member paying for the Prescription Drug. The 
Member may submit a claim for the Prescription Drug, subject to the terms of the Contract. The Member may appeal the decision by following 
the Appeals Procedure process set forth in the Contract. j 

We cover Medically Necessary and Appropriate supplies which require u prescription, arc prescribed hy a Practitioner. and arc essential to the 
administration of the prescription drug. 
11) Nutritional Counseling for the management of disease entities which have a specific diagnostic criteria that can be verified. The 

nutritional counseling must he prescribed hy a [Member's I Primary Care Physician and approved in advance by Us. 
12) Dental x-rays when related to Covered Services. 
13) Oral Surgery in connection with bone fractures. removal of tumors and orthoclontogcnic cysts. and other surgical procedures. as We 

approve. 
14. food and Food Products for Inherited Metabolic Diseases: We cover charges incurred for the therapeutic treatment of inherited 

metabolic diseases. including the purchase of medical foods (cntcral formula) and low protein modified food products as determined to be 
medically necessary by a \Mcrnher'sl Practitioner. 

for the purpose of this henefit: 
••inherited metabolic disease" means a disease caused by an inherited abnormality of body chemistry for which testing is mandated hy law: 
"low protein modified fiHld product" 111c:1ns a food product that is specially formulatc<l Lo have less than one grarn of protein per serving and is 
intended to be used under the direction of a Practitioner for the dietary treatment of an mherited metaholic disease. hut docs not include a 
natural food that is naturally low in protein: and 
"medical food" means a food !hat is intended li>r the dietary treatment of a disease t>r condition for which nutritional requirements arc 
estah\ishcd by mcu1cal cvaluat,on and is formulated to he consumed or administered cntcrally under the direction of a Practitioner. 
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15. Specialized non-standard inranl formulas arc covered lo the same extent and subject to the ~amc terms and rnnditions as wvcrage is 
provided under this IContractl for Prescription Drugs. We cover specialized non-standard infant (ormulas provided: _ 
a) The Child·s Practitioner has diagnosed the Child as having multiple food protein intolerance and has determined the formula to he 

medically necessary: and 
b) The Child has not been responsive to trials of standard non-cow milk-based formulas, including soybean and goat milk. 
We may review continued Medical Necessity and Appropriateness of the spcciali:,.cd infant formula. 

16. Unless otherwise provided in the Charges for the Treatment of Hemophilia section helow. Blood, blood products, blood transfusions 
and the cost of testing and processing blood. But We do not cover blood which has been donated or replaced on behalf of the Member. 

17. Charges for the Treatment of Hemophilia. The Providers in Our Network providing Medically Necessary and Appropriate home 
treatment services for bleeding episodes associated with hemophilia shall comply with standards adopted by the Department of Health and 
Senior Services in consultation with the Hemophilia Association of New Jersey. 

We will cover the services or a clinical laboratory at a Hospital with a state-designated outpatient regional care center regardless of whether the 
Hospital's clinical laboratory is a [Network] Provider if the Member's Practitioner determines that the Hospital's clinical laboratory is necessary 
because: a) the results of laboratory tests arc medically necessary immediately or sooner than the normal return time for Our network clinical 
laboratory; or b) accurate test results need to be determined by closely supervised procedures in venipuncture and laboratory techniques in 
controlled environments that cannot be achieved by Our Network clinical laboratory. 

We will pay the Hospital's clinical laboratory for the laboratory services at the same rate We would pay a Network clinical laboratory for 
comparable services. 
18. Colorectal Cancer Screening We provide coverage for coloreL1al cancer screening provided to a Member age 50 or over and to younger 

[Members] who are considered to he high risk for colorectal cancer. Coverage will be provided, subject to all the terms of this Contract. 
and the following limitations: 

Subject to the American Cancer Society guidelines, and medical necessity as determined by the [Member's] Practitioner in consultation with 
the [Member] regarding methods to use. We will cover: 
a) a screening fecal occult hlood test; 
b) flexible sigmoidoscopy; 
e) eolonoscopy; 
d) barium enema; 
e) any combination of the services listed in items a - d above: or 
f) the most reliable medically recognLr.ed screening test available. 

We will provide coverage for the above methods at the frequency recommended by the most recent published guidelines of the American 
Cancer Society and as determined to he medically necessary by the [Member's] practitioner in consultation with the [Member]. 

High risk for culorectal cancer means a [Member! has: 
a) A family history of: familial adenomatous polyposis, heriditary non-polyposis colon cancer; or breast, ovarian, endometrial or colon 

cancer or polyps; 
h) Chronic inflammatory bowel disease: or 
c) A background, ethnicity or lifestyle that the practitioner believes puts the person at elevated risk for colorectal cancer. 
19) Newborn Hearing Screening We provide coverage up to a maximum of 28 days following the date of birth for screening for newborn 

hearing loss by appropriate electrophysiologic screening measures. In addition. We provide coverage between age 29 days and 36 months 
for the periodic monitoring of infants for delayed onset hearing loss. 

(b) SPECIALIST DOCTOR BENEHTS Services are covered when rendered by a [Network] Specialist Doctor at the Practitioner's office[. 
or Health Center.] or any other !Network] Facility or a [Network] Hospital outpatient department during office or husiness hours upon 
prior Referral by a !Member's) Primary Care Physician. 

(c) INPATIENT HOSPICE, HOSPITAL, REHABILITATION CENTER & SKILLED NURSING CENTER BENEFITS. Except as 
stated bel{)w. the following Services arc covered when hospitalized by a [Network] Provider upon prior Referral from a [Member's! 
Primary Care Physician. only at [Network! Hospitals and !Network! Facilities (or at [Non-Network]Facilities subject to Our Pre-
Approval): however. I Network I Skilled Nursing Facility Services and Supplies are limited to those which constitute Skilled Nursing Care 
and Hospice services arc subject to Our Pre-Approval. 

Exception: If a [Member! i, admitted to a Network bl'ility by a Non-Network Provider. the Network Facility will nevertheless be paid 
Network benefits. 

I. Semi-private room and hoard accommodations 
Except as stated hclow. We provide covcragr for Inpatient care for: 
a) a minimum of 72 hours following a modified radical mastectomy: and 
h) a minimum of 48 huurs following a simple mastectomy. 
Exception: The minimum T2 or ..J.8 hours. as appropriate. of Inpatient care will not be covered if the jMcmhcrj. 111 consultation with the 
[Network! Provider. determine that a shorter length of stay is Medically Necessary and Appropriate. 
•As an exception to the :Vlcdirnlly '.'llcccs~ary and Appropriate rrquircment of the Contract. We also provide covcragr for the mother and newly 
horn child for: 

a minimum of ..J.8 hours of Inpatient care in ,t I Network I Hospital following a vaginal delivery: and 
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~-> a minimum of96 hour~ of Inpatient care in a /Network! Hospital following a cesarean section. 
•We provide such coverage subject to the following: 

the attending Practitioner must determine that Inpatient care 1s medically necessary: or 
the mother must request the Inpatient care. 

11:21 App. EXH. II 

• [As an alternative to the minimum level of lnpat1cnt care uescribcd above. the mother may elect to participate in a home care program 
provided by Us. j 
2. Private accommodations [will he provided only when approved rn advance by Usj. If a [Member] occupies a private room without such 

approval [Member! shall be directly liable to the Hospice, Hospital, Rehabilitation Center or Skilled Nursing Facility for the difference 
between payment by Us to the Hospice. Hospital. Rehabilitation Center or Skilled Nursing Facility of the per diem or other agreed upon 
rate for semi-private accommodation established between Us and the [Network] Hospice. [Network] Hospital. !Network] Rehabilitation 
Center or [Network! Skilled Nursing Center and the private room rate. 

3. General nursing care 
4. Use of intensive or special care facilities 
5. X-ray examinations including CAT scans but not dental x-rays 
6. Use of operating room and related facilities 
7. Magnetic resonance imaging "MRI'' 
8. Drugs, medications. biologicals 
9. Cardiography/Encephalography 
10. Laboratory testing and services 
11. Pre- and post-operative care 
12. Special tests 
13. Nuclear medicine 
14. Therapy Services 
15. Oxygen and oxygen therapy 
16. Anesthesia and anesthesia services 
17. Blood. blood protlucts and blood processing 
18. Intravenous injections and solutions 
Surgical, medical and obstetrical services; We also cover reconstructive breast Surgery. Surgery to restore and achieve symmetry between the 
two breasts and the cost of prostheses following a mastectomy on one breast or both breasts. We also cover treatment of the physical 
complications of mastectomy. including lymphedemas. 
19. The following transplants: Cornea. Kidney, Lung, Liver, Heart Pancreas and Intestines. 
20. Allogeneic bone marrow transplants. 
[23. Autologous bone marrow transplants and associated dose intensive chemotherapy: only for treatment of Leukemia, Lymphoma. 

Neuroblastoma. Aplastic Anemia. Genetic Disorders (SCID and WISCOT Alldrich) and Breast Cancer. when Pre-Approved by Us, if the 
[Member] is participating in a National Cancer Institute sponsored clinical trial.] 

[23. Autologous Bone Marrow Transplant and Associated Dose-Intensive Chemotherapy. but only if performed hy institutions approved by the 
National Cancer Institute, or pursuant to protocols consistent with the guidelines of the American Society of Clinical Oncologists; 

21. Peripheral Blood Stem Cell Transplants. but only if performed by institutions approved by the National Cancer Institute. or pursuant to 
protocols consistent with the guidelines of the American Society of Clinical Oncologists.] 

24. Donor's costs associated with transplants if the donor does not have health coverage that would cover the medical costs associated with his 
or her role as a donor. We <lo not cover costs for travel, accommodations, or comfort items. 

(d) BENEFITS FOR SUBSTANCE ABUSE AND NON-BIOLOGICALLY-UASED MENTAL ILLNESSES. The following Services arc 
covered when rendered by a !Network! Provider at Provider's office or at a [Network] Suhstance Abuse Center jor Health Center] rupon 
prior Referral by a [Memhcr's] Primary Care Physician I for the Care Manager). This section docs nor address coverage for a Biologically-
based Mental Illness. 

I. Outpatient. !Members\ arc entitled to receive up to twenty (20) outpatient visits per Calendar Year. Benefits include diagnosis. medical. 
psychiatric and psychological treatment and metlical Referral services by a [Member's] Primary Care Physician [or the Care Manager! for 
the abuse of or addiction to drugs and Non-Biologically-based Mental Illnesses. Payment for non-medical ancillary services (such as 
vocational rehabilitation or employment counseling) is not provided, but information regarding appropriate agencies will be provided if 
available. [Members I arc additionally cligihle. upon Referral by a [Member's] Primary Care Physician, for ur to sixty (60) more outpatient 
visits by exchanging one or more of the inpatient hospital days <lescrihed in paragraph 2 helow where each exchanged inpatient <lay 
provides two outpatient visits. 

I. Inpatient Hospital Care. /Members] arc entitled to receive up to thirty (30) days of inpatient care benefits for detoxification, medical 
treatment for medical conditions resulting from the Substance Abuse. Referral services l'or Substance Abuse. anti Non-Biologically-based 
Mental Illnesses. The following services shall he covered under inpatient treatment: (I) lodging and dietary services: (2) physician. 
psychologist. nurse. certified addictions counselor aml trained staff services; (3) diagnostic x-ray·. (4) psychiatric, psychological and 
medical lahoratory testing: 15) drugs. medicines. equipment use and supplies. 

2. Chemical Dependency Admissions. Repeated uetnxificution treatment for chronic Substance Ahusc will n<>t be covered unless m Our 
sole Discretion it is Determinetl that !Members! have hccn cooperative with an on-going treatment plan devclupeu hy a [Network! 
Provider. failure to comply with treatment shall constitute cause for non-coverage of Substance Abuse services. Court-ordered chemical 
dependency admissions arc not rnvcrcd unless i'vlcdicallv Necessary and Appropriate. and only to the extent of the covered hcncfit as 
defined ahovc. 
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NOTE: ANY SUBSTANCE ABt:SE AND l'.ON-BIOLOGICALLY-BASED MENTAL ILLNESSES BEl'iEFITS A [MEi\IHERJ 
RECEIVES AS [NON-NETWORK] REI\EFITS WILL mmun: THE UENEFITS AVAILABLE AS [NE'J'WQl:{KJ NON-
810LOG1CALLY-8ASED MENTAL ILLNESSES AND SUBSTANCE ABUSE SERVICES AND SUPPLIES. 

le) BENEl<Tl'S H>R BIOLOGICALLY-BASED MENTAL ILLNESS OR ALCOHOL ABUSE. We co1•er treatment of a Biologically-
based Mental lllncss or Alcohol Abuse the same way We would for any other Illness. if such treatment is prescrihed by a [Network! 
Provider upon prior wriucn Referral hy a [Mcmherj's Primary Care Physician !or the Care Manager!. We do not pay for Custodial care. 
education or training. 

(1) EMERGENCY CARE BENEl<'ITS · WITlllN AND OUTSIDE OUR SERVICE AREA. The following services arc covered without 
prior Referral by a [Member's] Primary Care Physician in the event of an Emergency as Determined by Us. 

I. A [Member's I Primary Care Physician is required to provide or arrange for on-call coverage twenty-four (24) hours a day. seven (7) days a 
week. Unless a delay would be detrimental to a [Member's] health. !Member] shall call a !Member's I Primary Care Physician !or Heallh 
Ccnterllor Us! [or the Care Manager! prior to seeking Emergency treatment. 

II. We will cover the cost of services and supplies in connection with an Emergency provided within or outside our service area without a 
prior Referral only ir: 

A. Our review Determines that a [Member's! symptoms were severe and delay of treatment would have been detrimental to a [Member's! 
health, the symptoms occurred suddenly, and [Member] sou!l,ht immediate medical attention. 

B. The service rendered is provided as a Covered Service or Supply under the Contract and is not a service or supply which is normally 
treated on a non-Emergency basis; and 

C. We and a [Member's] Primary Care Physician arc notified within 48 hours of the Emergency service and/or admission and We arc 
furnished with written proof of the occurrence. nature and extent of the Emergency services within 30 days. [Member] shall be responsible 
for payment for services received unless We [or the Care Manager] Determine that a [Member's! failure to do so was reasonable under the 
circumstances. In no event shall reimbursement be made until We receive proper written proof. 

Ill. In the event a !Member] is hospitalized in a [Non-Network! Facility. [Network! coverage will only he provided until [Members! arc 
medically able to travel or to be transported to a [Network! Facility. If [Members] elect to continue treatment with [Non-Network] 
Providers. We shall have no responsibility to continue to provide coverage on a [Network] basis for services and supplies beyond the date 
[Members] are Determined to be medically able to be transported. The [Member] may be eligible for [Non-Network) benefits. subject to 
the terms and conditions of the Contract. 

In the event that transportation is Medically Necessary and Appropriate. We will cover the Reasonable and Customary cost. Reimbursement 
may be subject to payment by [Members] of all Copaymcnts which would have been required had similar benefits been provided upon prior 
Referral to a !Network) Provider. 

4) Coverage for Emergency services includes only such treatment necessary to treat the Emergency. Any elective procedures performed after 
a [Member] has been admitted to a Facility as the result of an Emergency shall require prior Referral or the [Member] shall be responsible 
for payment. 

5) The Copayment for an emergency room visit will be credited toward the Hospital Inpatient Copayment if a !Member) is admitted as an 
Inpatient to the Hospital as a result of the Emergency. 

6) Coverage for Emergency and Urgent Care include coverage of trauma services at any designated level I or II trauma center as Medically 
Necessary and Appropriate, which shall be continued at least until. in the judgement of the attending physician. the Member is medically 
stable. no longer requires critical care. and can be safely transferred to another Facility. We also provides coverage for a medical screening 
examination provided upon a Member"s arrival in a Hospital. as required to be performed by the Hospital in accordance with Federal law. 
but only as necessary to determine whether an Emergency medical condition exists .. [Please note that the ''911" Emergency response 
system may be used whenever a Covered person has a potentially life-threatening condition. Information on the use of the "911" system is 
included in the identification card. I 

(g) THERAPY SERVICES. The following Services arc covered when rendered by a [Network] Practitioner upon prior RcfcITal by a 
[Member's I Primary Care Physician [or the Care Manager!. Subject to the stated limits. We cover the Therapy Services listed below. We 
cover other types or Therapy Services provided they arc performed hy a licensed Provider. arc Medically Necessary and Appropriate and 
arc not Experimental or Invcstigational. 

a. Chelation Therap_v - means the administration of drugs or chemicals to remove toxic concentrations of metals from the body. 
b. Chemotherapy - the treatment of malignant disease by chemical or biological anti neoplastic agents. 
c. Dialysis Trea1mem - the treatment of an acute renal failure or a chronic irreversible renal insufficiency by removing waste products from 

the body. This includes hcmodialysis and peritoneal dialysis. 
d. Radiation nzerapy - the treatment of disca~e by x-ray, radium. cobalt, or high energy particle sources. Radiation therapy includes rental or 

cost of radioactive materials. Diagnostic Services requiring the use of radioactive materials arc not radiation therapy. 
c. lfrspirario11 lherap_\' - the introduction of dry or moist gases 11110 the lungs. 

r. Cog11i1ii·e Relwhi/i1atio11 llterapy - the retraining of the brain to perform intellectual skills which it was able to perform prior to disease. 
trauma. Surgery. or previous therapeutic prm;css; or the 1ram111g or the hra111 to perform intellectual skills it should have been able to 
perform if there were not a congenital anomaly. 

f!. Spece!, rit<'mp_,. -except as stated hdow. treatment for the correction or a srcceh impairment resulting from Illness. Surgery. Injury. 
congenital anomaly. or previous thcrapculil· proccs,cs. l:,ecption: Fm a !Covcrc<l l'crscml who has been u1a!,!noscd with a hiolu!!ically-
hascd mental illnc~s. speech therapy means treatment or a spced1 impairment. 
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Coverage for Cogniti, e Rchahi Ii talion Therapy and Speech Therapy. comhined. is limited lo 30 visits per Calendar Year. 

h. Occuputionul n,erapy - except as slated below. treatment to restore a physically disabled person's ability lo perform the ordinary tasks of 
daily living. Exc~ption: For a [Covered Person] who has been diagnosed with a hiologically-hascd mental illness. occupational therapy 
means treatment to develop a [Covered Person's l ability to perform the ordinary tasks of daily living .. 

i. Physical 1herapy - except as stated below. the treatment by physical means to relieve pain. restore maximum function. and prevent 
disability followin)! disease. In Jury or loss of limb. Exception: For a (Covered Person] who has been diagnosed with a biologically-based 
mental illness. physical therapy means treatment lo devclt>p :1 !Coven:u Person's I physical runction. 

Coverage for Occupational Therapy and Physical Therapy. combined. is limited to 30 visits per Calendar Year. 

j. lnji1sio11 Therapy - the administration of antibiotic, nutrients. or other therapeutic agents by direct infusion. 
Note: The limirations on Therapy Services contained in this Therapy Services rrovision do not apply to any Therapy Services that arc received 
under the Home Health Care provision. 

NOTE: ANY THERAPY BENEFITS A [MEMBER] RECEIVES AS A [NON-NETWORK] COVERED CHARGE WILL REDUCE 
THE SERVICES AND SUPPLIES AVAILABLE AS [NETWORK] THERAPY SERVICES AND SUPPLIES. 

(h) HOME HEALTH CARE. The following Services arc covered upon prior written referral from a [Mcmberj's Primary Care Physician. 
When home health care can take the place of Inpatient care. We cover such care furnished lo a [Member] under a written home health care 
plan. We cover all Medically Necessary and Appropriate services or supplies. such as: 
I) Routine Nursing Care furnished by or under the supervision of a registered Nurse: 
2) physical therapy; 
3) occupational therapy: 
4) medical social work: 
5) nutrition services: 
6) speech therapy; 
7) home health aide services: 
8) medical appliances and equipment. drugs and medications. laboratory services and special meals to the extent such items and services 

would have been covered under this Contract if the [Member] had hcen in a Hospital; and 
9) any Diagnostic or therapeutic service, including surgical services performed in a Hospital Outpatient uepartment, a Practitioner's 

office or any other licensed health care Facility. provided such service would have been covered under the Contract if performed as 
Inpatient Hospital services. 

Payment is subject lo all of the terms of this Contract and to the following conditions: 

a. The [Member's I Practitioner must certify that home health care is needed in place of Inpatient care in a recognized Facility. Home health 
care is covered only in situations where continuing hospitalization or confinement in a Skilled Nursing Facility or Rehabilitation Center 
would otherwise have been required if home health care were not provided. 

b. The services and supplies must be: 
I ordered hy the I Member's] Practitioner: 
2. included in the home health care plan; and 
3. furnished by. or coordinated by. a Home Health Agency according to the written home health care plan. 
The services and supplies must be furnished by recognized health care professionals on a part-time or intermittent basis, except when full-
time or 24 hour service is needed on a short-term (no more than three-day) basis. 

c. The home health care plan must be set up in writing by the [Member's] Practitioner within 14 days after home health care starts. And JI 
must be reviewed by the [Member's] Praclttioner at least once every 60 days. 

c. We do not pay for: 
I. services furnished to family members. other than the patient: or 
2. services and st1pplies not included in the home health care plan. 

Any vtsit by a member or a home health care team on any day shall be considcrcu as one home health care visit. 

L) Hospice Care if [Members! arc terminally Ill or terminally Injured with life expectancy of six months or less, as certified by the 
[Member's] Primary Care Physician. Services may include home and hospital visits by nurses and social workers; pain management and 
symptom control: instruction and supervision of family members. mpalicnt care: counselrng and emotional support: and other home health 
care benefits ltstcd above. 

(j) DENTAL CARE AM) TREATl\ilENT. The following services arc covered when re11dered by a [Network! Practitio11er upon prior 
Referral hy a l\krnhcr'sl Pri1nary Care Physician. We cover: 
I) the diagnosis and trcatmc-nt of oral tumors and cysts: and 
2) the surgical removal or bony impacted teeth. 

We also cover lrcatrncnl of an lnJury to natural teeth or the jaw. hut only if: 
I) the ln_1ury occurs while the- !Mc-mhcr] is c(wcrcd under m1y health hcncfil plan: 
2) lhc ln1ury was not caused. directly or indirectly by biting or chewing: and 
JJ all treatment JS finished within 6 months or the date of the Injury. 

21-457 Supp. 9-20-04 



11:21 App. EXH. II DEPT. OF INSURANCE 

Treatment includes replacing natural teeth lost due to such Injury. But in no event do We cover orthodontic treatment. 

For a [Memberl who is severely disahled or who is a Child under age 6, We cover: 
aJ general anesthesia and Hospitalization for dental services; and 
bl dental services rendered hy a dentist regardless of where the dental services are provided for a medical condition covered by the Contract 

which requires Hospitalization or general anesthesia. 

(kl TREATMENT FOR TEMPOROMANDIBULAR JOINT DISORDER (TM.I) The following services arc covered when rendered by a 
(Network! Practitioner upon prior Referral by a (Member's] Primary Care Physician. We cover services and supplies for the Medically 
Necessary and Appropriate surgical and non-surgical treatment of TMJ in a [Membcrj. However, We do not cover any services or supplies 
for orthodontia. crowns or bridgework. 

(I) HIERAPEUTIC MANIPULATION The following services are covered when rendered by a [Network] Practitioner upon prior Referral 
by a [Member's I Primary Care Physician [or the Care Manager]. We limit what We cover for therapeutic manipulation to 30 visits per 
Calendar Year. And We cover no more than two modalities per visit. Services and supplies beyond 30 visits are not covered. 

NOTE: ANY THERAPEUTIC MANIPULATION BENEFITS [MEMBER] RECEIVES AS [NON-NETWORK] COVERED 
CHARGES WILL REDUCE THE SERVICES AND SUPPLIES AVAILABLE AS [NETWORK] THERAPEUTIC MANIPULATION 
SERVICES AND SUPPLIES. 

(m) [Cancer Clinical Trial We cover practitioner fees, laboratory expenses and expenses associated with Hospitalization, administering of 
treatment and evaluation of the Member during the course of treatment or a condition associated with a complication of the underlying 
disease or treatment, with are consistent with usual and customary patterns and standards of care incurred whenever a Member receives 
medical care associated with an Approved Cancer Clinical Trial. We will cover charges for such items aml services only if they would be 
covered for care and treatment in a situation other than an Approved Cancer Clinical Trial. 

We do not cover the cost of investigational drugs or devices themselves. the cost of any non-health services that might be required for a 
Member to receive the treatment or intervention, or the costs of managing the research, or any costs which would not be covered under the 
Contract for treatments that arc not Experimental or lnvestigational.] 

[NON-NETWORK] BENEFIT PROVISION APPLICABLE TO [NON-NETWORK] BENEFITS 

The Cash Deductible 
Each Calendar Year. each (Member] must have Covered Charges that exceed the Cash Deductible before We pay any [Non-Network) benefits 
to that person. The Cash Deductible is shown in the Schedule. The Cash Deductible cannot be met with Copayments. or with Non-Covered 
Services and Supplies and Non-Covered Charges. Only Covered Charges incurred by the [Member! while covered by the Contract can be used 
to meet this Cash Deductible. 

Once the Cash Deductible is met. We pay benefits for other Covered Charges above the Cash Deductible incurred by that I Member I, less any 
applicable Coinsurance or Ct1payments. for the rest of that Calendar Year. But all charges must be incurred while that [Member) is covered by 
the Contract. And what We pay is based on all the terms of the Contract. 

The Contractholdcr who purchased the Contract may have purchased it to replace a plan the Contractholder had with some other carrier. 

The [McmberJ may have incurred charges for covered expenses under the Contractholdcr·s old plan before ii ended. If so, these charges will be 
used to meet the Contrar.:t's Cash Deductible if: 
a) the charges were incurred and applied toward the satisfaction of the Cash Deductible under the Contractholder's old plan during the 

Calendar Y car in which the Contract starts; 
b) the charges would have been considered Covered Charges under the Contract if the Contract had been in effect: 
c) the [Member] was covered by the old plan when it ended and enrolled in the Contract on its Effective Date: and 
d) the Contract takes effect immediately upon termination of the prior plan. 

[l<"amily Deductible Limit 
The Contract has a family deductible limit of two Cash Deductibles for each Calendar Year. Once two [Members! in a family meet their 
individual Cash Deductibles in a Calendar Y car. We pay benefits for other Covered Charges incurred hy any member of the covered family. 
less any applicable Coinsurance or Copayments. for the rest t1f that Calendar Year. What We pay is based on all the terms of the Contract.I 

[Per Coverl'd Family 

The Per Covered r-amily Calendar Year Cash Deductible is shown in the Schedule. Once three or more [Members I in a family have incurred a 
combined total of Covered Charges toward their Per Person Cash Deductible equal to the per Covered Family Cash Deductible. each [Member I 
in that farnilv will he considered to ha\e met his or her Per Person Cash Deductible for the rest of that Calendar Year. The Charges that each 
[Memberj in. a family may use toward the Per Covered Family Cash Deductible may not exceed the amount of the Per Person Cash "Deductible. I 

[Non-Network Maximum Out ol' Pocket 
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Non-Network Maximum Out or Pocket means the annual maximum dollar amount that a Covered Person must pay as Copayment. Deductible 
an<l Coinsurance:_ for all Non-Network covcrc<l services and supplies in a Calendar_ Year. All amounts paid as Copayment, Deductible and 
Coinsurance shall count toward the Non-Network Maximum Out or Pocket. Once the Non-Network Maximum Out of Pocket has been reached. 
the Covered Person has no further obligation to pay any amounts as Copaymcnt, Deductible and Coinsurance for Non-Network covered 
services and supplies for the remainder or the Calendar Year. 

[Once two Covered Persons in a family meet their individual Maximum Out of Pocket. no other Covered Person in that family will be required 
to pay any amounts as Copaymcnts. Deductible or Coinsurance for covered services and supplies for the remainder of the Calendar Year.] 

[Once any combination of Covered Persons in a family meet an amoum equal to fthreeJ times the individual Maximum Out of Pocket no 
Covered Person in that family will be required to pay any amounts as Copayments, Deductible or Coinsurance for covered services and supplies 
for the remainder of the Calendar Year./ I 

JNotc to Carriers: Use these paragraphs if the Maximum Out of Pocket is separate for Network and Non-Network] 

(Network Maximum Out of Pocket 
Network Maximum Out of Pocket means the annual maximum dollar amount that a Covered Person must pay as Copayment, Deductible and 
Coinsurance for all Network and Non-Network covered services and supplies in a Calendar Year. All amounts paid as Copayment. Deductible 
and Coinsurance shall count toward the Network Maximum Out of Pocket. Once the Network Maximum Out of Pocket has been reached. the 
Covered Person has no further ohligation to pay any amounts as Copayment. Deductible and Coinsurance for Network or Non-Network 
covered services an<l supplies for the remainder of the Calendar Year. 

[Once two Covered Persons in a family meet their individual Maximum Out of Pocket, no other Covered Person in that family will be required 
lO pay any amounts as Copayments, Deductible or Coinsurance for covered services and supplies for the remainder of the Calendar Year.JI 

[Note to Carriers: Use this text if the Maximum Out of Pocket is common to both Network and Non-Network services and supplies.] 

COVERED CHARGES APPLICABLE TO [NON-NETWORK} BENEFITS 

This section lists the types of charges We will consider as Covered Charges and the limits u·hiclr apply to such Covered Charges. But what We 
will pay is subject to all the 1erms of the Comract. Read the entire Co111rac1 to find 0111 what We limit or exclude. 

Note: Our payments will be reduced if a [Member] does not comply with the Utilization Review and Pre-Approval requirements 
contained in the Contract. 

Hospital Charges 
We cover charges for Hospital room and board and Routine Nursing Care when it is provided to [Member] by a Hospital on an Inpatient basis. 
But We limit what We pay each day to the room and board limit shown in the Schedule. And We cover other Medically Necessary and 
Appropriate Hospital services and supplies provided to a [Member] during the Inpatient confinement. If a [Member/ is admitted to a Network 
Facility by a Non-Network Provider. the Network Facility will nevertheless be paid Network benefits. 

Except as stated below, We provide coverage for Inpatient care for: 
a) a minimum of 72 hours following a modified radical mastectomy: an<l 
b) a minimum of 48 hours following a simple mastectomy. 
Exception: The minimum 72 or 48 hours. as appropriate, of Inpatient care will not be covered if the [Member}. in consultation with the 
Provider, determine that a shorter length or stay is medically necessary and appropriate. 

As an exception to the Medically Necessary and Appropriate requirement of the Contract, We also provide coverage for the mother and newly 
born child for: 
a) a minimum of 48 hours of Inpatient care in a Hospital following a vaginal delivery: and 
b) a minimum of 96 hours or Inpatient Hospital care following a cesarean section. 

We provide such coverage subject to the following: 
a} the altending Practitioner must determine that Inpatient care is medically necessary; or 
b) the mother must request the Inpatient care. 
[As an alternative to the minimum level or inpatient care described above, the mother may elect to participate in a home care program provided 
hy Us./ 

If a [Member! incurs charges as an Inpatient in a Special Care Unit. We cover the charges up to the daily room and board limit for a Special 
Care Unit shc,wn in the Schedule. 

We will also cover Outpatient Hospital services. including services provided by a Hospital Outpatiem clinic. And We cover emergency room 
treatment. subject to the Contract's Emergency Room Copayment Requirement section. 

Any charges in ex,ess ot' the Ho,pital semi-private daily room and board limit arc not covered. The Contract·s utilization review t'calurc, have 
penalties for non-compliance that may rcduc:e what We pay for Hospital charges. 
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We limit whQt We pay for the treatment or Non-Biologically-based Mental lllnc:,~ses and Suhstance Ahuse. See tile Charges Covered with 
Special Limitations section or the Contrar.:t. 

Emergency Room Copayment Requirement 
Each time a [Member! uses the services of a Hospital emergency room. he or she must pay a [$50.001 Copayment. in addition to the Cash 
Deductible. any other Copayments. and Coinsurance. if he or she is not admitted within 24 hours. 

Emergency and Urgent Care Services 
Coverage for Emergency and Urgent Care include coverage of trauma services at any designated level I or II trauma center as Medically 
Necessary and Appropriate. which shall be continued at least until. in the judgement of the attending physician. the Covered Person is 
medically stable. no longer requires critical care, and can be safely transferred to another Facility. [Carrier) also provides coverage for a medical 
screening examination provided upon a Covered Person's arrival in a Hospital. as required to he performed by the Hospital in accordance with 
Federal law, but only as necessary to determine whether an emergency medical condition exists. [Please note that the "911" emergency 
response system may be used whenever a Covered person has a potentially life-threatening condition. Information on the use of the '"91 I" 
system is included on the identification card. I 

Pre-Admission Testing Charges 
We cover pre-admission x-ray and laboratory tests needed for a planned Hospital admission or Surgery. We only cover these tests if. the tests 
are done on an Outpatient basis within seven days of the planned admission or Surgery. 

However. We will not cover tests that arc repeated after admission or before Surgery, unless the admission or Surgery is deferred solely due to a 
change in the [Member's) health. 

Extended Care or Rehabilitation Charges 
Subject to Our Pre-Approval We cover charges up to the daily room and board limit for room and board and Routine Nursing Care shown in 
the Schedule, provided to a [Member] on an Inpatient basis in an Ex.tended Care Center or Rehabilitation Center. Charges above the daily room 
and board limit are not covered. 

And We cover all other Medically Necessary and Appropriate services and supplies provided Lo a !Member] during the confinement. But the 
confinement must: 
a) start within 14 days of a Hospital slay: and 
bl be due to the same or a related condition that necessitated the Hospital stay. 

Coverage for Extended Care and Rehabilitation. combined. is limited to the first 120 days of confinement in each Calendar Year. Charges for 
any additional days are not covered. 

But We limit what We will pay fnr the treatment of Non-Biologically-based Mental Illnesses and Substance Abuse. See the Charges Covered 
With Special Limitations section of the Contract. 

We will reduce benefits by 50% with respect to charges for treatment, services and supplies for Extended Care or Rehabilitation which 
are not Pre-Approved by Us provided that benefit-; would otherwise be payable under the Contract. 

ANY EXTENDED CARE OR REHABILITATlON SERVICES OR SUPPLIES A [MEMBER] RECEIVES AS A [NETWORK] 
SERVICE OR SUPPLY WILL REDUCE THE EXTENDED CARE OR REHABILITATION BENEFIT AVAILAULE AS A [NON-
NETWORK] COVERED CHARGE. 

Home Health Care Charges: 
Subject Lo Our Pre-Approval. when home health care can take the place of Inpatient care, We cover such care furnished to a I Member) under a 
written home health care plan. We cover all Medically Necessary and Appropriate services or supplies. such as: 
a) Routine Nursing care furnished by or under the supervision of a registered Nurse: 
b) physical therapy: 
c) occupational therapy; 
d) medical social work; 
e) nutrition services: 
f) speech therapy: 
g> home health aide services: 
h) medical appliances and e4uipmcnt- <lrugs and medications. laboratory services and special meals to the extent such items and services 

would have been covered under this Policy if the Covered Person had been in a Hospital: and 
i) any Diagnostic or lherapeutit· service. including ~urgical services performed in a Hospital Outpatient department. a Practitioner's office or 

any other licensed health care Facility. provided such service would have been covered under the Contract if performed as lnpalicnl 
Hospital services. 

Payment is subject to all of the terms of this Contract and to the following rnnditions: 
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a) The [Mcmher'sl Practitioner 11111st certify that home health care is needed in place of Inpatient care in a rccogni1ed Facility .. Home health 
care j_s covered only in silLlat1ons where continuing hospitaliLation or coofincmcnt in a Skilled Nursing Fa1=ility or Rehahilitation Center 
would otherwise have hecn required if Home Health Care were not provided. 

b) The services and supplies must be: 
l. ordered by the I Member· s I Practitioner: 
2. included in the home health care plan: and 
3. furnished by. or coordinated hy. a Home Health Agency according to the written home health care plan. 

The services and supplies must be furnished by recogni1.ed health care professionals on a part-time or intermittent basis, except when rull-time 
or 24 hour service is needed on a short-term (no more than three-day) basis. 
The home health care plan must be set up in writing by the [Memhcr's] Practitioner within 14 days after home health care starts. And it must he 
reviewed hy the [Member' sJ Practitioner at least once every 60 days. 
We do not pay for: 
A. services furnished to family members. other than the patient: or 
B. services and supplies not included in the home health care plan. 
Any visit by a member of a home health care team on any day shall be considered as one home health care visit. 

We will reduce benefits by 50% with respect to charges for treatment, services and supplies for Home Health Care which are not Pre-
Approved by Us provided that benefits would otherwise be payable under this Contract-

Practitioner's Charges for Non-Surgical Care and Treatment 
We cover Practitioner's charges for the Medically Necessary and Appropriate non-surgical care and treatment of an Illness or Injury. But We 
limit what We will pay for the treatment of Non-Biologically-hased Mental Illnesses and Substance Abuse. Sec the Charges Covered With 
Special Limitations section of the Contract. 

Practitioner's Charges for Surgery 
We cover Practitioner's charges for Medically Necessary and Appropriate Surgery. 

[Carrier] docs not pay for Cosmetic Surgery unless it is required as a result of an Illness or Injury or to correct a functional defect resulting from 
a congenital abnormality or developmental anomaly. 

[Carrier] covers rcconstructive breast Surgery, Surgery lo restore and achieve symmetry between the two breasts and the cost of prostheses 
following a mastectomy on one breast or both oreasts. We also cover treatment of the physical complications of mastectomy. including 
lymphedemas. 

Second Opinion Charges 
We cover Practitioner's charges for a second opinion and charges for related x-rays and tests when a [Member] is advised to have Surgery or 
enter a Hospital. If the second opinion differs from the first. We cover charges for a third opinion. We cover such charges if the Practitioners 
who give the opinions: 
a) are board certified and qualified. by reason of their specialty, to give an opinion on the proposed Surgery or Hospital admission: 
h) are not husincss associates of the Practitioner who recommended the Surgery; and 
c) in the case of a second surgical opinion, they do not perform the Surgery if it is needed. 

Dialysis Center Charges 
We cover charges made by a dialysis center for covered dialysis services. 

Ambulatory Surgical Center Charges 
We cover charges made by an Ambulatory Surgical Center in connection with covered Surgery. 

Hospice Care Charges 
Subject to Our Pre-Approval. We cover charges made by a Hospice for palliative and supportive care furnished to a terminally Ill or terminally 
Injured IMemhcr] under a Hospice care program. 

a) "Palliative and supportive care" means care and support aimed mainly at lessening or controlling pain or symptoms: it makes no attempt to 
cure the [Member's] terminal Illness or terminal Injury. 

b) "Terminally Ill'' or "terminally Injured" means that the [Member's I Practitioner has certified in writing that the JMcmber'sJ life expectancy 
is six months or less. 

Hospice care must be furnished according to a "ritlcn "hospice care program". A '·hospice care program" is a coordinated program with an 
interdisciplinary team for meeting the special needs of the terminally Ill or terminally Injured [MemberJ. It must he set up and reviewed 
periodically by the [Mcmbcr·s] Practitioner. 

Under a I lospicc care program. subject to all the terms of the Contrac1. We cover any services and supplies including Prescription Drugs. to the 
extent they are otherwise covered by the Contract. Services and supplies may be furnished on an Inpatient or Outpatient basis. 

The services and supplies must be: 
a) needed for palliative and supportive care: 
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bJ ordered by the [Memhrr'sl Practitioner: 
c) i11cludcd in the Hospice care program: aml 
dJ furnished by. or coordinated hy a Hospice. 

We do not pay for: 
a) services and supplies provided by volunteers or others who do not regularly charge for their services; 
b) funeral services and arrangements; 
c) legal or financial counseling or services; or 
d) treatment not included in the Hospice care plan. 

DEPT. OF INSURANCE 

We will reduce benefits by 50% with respect to charges for treatment, services and supplies for Hospice Care which are not Pre-
Approved by Us provided that benefits would otherwise be payable under the Contract. 

Alcohol Abuse 
We pay benefits for the Covered Charges a [Member] incurs for the treatment of Alcohol Abuse the same way We would for any other Illness. 
if such treatment is prescribed hy a Practitioner. But We do not pay for Custodial Care, education. or training. 

Treatment may be furnished by: 
a) a Hospital 
b) a detoxification Facility licensed under New Jersey P.L. 1975, Chapter 305; or 
c) a licensed. certified or state approved residential treatment Facility under a program which meets the minimum standards of care of the 

Joint Commission. 

Treatment for Biologically-based Mental Illness 
We pay benefits for the Covered Charges a (Member] incurs for the treatment of Biologically-based Mental Illness the same way We would for 
any other Illness, if such treatment is prescribed by a Practitioner. We do not pay for Custodial Care, education, or training. 

Pregnancy 
The Contract pays for pregnancies the same way We would cover an Illness. The charges We cover for a newborn child arc explained Ion the 
next page.] 

Birthing Center Charges 
We cover Birthing Center charges made by a Practitioner for pre-natal care. delivery. and postpartum care in connection with a !Member's I 
pregnancy. We cover charges up to the daily room and board limit for room and board shown in the Schedule when Inpatient care is provided 
to a [Member) by a Birthing Center. But charges above the daily room and board limit arc not covered. 

We cover all other Medically Necessary and Appropriate services and supplies during the confinement. 

Benefits for a Covered Newborn Child 
We cover charges for the child's routine nursery care while he or she is in the Hospital or a Birthing Center. Charges arc covered up to a 
maximum of 7 days following the date or birth. This includes: 
a) nursery charges; 
bl charges for routine Practitioner's examinations and tests: and 
c) charges for routine procedures, like circumcision. 

Subject to all of the terms of the Contract, We cover the care and treatment of a covered newborn child if he or she is Ill. Injured, premature. or 
born with a congenital birth defect. 

ANY Nl<:WBORN CIIILD SERVICES OR SUPPLIES A (MEMBER] RECEIVl<:S AS A (NETWORK] SERVICE OR SUPPLY WILL 
REDUCE TUE NEWBORN CHILI) BENEFIT AVAILABLE AS A [NON-NETWORK] COVERED CHARGE. 

Anesthetics and Other Services and Supplies 
We cover anesthetics and their administration: hcmodialysis, casts: splints: and surgical dressings. We cover the initial fitting and purchase or 
hraces. trusses, orthopedic footwear and crutches. We cover Medically Necessary and Appropriate replacements or repairs for braces. trusses. 
orthopedic footwear and crutches. 

Hlood 
Unless otherwise provided in the Charges l'or the Treatment ol' Hemophilia section below. We- cover blood. blood products. blood 
transfusions and the cost of testing and processing hlood. But We do not pay for blood which has been donated or replaced on behalf of the 
I Member I. 

Charges for the Treatment of Hemophilia 
!Carrier! covers Medically Necessary and Appropriate home treatment services for bleedin!! episodes associated with hemophilia including the 
p1m:hase of blood products and hlood infusion equipment. 
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IICarrierj will cover the services of a clinical laboratory at a Hospital with a stale-designated outpatient regional care center regardless of 
whether the Hospital"s clinical laboratory is a Network Provider if the:_ Covered Person's Practitioner determines that the Hospital's clinipl 
laboratory is necessary because: a) the results of laboratory tests are medically necessary immediately or sooner than the normal return time for 
the [Carrier's.I network cli111cal laboratory; orb) accurate test results need to be determined by closely supervised procedures in vcnipuncture 
and laboratory techniques in controlled environments that cannot be achieved by [Carrier's] network clinical laboratory. 

[Carrier] will pay the Hospital's cli111cal laboratory for the laboratory services at the same rate [Carrier I would pay a Network clinical laboratory 
for comparable services.] 

Ambulance Charges 
We cover Medically Necessary and Appropriate charges for transporting a I Member I to: 
a) a local Hospital if needed care and treatment can he provided by a local Hospital; 
b) the nearest Hospital where needed care and treatment can be given. if a local Hospital cannot provide such care and treatment. But it must 

be connected with an Inpatient confinement; or 
c) transporting a IMemberj to another Inpatient health care Facility. 
It can be by professional Ambulance service, train or plane. But We do not pay for chartered air flights. And We will not pay for other travel or 
communication expenses of patients. Practitioners. Nurses or family members 

Durable Medical Equipment 
Subject to Our Pre-Approval. We cover charges for the rental of Durable Medical Equipment needed for therapeutic use. At Our option, and 
with Our Pre-Approval. We may cover the purchase of such items when it is less costly and more practical than rental. But We do not pay for: 
a) replacements or repairs; or 
b) the rental or purchase of items such as air conditioners. exercise equipment. saunas and air humidifiers which do not fully meet the 

definition of Durable Medical Equipment. 

We will reduce benefits by 50% with respect to charges for Durable Medical Equipment which are not Pre-Approved by Us provided 
that benefits would otherwise he payable under the Contract. 

Treatment of Wilm's Tumor 
We pay benefits for Covered Charges incurred for the treatment of Wilm's tumor in a [Member]. We treat such charges the same way We treat 
Covered Charges for any other Illness. Treatment can include. but is not limited to. autologous bone marrow transplants when standard 
chemotherapy treatment is unsuccessful. We pay benefits for this treatment even if it is deemed Experimental or lnvestigational. What We pay 
is based on all of the terms of the Contract. 

Nutritional Counseling 
Subject to Our Pre-Approval. We cover charges for nutritional counseling for the management of disease entities which have a specific 
diagnostic criteria that can be verified. The nutritional counseling must be prescribed by a Practitioner. and provided by a Practitioner. 

We will reduce benefits by 50% with respect to charges for Nutritional Counseling which are not Pre-Approved by Us provided that 
benefits would otherwise be payable under the Contract. 

Food and Food Products for Inherited Metabolic Diseases 
We cover charges incurred for the therapeutic treatment of inherited metabolic diseases, including the purchase of medical foods (enteral 
formula) and low protein modified food products as determined to he medically necessary by the [Member's I Practitioner. 

For the purpose of this benefit: 
"inherited metabolic disease" means a disease caused by an inherited abnormality or body chemistry for which testing is mandated by law; 
"low protein modified food product" means a food product that is specially formulated to have less than one gram of protein per serving and is 
intended to be used under the direction of a Practitioner for the dietary treatment of an inherited metabolic disease, but docs not include a 
natural food that is naturally low in protein; and 
·•medical food" means a food that is intended for the dietary treatment or a disease or condition for which nutritional requirements arc 
established by medical evaluation and is formulated lo be consumed or administered cnterally under the direction or a Practitioner. 

Specialized Infant Formulas 
We cover specialized non-standard infant formulas lo the same extent and subject to the same terms and conditions as coverage is provided 
under this IContractj for Prescription Drugs. We cover specialized non-standard infant formulas provided: 
c) The Child's Practitioner has diagnosed the Child as having multiple food protein intolerance and has determined the formula to he 

medically necessary: and 
d) The Child has not been responsive to trials of standard non-cow milk-based formulas. including soybean and goat milk. 
We may review continued Medical '.'lccessity and Appropriateness or the spcciali1.c<l infant formula. 

X-Rays and Laboratory Tests 
We cover x-rays and lahoratory tests which are Medically Necessary and Appropriate to treat an Illness or Injury. But. except as covered under 
the Contract's Preventive Care section. We do not pay for x-rays and tests <lone as part of wutine physical checkups. 

l'rcscription Drui,:s 
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[Suhject to Our pre-Approval for certain prescription Drugs.JWc cover drugs lo !real an Illness or Injury an<l contraceptive Jrugs which require 
_a Practitioner's prescription. And We exclude drugs that can he houghl without a prescription. even if a_Practitioncr orders them. 
I We have identified certain Prescription Drugs for which Pre-Approval is required. We will provide the list or Prescription Drugs for which Pre-
Approval is required to each Employee prior IO enforcing the Pre-Approval requirement. We will give al least 30 days advance written notice to 
the Employee before adding a Prescription Drug to the list. 

[If a [Member] brings a prescription for a Prescription Drug for which We require Pre-Approval to a Pharmacy and Pre-Approval has not yet 
been secured. [the [Member! must contact Us to request Pre-Approval.] !the Pharmacy will contact the Practitioner lo request thal the 
Practitioner contact Us to secure Pre-Approval.] The Pharmacy will dispense a 96-hour supply of the Prescription Drug. We will review the Pre-
Approval request within the time period allowed by law. If We give Pre-Approval, We will notify the Pharmacy and the balance of the 
Prescription Drug will be dispensed with benefits for the Prescription Drug being paid suhjecl to the terms of the Contract. If We do not give 
Pre-Approval, the [Memberl may ask that the Pharmacy dispense the balance of the Prescription Drug, with the [Member! paying for the 
Prescription Drug. The [Member] may submit a claim for the Prescription Drug. subject lo the terms of the Contract. The [Member! may appeal 
the decision by following the Appeals Procedure process set forth in the Contract. ] 

Supplies to Administer Prescription Drugs 
We cover Medically Necessary and Appropriate supplies which require a prescription. are prescribed by a Practitioner. and arc essential to the 
administration of the Prescription Drug. 

COVERED CHARGES WITH SPECIAL LIMITATIONS APPLICABLE TO [NON-NETWORK] BENEFITS 

Cancer Clinical Trial 
We cover practitioner fees, lahoratory expenses and expenses associated with Hospitalization. administering of treatment and evaluation of the 
[Member] during the course of lrcatmenl or a condition associated with a complication of the underlying disease or treatment, which are 
consistent with usual and customary patterns and standards of care incurred whenever a [Member[ receives medical care associated with an 
Approved Cancer Clinical Trial. We will cover charges for such items and services only if they would be covered for care and treatment in a 
situation other than an Approved Cancer Clinical Trial. 

We do not cover the cost of investigational drugs or devices themselves, the cost of any non-health services that might be required for a 
[Member) to receive the treatment or intervention. or the costs of managing the research. or any costs which would not be covered under the 
Contract for treatments that arc not Experimental or lnvestigational.] 

Dental Care and Treatment 
We cover: 
a) the diagnosis and treatment of oral tumors and cysts: and 
b) the surgical removal of bony impacted teeth. 

We also cover treatment of an Injury to natural teeth or the jaw. but only if: 
a) the Injury occurs while the [Member[ is covered under any health benefit plan: 
b) the Injury was not caused. directly or indirectly by biting or chewing; and 
c) all treatment is finished within 6 months of the date of the Injury. 
Treatment includes replacing natural teeth lost due to such Injury. But in no event do We cover orthodontic treatment. 

For a !Member] who is severely disabled or who is a Child under age 6, We cover: 
c) general anesthesia and Hospitali/,alion for denial services; and 
d) dental services rendered hy a dentist regardless of where the dental services arc provided for a medical condition covered by this Policy 

which requires Hospitalization or general anesthesia. 

Treatment for Temporomandibular Joint Disorder (TMJ) 
We cover charges for the Medically Necessary and Appropriate surgical an<l non-surgical treatment of TMJ in a [Member). However. We do 
not cover any charges for orthodontia. crowns or bridgework. 

Prosthetic Devices 
We limit what We pay for prosthetic devices. Subject lo Our Pre-Approval. We cover only the initial fitting and purchase or artificial limbs and 
eyes. and other prosthetic devices. And they must take the place of a natural part of a [Member's] body. or be needed due to a functional birth 
defect in a covered Dependent child. We Jo not pay for replacements. unless they arc Medically Necessary and Appropriate. We Jo not pay for 
repairs, or wigs. \Ve do 1101 cover dental prosthetics or devices other th:rn as a replacement for natural teeth lost due to Injury, as stated in the 
Dental Care and Treatment provision of the Contract. 

We will reduce benefits hy 50% with respect to charges for Prosthetic Devices which are not Pre-Approved by Us provided that 
benefits would otherwise lw payable under the Contract. 

Mammogram Charges 
We cover charges made for mammograms provided to a female iMcmhcr[ accor<lin,l! to the schedule given helow. Benefits will he paid. suhjcct 
to all the terms of the ('p11tra,.-1. :!Ild the rollowing lirrntations: 
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We will cover charges for: 
a) one baseline mammogram for a female [MemherJ. ages 35 - 39 
h) one mammogram. every year, for a female !Member! ages 40 an<l ol<lcr. 

Please note that mammograms are included under the Preventive Care provision. A female JMcmhcrJ may elect to apply any unused Preventive 
Care allowance for a mammogram. If a !Member] has exhausted the available annual Preventive Care benefit. the mammognun may be covered 
subject to the terms of this Mammogram Charges provision. 

Colorectal Cancer Screening Charges 
We cover charges made for culorectal cancer screening provided to a Member age 50 or over and to younger [Members] who arc considered to 
be high risk for colorectal cancer. Benefits will be paid. subject to al I the terms of this Contract. and the following limitations: 

Subject to the American Cancer Society guidelines. and medical necessity as determined by the [Member's! Practitioner in consultation with 
the [Member! regarding methods to use. We will cover charges for: 
a) a screening fecal occult blood test: 
b) flexible sigmoidoscopy. 
c) colonoscopy: 
d) barium enema: 
c) any combination of the services listed in items a - d above: or 
f) the most reliable medically recognized screening test available. 

We will cover the above methods at the frequency recommended by the most recent published guidelines of the American Cancer Society and 
as determined to be medically necessary by the fMembcr's] practitioner in consultation with the [Member.] 

High risk for colorectal cancer means a [McmhcrJ has: 
a) A family history of: familial adenomatous polyposis, heriditary non-polyposis colon cancer: or breast. ovarian, endometrial or colon 

cancer or polyps; 
h) Chronic inflammatory bowel disease: or 
c) A background. ethnicity or lifestyle that the practitioner believes puts the person at elevated risk for colorcctal cancer. 

Please note that since colorectal cancer screening is included under the Preventive Care provision. a [Member] may elect to apply any unused 
Preventive Care allowance for colorectal cancer screening. If a Member has exhausted the available annual Preventive Care benefit, or elects 
not to use any available Preventive Care benefit to cover the colorectal cancer screening, the colorectal cancer screening may he covered subject 
to the terms of this Colorcctal Cancer Screening Charges provision. 

Private Duty Nursing Care 
We only cover charges by a Nurse for Medically Necessary and Appropriate private duty nursing care if such care is authorized as part of a 
home health care plan, coordinated by a Home Health Agency, and covered under the Home Health Care Charges section. Any other charges 
for private duty nursing care are not covered. 

Therapy Services 
Therapy Services mean the following services or supplies. ordered by a Practitioner and used to treat, or promote recovery from, an Injury or 
illness: 

Subject to the stated limits. We cover the Therapy Services listed below. We cover other types of Therapy Services provided they are performed 
by a licensed Provider, arc Medically Necessary and Appropriate and are not Experimental or lnvestigational. 

a. Chelation Therapy - means the administration of drugs or chemicals to remove toxic concentrations of metals from the body. 
b. Chemotherapy - the treatment or malignant disease by chemical or biological antineoplastic agents. 
c. Dialysis Treatment - the treatment of an acute renal failure or a chronic irreversible renal insufficiency by removing waste products from 

the body. This inclutles hemodialysis antl peritoneal dialysis. 
d. Radiation Therapy - the treatment of disease by x-ray. radium. cobalt. or high energy particle sources. Ratliation therapy includes rental or 

cost of radioactive materiab. Diagnostic Services re4uiring the use of radioactive materials are not radiation therapy. 
e. Respira1io11 '/herapy - the introduction of dry or moist gases into the lungs. 

!Subject to Our Pre-Approval.I We cover the Therapy Services listed below. subject to stated limitations: 
f. Cow1itive Rehabilita1io11 "/ herap_r - the retraining of the brain to perform intellectual skills which it was able to perform prior to disease. 

trauma. Surgery. or previous therapeutic process; or the training of the brain to perform intellectual skills it should have been able to 
perform if there were not a congenital anomaly. 

g. Speech '/herapy - except as stated below, treatment for the correction of a speech impairment resulting from Illness. Surgery. Injury. 
congenital anomaly. or previous therapeutic processes. Exception: For a [Covered Person] who has heen diagnosed with a biologically-
based mental illness. spccch therapy means treatment of a speech i rnpairment. 

Coverage for Cognitive Rehaorlitation Therapy an<l Speech Therapy. combined, is limited to 30 visits per Calendar Year. 
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h. Occ11patio11al Tlz£'rapr - except as srarcd helow. 1rca1men1 IO rcswre a physically disabled person's ahiliry 10 perform the ordinary tasks of 
daily living. Exception: !'or a !Covered Person I who ha~ been diagnosed with a hiologiq)ly-hased mental illness. occupatiQnal therapy 
means treatment to develop a [Covered Person's] ability to perform the mdinary tasks of daily living .. 

i. Physical 111erupy - except as stated helow. the treatment by physical means to relieve pain, restore maximum function. and prevent 
disability following disease. Injury or loss of limb. Exception: For a [Covered Person] who has heen diagnosed with a hiologically-hased 
mental illness. physical therapy means treatment to develop a [Covered Person's) physical function. 

Coverage for Occupational Therapy and Physical Therapy. combined. is limited to 30 visits per Calendar Year. 

We will reduce benefits by 50% with respect to charges for Cognitive Rehabilitation Therapy, Speech Therapy, Occupational Therapy 
or Physical Therapy which are not Pre-Approved by Us provided that benefit,; would otherwise be payable under the Contract. 

j. h1f11sio11 11,eropy - subject to Our Pre-Approval. the administration of antibiotic, nutrients. or other therapeutic agents by direct infusion. 
We will reduce benefits by 50% with respect to charges for Infusion Therapy which are not Pre-Approved by Us provided that benefits 
would otherwise be payable under the Contract. 

Note: The limitations on Therapy Services contained in this Therapy Services provision do not apply to any therapy services that arc received 
under the Home Health Care provision. 

NOTE: ANY THERAPY SERVICES AND SUPPLIES A [MEMBER] RECEIVES AS [NETWORK] THERAPY SERVICES AND 
SUPPLIES WILL REI>UCE THE THERAPY BENEFITS AVAILABLE AS A [NON-NETWORK] COVERED CHARGE. 

1-'ertility Services 
Subject to Our Pre-Approval We cover charges for procedures and Prescription Drugs to enhance fertility, except where specifically excluded 
in the Contract. We cover charges for: artificial insemination; and standard dosages, lengths of treatment and cycles of therapy of Prescription 
Drugs. The Prescription Drugs noted in this section are subject to the terms and conditions of the Prescription Drugs section of the Contract. 

We will reduce benefits by 50% with respect to charges for f'ertility Services which are not Pre-Approved by Us provided that benefits 
would otherwise be payable under the Contract. 

Preventive Care 
We cover charges for routine physical examinations including related laboratory tests and x-rays. We also cover charges for immunizations and 
vaccines. well baby care. pap smears, mammography • screening tests, bone density testing and Nicotine Dependence Treatment. But We limit 
what We pay each Calendar Year to: 
a) $750 per [Member] for a Dependent child from birth until the end of the Calendar Year in which the Dependent child attains age I. and 
b} $500 per [Member! for all other [Memberjs. 

These charges are not subject to the Cash Deductible or Coinsurance. 

ANY PREVENTIVE CARE SERVICES OR SUPPLIES A [MEMBER] RECEIVES AS A [NETWORK] SERVICE OR SUPPLY 
WILL REDUCE TIU<: PREVENTIVE CARE BENEFIT AVAILABLE AS A [NON-NETWORK] COVERED CHARGE. 

Immunizations and Lead Screening 
We will cover charges for: 
a) screening by blood measurement for lead poisoning for children. including confirmatory blood lead testing and medical evaluation as 

specified by the New Jersey Department of Health and Senior Services and any necessary medical follow-up and treatment for lead 
poisoned children; and 

b) all childhood immunizations as recommended by the Advisory Committee on Immunization Practices of the United States Public Health 
Services and New Jersey Department of Health and Senior Services. 

Newborn Hearing Screening 
We cover charges up to a maximum of 28 days following the date of birth for screening for newborn hearing loss by appropriate 
electrophysiologic screening measures. In addition. We cover charges between age 29 days and 36 months for the periodic monitoring of 
infants for delayed onset hearing loss. 

Vision Screening 
We cover vision screening for Dependent children. through age 17. to determine the need for vision correction .. The vision screening is 
generally performed by the pediatrician during the course of a routine physical examination. The vision screening may suggest that the 
[Member) should undergo a vision examination. Such vision examination is not covered under the Contract. 

Therapeutic Manipulation 
We limit what We cover for therapeutic manipulation to 30 visits per Calendar Year. And We cover no more than two modalities per visit. 
Charges for such treatment ahovc these limits arc not covered. 

NOTE: ANY THERAPEUTIC '.\'IA'.\'IPULATION SERVICES Al\D SUPPLIES A MEMHER RECEIVES AS [NETWORK] 
SERVICES AND SUPPLIES WILL REDUCE TUE HENEl<'ITS AVAILABl,E AS A [NON-NJt:TWORKI COVERED CIIAltGE. 
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Non-Biologically-based Mental Illnesses and Substance,Ahuse 
We limit what We pay ror the treatment of Non-Biologically-based Mental Illnesses and Substance Abuse as those terms are defined in the 
Contract. 

A Member may receive treatment as an Inpatient in a Hospital or a Substance Abuse Center. He or she may also receive treatment as an 
Outpatient from a Hospital. Substance Abuse Center. or any properly licensed or certified Practitioner, psychologist or social worker. 

The Member must pay the Coinsurance shown on the Schedule for such treatment. We limit coverage for all treatment of Non-Biologkally-
based Mental Illnesses and Substance Abuse per Calcmlar Year to: 
a) thirty (30) days of Inpatient confinement: and 
b) twenty (20) Outpatient visits. 
Subject to Pre-Approval. one or more of any unused Inpatient days may be exchanged for additional Outpatient visits. where each Inpatient day 
may be exchanged for two Outpatient visits. We will reduce benefits by 50% with respect to charges for Outpatient visits beyond the 
initial 20 visits which are not Pre-Approved by [Carrier] provided that benefits would otherwise be payable under this Contract. 

We do not pay for Custodial Care, education. or training. 
NO'fE: ANY SUBSTANCE ABUSE AND NON-BIOLOGICALLY-BASED MENTAL ILLNESSES SERVICES AND SUPPLIK'i A 
[MEMBER] RECEIVES AS [NETWORK] SERVICES AND SUPPLIES WILL REDUCE THE BENEHTS AVAILABLE AS A [NON-
NETWORK] COVERED CHARGE. 

Transplant Benefits 
We cover Medically Necessary and Appropriate services and supplies for the following types of transplants: 
a) Cornea 
b) Kidney 
c) Lung 
d) Liver 
e) Heart 
f) Pancreas 
g) Intestine 
h) Allogeneic Bone Marrow 
i) [Autologous Bone Marrow and Associated High Dose Chemotherapy only for treatment of: 
•Leukemia 
•Lymphoma 
•Neuroblastoma 
•Aplastic Anemia 
•Genetic Disorders 
•SCID 
•WlSCOT Aldrich 
Subject to Our Pre-Approval. breast cancer. if the [Member] is participating in a National Cancer Institute sponsored clinical trial. We will 
reduce benefits by 50% with respect to charges for such treatment of breast cancer which are not Pre-Approved by Us provided that 
benefits would otherwise be payable under the Contract. 

(h) Autologous Bone Marrow Transplant and Associated Dose-Intensive Chemotherapy. but only if performed by institutions approved by the 
National Cancer Institute. or pursuant to protocols consistent with the guidelines of the American Society of Clinical Oncologists; 

i) Peripheral Blood Stem Cell transplants. but only if performed by institutions approved by the National Cancer Institute. or pursuanl to 
protocols consistent with the guidelines of the American Society of Clinical Oncologists.f 

If the donor does not have health coverage that would cover the costs associated with his or her role as donor. the Contract will cover the 
donor's costs associated with the donation. We do not cover costs for travel. accommodations or comfort items. 

NON-COVERED SERVICES AND SUPPLIES AND NON-COVERED CHARGES 

THE FOLLOWING ARE NOT COVERED SERVICES AND SUPPLIES WITH RESPECT TO [NETWORK] SERVICES AND 
SUPPLIES, AND ARE NOT COVERED CHARGES WITH RESPECT TO [NON-NETWORK] UENEFITS UNDER THE 
CONTRACT. 
Care or treatment by means of acupuncture except when used as a substitute for other forms of anesthesia. 

Services for ambulam:e for transportation from a Hospital or other health care Facility. unless (MemhcrJ is being transferred to another 
Inpatient health care f'acility. 

[Broken Appointments.] 

Blood or blood plasma which is replaced ny or for a I Mc111hcr(. 

Care and/or treatment by a Christian Science Practitioner. 
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Completion of claim forms. 

Services or ,upplies relatcu to Cosmetic Surgery. except as otherwise stated in the Contract: complications of Cosmetic Surgery: drugs 
prescribed for cosmetic purposes. 

Services related to custodial or domiciliary care. 

Dental care or treatment. including appliances and dental implants. except as otherwise stated in the Contract. 

Care or treatment by means of dose intensive chemotherapy. except as otherwise stated in the Contract. 

Services or supplies. the primary purpose of which is educational providing the [Member! with any of the following: training in the activities 
of daily living; instruction in scholastic skills such as reading and writing: preparation for an occupation: or treatment for learning disabilities. 

Experimental or Investigational treatments. procedures. hospitali1.ations. drugs. biological products or medical devices, except as otherwise 
stated in the Contract. 

Extraction ol' teeth, except for bony impacted teeth. 

Services or supplies for or in connection with: 

a. except as otherwise stated in the Contract. exams to determine the need for (or changes of) eyeglasses or lenses of any type: 
b. eyeglasses or lenses of any type except initial replacements for loss of the natural lens; or 
c. eye surgery such as radial keratotomy or lasik surgery. when the primary purpose is to correct myopia (nearsighteuness), hypcropia 

(farsightedness) or astigmatism (blurring). 

Services or supplies provided by one of the following [members! of the Employee's family: spouse, child, parent, in-law. brother. sister or 
grandparent. 

Services or supplies furnished in connection with any procedures to enhance fertility which involve harvesting. storage and/ or manipulation 
of eggs and sperm. This includes, but is not limited to the following: a) procedures: in vitro fertilization; embryo transfer; embryo freezing; and 
Gamete intra-fallopian Transfer (GIFT) and Zygote lntrafallopian Transfer (ZlFf); donor sperm. surrogate motherhood and b) Prescription 
Drugs not eligible under the Prescription Drugs section of the Policy. 

Except as otherwise stated in the Contract, services or suppltes related to hearing aids and hearing examinations to determine the need for 
hearing aids or the need to adjust them. 

Services or supplies related to herbal medicine. 

Services or supplies related to hypnotism. 

Services or supplies necessary because the !Member! engaged. or tried to engage. in an illegal occupation or committed or tried to commit an 
indictable offense in the jurisdiction in which it is committed, or a felony. 

Except as stated below, Illness or Injury. including a condition which is the result of disease or bodily infirmity, which occurred on the job and 
which is covered or could have been covered for benefits provided under workers' compensation. employer's liability. occupational disease or 
similar law. 
Exceptio11: This exclusion does not apply to the following persons for whom coverage under workers' compensation is optional unless such 
persons are actually covered for workers' compensation: a self-employed person or a partner of a limited liahility partnership, members of a 
limited liability company or partners of a partnership who actively perform services on behalf of the self-employed business, the limited 
liability partnership. limited liability company or the partnership. 

Local anesthesia charges billed separately if such charges are included in the fee for the Surgery. 

Membership costs for health clubs. weight loss clinics and similar programs. 
Services and supplies related to marriage, career or financial counseling, sex therapy or family therapy, and related services. 

With respect to !Non-Network! benefits. Nicotine Dependence Treatment. except as otherwise stated in the Preventive Care section of the 
Contract. 

Any Non-Covered SerYice or Supply and Non-Co..-cred Charge specifically limited or not t:overcd elsewhere in the ContracL or which is not 
Medically Necessary anu Appropriate. 

Non-prescription drugs or supplies. except: 
a) insulin needles and insulin ~yringes and glucose tc,t strips and lancets: 
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h) colostomy bags. belts. and irrigators: and 
c) as stated inJhe Contract for food and food products for inherited metabolic diseu:;cs. 

Services provided by a pastoral counselor in the course of his or her normal duties as a religious official or practitioner. 

Personal convenience or comfort items including. but not limited to. such items as TV's, telephones. first aid kits. exercise equipment, air 
conditioners. humidifiers. saunas. hot tubs. 

[Pre-Existing Condition Limitations: 

The following "Pre-Existing Conditions" and "Continuity of Coverage" provisions only apply to Contracts issued to Contractholders of 
at least two but not more than five eligible Employees. These provisions also apply to "Late Enrollees" under the Contracts issued to 
any Small Employer. However, this provision does not apply to Late Enrollees if 10 or more Late Enrollees request enrollment during 
any [30] day enrollment period provided for in the Contract. See the Contract's EMPLOYEE COVERAGE [and DEPENI>ENT 
COVERAGE] subsection[s] of the ELIGIBILITY section to determine if a [Member] is a Late Enrollee. [The "Pre-Existing 
Conditions" provision does not apply to a Dependent who is an adopted child or-who is a child placed for adoption or to a newborn 
child if the Employee enrolls the Dependent and agrees to make the required payments within [30] days after the Dependent's 
Eligibility Date.] 

A Pre-Existing Condition is an Illness or Injury which manifests itself in the six months before a [Member's) Enrollment Date. and for which 
medical advice. diagnosis. care, or treatment was recommended or received during the six months immediately preceding the Enrollment Date. 

We do not pay benefits for charges for Pre-Existing Conditions for 180 days measured from the Enrollment Date. This 180 day period may be 
reduced by the length of time the fMcmber) was covered under any Creditable Coverage if. without application of any Waiting Period, the 
Creditable Coverage was continuous to a date not more than 90 days prior to becoming a [Member). Refer to the Continuity of Coverage 
section below. 

This limitation docs not affect benefits for other unrelated conditions [or] pregnancy [, or birth defects in a covered Dependent child!. Genetic 
information will not be treated as a Pre-Existing Condition in the absence c>f a diagnosis of the condition related to that information. And We 
waive this limitation for a [Member's] Pre-Existing Condition if the condition was payable under Creditable Coverage which covered the 
{Member! right before the [Member's] coverage under the Contract started. The next section shows other exceptions. 

Continuity of Coverage 
[NOTE: COVERAGE UNDER THE CONTRACT IS SUBJECT TO THE ALTERNATIVE METHOD FOR COUNTING 
CREDITABLE COVERAGE] 
If a new [Member] was covered under Creditable Coverage prior to enrollment under the Contract and the Creditable Coverage was continuous 
to a date not more than 90 days prior to the Enrollment Date under the Contract, We will provide credit as follows. [Standard method] [We give 
credit for the time the [Member] was covered under the Creditable Coverage without regard to the specific benefits included in the Creditable 
Coverage.) [Alternative method) [We give credit for the time the [Member] was covered under the Creditable Coverage based on coverage for 
the following [category! [categories] of benefits: [mental health;) [substance abuse treatment;) [prescription drugs:] [dental care;] for) [vision 
care!. We will count a period of Creditable Coverage with respect to a category of benefits if any level of benefits is covered within that 
category. For all other benefits. We give credit for the time the [Member] was covered under the Creditable Coverage without regard to the 
specific benefits included in the Creditable Coverage.] We count the days the !Member! was covered under Creditable Coverage, except that 
days that occur before any lapse in coverage of more than 90 days arc not counted. We apply these days to reduce the duration of the Pre-
Existing Condition limitation under the Contract. The person must sign and complete his or her enrollment form within 30 days of the date the 
Employee's (active) Full-Time service begins. Any condition arising between the date his or her coverage under the Creditable Coverage ends 
and the Enrollment Date is a Pre-Existing condition. We do not cover any charges actually incurred before the person's coverage under the 
Contract starts. If the Policyholder has included an eligibility waiting period in the Contract, an Employee must still meet it. before becoming 
covered. 

With respect to !Network] services and supplies. any service provided without prior Referral by the [Member"s] Primary Care Physician 
except as specified in the Contract. 

Services related to Private Duty Nursing care, except as provided in the Home Health Care sections of the Contract. 

Services or supplies that are not furnished by an eligible Provider. 

The amount of any charge which is greater than a Reasonahle and Customary Charge with respect to (Network! services and supplies 
provided in the event of an Emergency. and with respect to all [Non-Network! hcnefits. 

Services or supplies related to rest or convalescent cures. 

Room and hoard charges for a [Member I in any Facility for any period of 11mc during which he or she was not physically present overnight in 
the fm:ility. 
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With respect to I Non-Network I benefits. except as slated in the Preventive Care scc11on of the Contracl. Routine Examinations or preventive 
care. including related x-rays and lahoratory tests. except where a specific Illness or Injury is revealed or where a definite symptomatic 
condition is present: or pre-marital or similar examinations or tests not required to diagnose or treat Illness or Injury. 

Services or supplies related to Routine Foot Care, except: 
a) an open cutting operation to treat weak. strained. flat. unstable or unbalanced feet, mc:tatarsalgia or bunions; 
b) the removal of nail roots: and 
c) treatment or removal of corns. calluses or toenails in conjunction with the treatment of metabolic or peripheral vascular disease. 

Self-administered services such as: biofeedback. patient-controlled analgesia on an Outpatient basis. related diagnostic testing. self-care and 
self-help training. 

Services or supplies: 
a eligible for payment under either federal or state programs (except Medicaid and Medicare). This provision applies whether or not the 

[Member] asserts his or her rights to obtain this coverage or payment for these services: 
b) for which a charge is not usually made. such as a Practitioner treating a professional or business associate, or services at a public health 

fair; 
c) for which a [Member] would not have been charged if he or she did not have health care coverage: 
d) provided by or in a Government Hospital except as stated below. or unless the services are for treatment: 
•of a non-service Emergency; or 
•by a Veterans' Administration Hospital of a non-service related Illness or Injury; 
Exception: This exclusion docs not apply to military retirees, their Dependents and the Dependents of active duty military personnel who are 
covered under both this Contract and under military health coverage and who receive care in facilities of the Uniformed Services. 
e) provided outside the United States unless the [Member) is outside the United States for one of the following reasons: 
•travel, provided the travel is for a reason other than securing health care diagnosis and/or treatment, and travel is for a period of 6 months or 
less; 
•business assignment. prnvided the [Member I is temporarily outside the United States for a period of 6 months or less: and 
•Subject to Our Pre-Approval. eligibility for full-time student status, provided the !Member! is either enrolled and attending an Accredited 
School in a foreign country; or is participating in an academic program in a foreign country, for which the institution of higher learning a which 
the student matriculates in the United States. grants academic credit. Charges in connection with full-time students in a foreign country for 
which eligibility as a full-time student has not been Pre-Approved by [Carrier] are Non-Covered Charges. 

Services provided by a Social Worker. except as otherwise stated in the Contract. 

Stand-by services required by a Provider. 

Sterilization reversal • services and supplies rendered for reversal of sterilization. 

Surgery. sex hormones. and related medical, psychological and psychiatric services to change a [Member's I sex; services and supplies arising 
from complications of sex transformation. 

Telephone consultations. 

Transplants. except as otherwise listed in the Contract. 

Transportation: travel. 

Vision therapy. 

Vitamins and dietary supplements. 

Services or supplic~ received as a result of a war. declared or undeclared: police actions: services in the armed forces or units auxiliary thereto. 

Weight reduction or control. unless there is a diagnosis of morbid obesity: special foods. food supplements. liquid diets. diet plans or any 
related pwdul.'ts and except as provided in the Nutritional Counseling and Food and Food Products for Inherited Metabolic Diseases provisions. 

Wigs, toupees, hair transplants, hair weaving or any drug 1f such drug is used in connection with baldness. 

[IMPORTANT NOTICE APPUCABLf: ONLY TO [NON-NETWORK] BENEFITS 

!The Contract has utilization review features which arc applicahlc lo [Non-Network] benefits. Under these features. [ABC - Systems. a health 
care review mgani1.ationl reviews Hospital admissions an<l Surgery performed outsidi! or a Pral.'titioncr's office !for Us]. These features must he 
complied with if'a IMemhcrl: 
a) is admitt,'d as an Inpatient to a I lospital. or 
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bl is ai.lvised to enter a Hospital or have Surgery performci.l outsii.le of a Practitioner's olTi,c. If a [Member! i.loes not comply with these 
utili1,ation review features, he or she will not he eligible for full benefits uni.lcr the Contract. See the Utilization Review ·Features section 
for i.lctai ls. I 

!The Contract has Specialty Case Management. Under this provision. !DEF, a Case Coordinator] reviews a !Member's) medical needs in 
clinical situations with the potential for catastrophic claims to Determine whether case management may be available and appropriate. See the 
Specialty Case Management section for details.] 

[The Contract has centers of excellence features. Under these features, a [Member) may obtain necessary care and treatment from Providers 
with whom We have enterci.1 into agreements. See the Centers of Excellence f'eatures section for details. I 

What We pay is subject to all of the terms of the Contract. Read the Contract carefully and keep it available when consulting: a Practitioner. 

If an Employee has any questions arter reading the Contract he or she should (call The Group Claim Office at the number shown on his or her 
Identification Card.] 

We arc not responsible for medical or other results arising directly or indirectly from the [Member's) participation in these Utilization Review 
Features. I 

[[NON-NETWORK] UTILIZATION REVIEW FEATURES 

Important Notice: If a [Memher] does not comply with the Contract's utilization review features, he or she will not be eligible for full 
benefits under the Contract. 

Compliance with the Contract's utilization review features docs not guarantee what We will pay for Covered Charges. What We pay is based 
on: 

a) the charges for the Covered Charges actually incurred; 
b) the [Member] being eligible for coverage under the Contract at the time such charges arc incurred; and 
c) the Cash Deductible. Copayment and Coinsurance provisions, and all of the other terms of the Contract. 

Definitions 

"Hospital admission'' means admission of a (Member] to a Hospital as an Inpatient for Medically Necessary and Appropriate care and treatment 
of a Illness or Injury. 

By "covered professional charges for Surgery" We mean charges for Covered Charges that are made by a Practitioner fur performing Surgery. 
Any surgical charge which is not a Covered Charge under the terms of the Contract is not payable under the Contract. 

"Regular working day" means [Monday through Friday from 9 a.m. to 9 p.m. Eastern Time.] not including legal holidays. 

Grievance Procedure 
Carriers must include the disclosure requirements set forth in N.J.A.C. 8:38-3.2. 

[REQUIRED HOSPITAL STAY REVIEW 

Important Notice: If a [Member] does not comply with these Hospital stay review features, he or she will not he eligible for full benefits 
under the Contract. 

Notice of Hospital Admission Required 
We require notice of all Hospital admissions. The times and manner in which the notice must he given is described below. When a !Member] 
docs not comply with the requirements of this section We reduce what We pay for covered Hospital charges as a penalty. 

Pre-Hospital Review 
All non-Emergency Hospital admissions must be reviewed by [ABC! before they occur. The [Member! or the !Member's] Practitioner must 
notify (ABC! and request a pre-hospital review. [ABC! must receive the notice and request as soon as possible before the admission is 
scheduled to occur. For a maternity admission. a !Memherl or his or her Practitioner must notify [ABC! anJ request a pre-hospital review at 
least [60 days) hcfore the expected date of delivery. or as soon as reasonably possible. 

When [ABC! receives the notice and requcst. lthcyj evaluate: 
a) the Medical Necessity and 1\ppropriateness of the I lospital admission; 
b) the anticipated lenph of stay; and 
c) the appropriateness of health care alternatives. like home health care or other out-patient care. 

IABC(notifics the (Mcmhcr'sl Practitioner (hy phone. <lf the out,omc of their review. And !they I conl·irm the outcome of (their) review in 
writing.I 
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Ir [ABC! authorizes a Hospital admission. the authorization is valid for: 
aJ the specified Hospital: 
h) the named attending Practitioner: an<l 
c) the authorized length of stay. 

The authorization hecomes invalid and the [Mcmher'sj admission must be reviewed hy !ABC) again if: 
a) he or she enters a Facility L>lhcr than the specified Facility: 
b) he or she changes attending Practitioners: or 

DEPT. OF INSURANCE 

c) more than [60 days] elapse between the time he or she obtains authorization and the time he or she enters the Hospital. except in the case 
of a maternity admission. 

Emergency Admission 
[ABC] must he notified of all Emergency admissions hy phone. This must be done by the [Member] or the [Member's] Practitioner no later 
than the end of the next regular working days or as soon as possible after the admission occurs. 

When [ABC I is notified [hy phone.] they require the following information: 
a) the !Member's! name. social security number and date of hirth: 
b) the [Member's) group plan number: 
c) the reason for the admission 
d) the name and location of the Hospital 
e) when the admission occurred: and 
I) the name of the [Member's] Practitioner. 

Continued Stay Review 
The [Member] or his or her Practitioner. must request a continued stay review for any Emergency admission. This must be done at the time 
[ABC] is notified of such admission 

The [Member!. or his or her Practitioner. must also initiate a continued stay review whenever it is Medically Necessary and Appropriate to 
change the authorized length of a Hospital stay. This must be done before the end of the previously authorized length of stay. 

[ABC] also has the right to initiate a continued stay review of any Hospital admission. And [ABCj may contact the [Member's! Practitioner or 
Hospital by phone or in writing. 

ln the case of an Emergency admission. the continued stay review evaluates: 
a) the Medical Necessity and t\ppropriatcness of the Hospital admission: 
b) the anticipated length of stay: and 
c) the appropriateness of health care alternatives. 

In all other cases, the continued stay review evaluates: 
a) the Medical Necessity and Appropriateness of extending the authorized length of slay: and 
b) the appropriateness of health care alternatives. 

[ABC] notifies the [Member's! Practit10ner !by phone. of the outcome or the review. And [ABCI confirms the out come of the review in 
writing.] The notice always includes any newly authorized length of stay. 

Penalties for Non-Compliance 
In the case of a non-Emergency Hospital admission. as a penalty for non-compliance. [We reduce what We pay for covered Hospital charges, 
by 50%) if: 
a) the !Member] docs not request a pre-hospital review: or 
b) the [Member! docs not request a pre-hospital review as soon as reasonably possible bcli1re the Hospital admission is scheduled to occur: or 
c) [ABC's] authorization becomes invalid and the [Member! docs no\ obtain a new one: or 
d) !ABC] docs not authori1.e the Hospital admission. 

In the case of an Emergency admission. as a penalty for non-compliance. [We reduce what We pay for covered Hospital charges by 50% ), if: 
a) [ABC) is not notified of the admisswn at the times and in the manner <lescribed above: 
bl the [Memberj docs not rcqLtest a continued stay review: or 
c) the !Mcmherl docs not rccc,vc authorization for such continued stay. 

The penalty applies to covered Hospital charges incurred after the applicable time limit allowe<l for giving notice ends. 
For any Hospital admission. if a IMemhcrl stays in the Hospital longer than [ABC] authorizes, We reduce what We pay for covered Hospital 
charges incurred after the authorizc<l length or stay ends Jby 50'ii) as a penalty for non-compliance. 

Penalties cannot he used[() meet lhe C()t1trac1·, Maximum Out ()f Pt>cket or Cash Dcductihlc. 

!REQUIRED PRE-Sl;R(;lCAL REVIEW 
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Important Notice: II' a [Memher] does not comply with these pre-surgical review features, he or she. will not be eligible for full benelits 
under the Contract. 

We require a [Member I to get a pre-surgical review for any non-Emergency procedure performed outside of a Practitioner's office. When a 
[Member] does not comply with the requirements of this section We reduce what We pay for covered professional charges for Surgery. as a 
penalty. 

The [Member] or his or her Practitioner. must request a pre-surgical review from [ABCj. [ABC] must receive the request at least 24 hours 
before the Surgery is scheduled to occur. If the Surgery is being done in a Hospital, on an Inpatient basis, the pre-surgical review request should 
be made at the same time as the request for a pre-hospital review. 

When [ABC] receives the request. they evaluate the Medical Necessity and Appropriateness of the Surgery and they either: 
a) approve the proposed Surgery. or 
b) require a second surgical opinion regarding the need for the Surgery. 

[ABC] notifies the !Member's! Practitioner, [by phone, of the outcome of the review. [ABC] also confirms the outcome of the review in 
writing.] 

Required Second Surgical Opinion 
If [ABC's I review does not confirm the Medical Necessity and Appropriateness of the Surgery. the [Member] may obtain a second surgical 
opinion. If the second opinion docs nol confirm that the Surgery is Medically Necessary and Appropriate. the [Member] may obtain a third 
opinion. although he or she is not required to do so. 

[ABC! will give the !Member] a list of Practitioners in his or her area who will give a second opinion. The [Member! may get the second 
opinion from [a Practitioner on the list, or from] a Practitioner of his or her own choosing, if the Practitioner: 
a) is board certified and qualified by reason of his or her specialty to give an opinion on the proposed Surgery; 
b) is not a business associate of the !Member's! Practitioner; and 
c) does not perform the Surgery if it is needed. 

[ABC) gives second opinion forms lo the [Member]. The Practitioner he or she chooses fills them out. and then returns them to [ABC]. 

We cover charges for additional surgical opinions. including charges for related x-ray and tests. But what We pay is based on all the terms of 
the Contract. except, these charges arc not subject to the Cash Deductible or Coinsurance. 

Pre-Hospital Review 
If the proposed Surgery is lo be done on an Inpatient basis, the Required Pre-Hospital Review section must be complied with. See the Required 
Pre-Hospital Review section for details. 

Penalties for Non-Compliance 
As a penalty for non-compliance. [We reduce what We pay for covered professional charges for Surgery by 50%] if: 
a) the [Member) does not request a pre-surgical review; or 
b) (ABC) is not given at least 24 hours to review and evaluate the proposed Surgery; or 
c) [ABC] requires additional surgical opinions and the [ Member I docs not get those opinions before the Surgery is done 
d) (ABC] does not confirm the need for Surgery. 

Penalties cannot be used to meet the Contract's Maximum Out of Pocket or Cash Deductible. 

[SPECIALTY CASE MANAGEMENT 

Important Notice: No [Memher] is required, in any way, to accept a Specialty Case Management Plan recommended hy (DEF]. 

Definitions 
"Specialty Case Management" means those services and supplies which meet both of the following tests: 
a) They arc Dctermmcd, in advance. by Us to be Medically Necessary and Appropriate and cost effective in meeting the long term or 

intensive care needs of a [Member! in connection with a Catastrophic Illness or Injury. 
b) While there arc other covered services and supplies available under the Contract for the [Member's] condition. the services and supplies 

We offer to make available under the terms of this provision would not otherwise be payable under the Contract. 

Please note: We have sole Discretion to determine whether to consider Specialty case Management for a [Member.] 
"Catastrophic Illness or Injury'' means one of the following: 

a) head injury requiring an Inpatient slay 
b I spinal cord Injury 
c) severe hum over 2(Vif or more of the houy 
di multiple injuries due to an accident 
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e) premature birth 
_l) CV A or stroke 
g) congenital defect which severely impairs a bodily function 
h) brain damage due lo either an accident or cardiac arrest or resulting from a surgical procedure 
i) terminal Illness. with a prognosis of death within 6 months 
j) Acquired Immune Deficiency Syndrome (AIDS) 
k) chemical dependency 
I) mental, nervous and psychoneurotic disorders 
m) any other Illness or Injury Determined by IDEFI or Us to be catastrophic. 

Specialty Case Management Plan 

DEPT. OF INSURANCE 

[DEF] will identify cases of Catastrophic Illness or Injury. The appropriateness of the level of patient care given lo a [Member/ as well as the 
setting in which it is received will be evaluated. In order to maintain or enhance the quality of patient care for the {Member/. {DEF] will 
develop a Specialty Case Management Plan. 

A Specialty Case Management Plan is a specific written document. developed by {DEF/ through discussion and agreement with: 
a the !Member/, or his or her legal guardian. if necessary; 
b) the [Member's] attending Practitioner: and 
c) Us. 
The Specialty Case Management Plan includes: 
a) treatment plan ohjectivcs; 
b) course of treatment to accomplish the stated objectives; 
c) the responsibility of each of the following parties in implementing the plan: [DEF); attending Practitioner; [Member]: [Member's] family, 

if any; and 
d) estimated cost and savings. 

If We, [DEF]. the attending Practitioner, and the [Member] agree [in writing,) on a Specialty Case Management Plan. the services and supplies 
required in connection with such Specialty Case Management Plan will be considered as Covered Charges or Covered Services and Supplies. as 
appropriate, under the terms of the Contract. 

The agreed upon Specialty Case Management treatment must be ordered by the !Member's] Practitioner. 

Benefits payable under the Specialty Case Management Plan will be considered in the accumulation of any Calendar Year and Per Lifetime 
maximums. 

Exclusion 
Specialty Case Management does not include services and supplies that We [or the Care Manager) Determine to be Experimental or 
lnvestigational. / 

[CENTERS OF EXCELLENCE F'EATURES 

Important Notice: No [Member] is required, in any way, to receive medical care and treatment at a Center of Excellence. 

Definitions 
"Center of Ex.cellcnce·• means a Provider that has entered into an agreement with Us to provide health benefit services for specific procedures. 
The Centers of Ex.cellcnce arc [identified in the Listing of Centers of Excellence.] 

"Pre-Treatment Screening Evaluation"' means the review of past and present medical records and current x.-ray and laboratory results by the 
Center of Excellence to Determine whether the [Member] is an appropriate candidate for the Procedure. 

"Procedure·• means one or more surgical procedures or medical therapy performed in a Center of Excellence. 

Covered Charges 
In order for charges to be considered as Covered Charges, the Center of Excellence must: 
a) perform a Pre-Treatment Screening Evaluation: and 
b) Determine that the Procedure is Medically Necessary and Appropriate for the treatment of the [Member). 

Benefits for services and supplies at a Center or Excellence will he [subject to the terms anc.l conditions of the Contract. However. the 
Utili1ati()n Review Features will not ;ipply.]I 
COORDINATlON OF BENEFITS AND SERVICES 

Purpose Of This Provision 
1\ [Mcmhcrj may he covered for health henerits or services by more than one Plan. For inst;ince. he or she may be covered hy this [Contract\ as 
an Employe~ and hy another plan as a Dependent of his or her spouse. If he or she is covcrec.1 by more than one Plan. this provision allows Us to 
coordinate what We pay or provic.lcs with what :mother Plan pays or provides. Thi~ provision S<'lS forth the rules for determining whid1 is the 

Supp. 9-20-04 21-474 



SMALL EMPLOYER HEALTH BENEFITS PROGRAM 11:21 App. EXH. II 

Primary Plan and which is lhe Secondary Plan. Coordination of hcnclils 1s inlenJcd 10 nvoid duplication of benefits while at the same time 
rrcserving certain rights lo coverage under all Plans under which.the I Member I is covered. 

DEHNITIONS 
The words shown below have ~pccial meanings when useJ in this provision. Please read these definitions carefully. lThroughout this provision. 
these defined terms appear with their initial letter capitalizecJ.I 

Allowable Expense: The charge for any health care service. supply or other Hem of expense for which the [Member] is liable when the health 
care service. supply or other item of expense is covered at least in part under any of the Plans involved, except where a statute requires another 
definition. or as otherwise stated below. 

When this [Contract] is coordinating benefits with a Plan that provides benefits only for dental care. vision care. prescription drugs or hearing 
aids. Allowable Expense is limited to like items of expense. 

[Carrier! will not consider the difference between the cost of a private hospital room and that of a semi-private hospital room as an Allowable 
Expense unless the stay in a private room is Medically Necessary and Appropnate. 

When this [Contract] is coordinating benefits with a Plan that restricts coordination of benefits to a specific coverage. We will only consider 
corresponding services. suprlies or items of expense to which coordination of benefits applies as an Allowable Expense. 

Claim Determination Period: A Calendar Year, or portion of a Calendar Year. during which a [Member] is covered by this [Contract] and at 
least one other Plan and incurs one or more Allowable Expense(s) under such plans. 

Plan: Coverage with which coordination of benefits is allowed. Plan includes: 
a) Group insurance and group subscriber contracts, including insurance continued pursuant to a Federal or State continuation law: 
b) Self-funded arrangements of group or group-type coverage. including insurance continued pursuant to a Federal or Stale continuation law; 
c) Group or group-type coverage through a health maintenance organization (HMO) or other prepayment. group practice and individual 

practice plans, including insurance continued pursuant to a Federal or State continuation law; 
d) Group hospital indemnity henefit amounts that exceed$ I SO per day: 
e) Medicare or other governmental benefits. except when, pursuant to law. the benefits must be treated as in excess of those of any private 

insurance plan or non-governmental plan. 

Plan does not include: 
a) Individual or family insurance contracts or subscriber contracts; 
b) Individual or family coverage through a health maintenance organization or under any other prepayment. group practice and individual 

practice plans; 
c) Group or group-type coverage where the cost of coverage is paid solely by the [Member] except that coverage being continued pursuant to 

a Federal or State continuation law shall he considered a Plan: 
d) Group hospital indemnity benefit amounts of $150 per day or less: 
e) School accident -type coverage: 
f) A State plan under Medicaid 

Primary Plan: A Plan whose benclits for a !Member's] health care coverage must be determined without taking into consideration the 
existence of any other Plan. There may be more than one Primary Plan. A Plan will be the Primary Plan if either either "a" or ''b" below exist: 
a) The Plan has no order of benefit determination rules, or it has rules that differ from those contained in this Coordination of Benefits and 

Services provision: or 
b) All Plans which cover the [Member] use order of benefit determination rules consistent with those contained in the Coordination of 

Benefits and Services provision and under those rules, the plan determines its benefits first. 

Reasonable and Customary: An amount that is not more than the usual or customary charge for the service or supply as determined hy Us. 
based on a standard which is most often charged for a given service by a Provider within the same geographic area . 

Secondary Plan: A Plan ,Nhich is not a Primary Plan. lf a !Member! is covered by more than one Secondary Plan, the order of benefit 
determination rules or this Coorc.linalion or Benefits and Servii.:es provision shall he used to determine the order in which the benefits payable 
under the multiple Secondary Plans arc paid in relation to each other. The hcnc-fits of each Scwndary Plan may take into consideration the 
hencfits of the Primary Plan or Plans and the benefits of any other Plan which. under this Coordination of Benefits and Services provision. has 
its benefits determined before those of that Secondary Plan. 

PRIMARY AND SECO~DARY PLAN 
We consider each rlan separately when coordinating payments. 
The Primary Plan pays or provides services or supplies first. without taking into consic.lcration the existence of a Scurnc.lary Plan. If a Plan has 
no cumdination of benct'ils provision. or if the order of hendit determination rules c.liffer from those set forth in these provisions. it is the 
Primary Plan. 

:\ Secondary Plan takes into consideration the benefits provided by a Primary Plan when. according to the rules set forth below. the plan is the 
Secondary Plan. If there is more than one Secondary Plan. the order of benefit determination rules determine the orJer among the Secondary 
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Plans. During each Claim Determination Period. the Secondary Plan(s) will pay up to the remaining unpau.l allowable expenses. but no 
Secondary Plan will pay more than it would have paid if it h.ad been the Primary Plan. The mcJ.hod the Secondary Plan uses to ~tcrmine the 
amount to pay is set forth below in the "Procedures to be Followed by the Secondary Plan to Calculate Henel'its" section of this provision. 

The Secondary Plan shall not reduce Allowable Expenses for medically necessary and appropriate services or supplies on the basis that 
preccrtification. preapproval. notification or second surgical opinion procedures were not followed. 

RULES FOR THE ORDER OF BENEFIT DETERMINATION 

The benefits of the Plan that covers the [Member! as an employee. member. subscriber or retiree shall be determined before those of the Plan 
that covers the [Member] as a Dependent. The coverage as an employee. member. subscriber or retiree is the Primary Plan. 

The benefits of the Plan that covers the [Member] as an employee who is neither laiu off nor retired. or as a dependent of such person, shall be 
determined before those for the Plan that covers the [Member! as a laid off or retired employee. or as such a person's Dependent. If the other 
Plan docs not contain this rule. and as a result the Plans do not agree on the order of benefit determination, this portion of this provision shall be 
ignored. 

The benefits of the Plan that covers the [Member! as an employee. member. subscriber or retiree. or Dependent of such person, shall be 
determined before those of the Plan that covers the [Member! under a right of continuation pursuant to Federal or State law. If the other Plan 
docs not contain this rule. and as a result the Plans do not agree on the order of benefit determination. this portion of this provision shall be 
ignored. 

If a child is covered as a Dependent under Plans through both parents. and the parents arc neither separated nor divorced. the following rules 
apply: 
a) The benefits of the Plan of the parent whose birthday falls earlier in the Calendar Year shall be determined before those of the parent 

whose birthday falls later in the Calendar Y car. 
h) If both parents have the same birthday, the benefits of the Plan which covered the parent for a longer period of time shall be determined 

before those of plan which covered the other parent for a shorter period of time. 
c) Birthday, as used above. refers only to month and day in a calendar year, not the year in which the parent was born. 
d) If the other plan contains a provision that determines the order of benefits based on the gender of the parent. the birthday rule in this 

provision shall be ignored. 

If a child is covered as a Dependent under Plans through both parents. and the parents arc separated or divorced. the following rules apply: 
a) The benefits of the Plan of the parent with custody of the child shall he determined first. 
b) The benefits of the Plan of the spouse of the parent with custody shall be determined second. 
c) The benefits of the Plan of the parent without custody shall be determined last. 
d) If the terms of a court decree state that one of the parents is responsible for the health care expenses for the child. and if the entity 

providing coverage under that Plan has actual knowledge of the terms of the court decree, then the benefits of that plan shall be determined 
first. The benefits of the plan of the other parent shall be considered as secondary. Until the entity providing coverage under the plan has 
knowledge of the terms of the court decree regarding health care expenses. this portion of this provision shall be ignored. 

If the above order of benefits does not establish which plan is the Primary Plan, the benefits of the Plan that covers the employee. member or 
subscriber for a longer period of time shall be determined before the benefits of the Plan(s) that covered the person for a shorter period of time. 

Procedures to be Followed by the Secondary Plan to Calculate Benefits 

In order lo determine which procedure to follow it is necessary to consider: 
a) the basis on which the Primary Plan and the Secondary Plan pay benefits; and 
h) whether the provider who provides or arranges the services and supplies is in the network of either the Primary Plan or the Secondary Plan. 

Benefits may be based on the Reasonable and Customary Charge (R&C), or some similar term. This means that the provider bills a charge and 
the [Member] may be held liable for the full amount of the billed charge. In this section. a Plan that bases benefits on a reasonable and 
customary charge is called an "R&C Plan." 

Benefits may be based on a contractual fee schedule. sometimes called a ncgotiatcu fee schedule. or some similar term. This means that 
although a provider. called a network provider. hills a charge. the [Member! may he held liable only for an amount up to the negotiated fee. In 
this section. a Plan that bases hcnefits on a negotiated fee schedule is called a "Fee Schedule Pbn." If the [Member] uses the services of a non-
network provider. the plan will he treated as an R&C Plan even though the plan under which he or she is covered allows for a fee schedule. 

Payment to the provider may be based on a "eapilation". This means that then HMO or other plans pays the provider a fixcu amount per 
[Membcrj. The [Member[ is liable only for the applicable deductible. coinsurance or copaymcnt. If the [Member[ uses the services of a non-
network provider. the I IMO or other plans will only pay benefits in the event of emergency care or urgent care. In this section. a Plan that pays 
providers based upon capitation is calleu a "Capitation Plan." 

In the rules below. "provider"' refers to the provider who provides or arranges the services or supplies and "!IMO" refers lo a health 
111a111tcnancc organ11.ation pbn. 
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Pnmary Plan is R&C Plan and Secondary Plan is R&C Plan 
The Secondary Plan shall pay the lcs,cr of: 
a) the difference between the amount or the hilled charges and the amount paid hy the Primary Plan: or 
h) the amount the Secondary Plan would have paid if it had been the Primary Plan. 
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When the henctits of the Secondary Plan arc reduced as a result of this calculation. each benefit shall he reduced in proportion, and the amount 
paid shall be charged against any applicable benefit limit of the plan. 

Primary Plan is Fee Schedule Plan and Secondary Plan is Fee Schedule Plan 
If the provider is a network provider in both the Primary Plan and the Secondary Plan, the Allowable Expense shall be the fee schedule of the 
Primary Plan. The Secondary Plan shall pay the lesser of: 
a) The amount of any deductible, coinsurance or copayment required by the Primary Plan; or 
b) the amount the Secondary Plan would have paid if it had been the Primary Plan 
The total amount the provider receives from the Primary plan, the Secondary plan and the IMcmherJ shall not exceed the fee schedule of the 
Primary Plan. In no event shall the [Member] be responsible for any payment in excess of the copaymcnt. coinsurance or deductible of the 
Secondary Plan. 

Primary Plan is R&C Plan and Secondary Plan is Fee Schedule Plan 
If the provider is a network provider in the Secondary Plan, the Secondary Plan shall pay the lesser of: 
a) the difference between the amount of the billed charges for the Allowable Expenses and the amount paid by the Primary Plan·, or 
b) the amount the Secondary Plan would have paid if it had been the Primary Plan. 
The [Member] shall only be liable for the copayment, deductible or coinsurance under the Secondary Plan if the [Member] has no liability for 
copayment, deductible or coinsurance under the Primary Plan and the total payments by both the primary and Secondary Plans arc less than the 
provider's billed charges. In no event shall the [Member) be responsible for any payment in excess of lhc copaymenl. coinsurance or deductible 
of the Secondary Plan. 

Primary Plan is Fee Schedule Plan and Secondary Plan is R&C Plan 
If the provider is a network provider in the Primary Plan, the Allowable Expense considered by the Secondary Plan shall be the fee schedule of 
the Primary Plan. The Secondary Plan shall pay the lesser of: 
a) The amount of any deductible, coinsurance or copayment required by the Primary Plan; or 
b) the amount the Secondary Plan would have paid if it had hccn the Primary Plan. 

Primary Plan is Fee Schedule Plan and Secondary Plan is R&C Plan or Fee Schedule Plan 
If the Primary Plan is an HMO plan that does not allow for the use of non-network providers except in the event of urgent care or emergency 
care and the service or supply the [Member! receives from a non-network provider is not considered as urgent care or emergency care. the 
Secondary Plan shall pay benefits as if it were the Primary Plan. 

Primary Plan is Capitation Plan and Secondary Plan is Fee Schedule Plan or R&C Plan 
If the [Member! receives services or supplies from a provider who is in the network of both the Primary Plan and the Secondary Plan. the 
Secondary Plan shall pay the lesser of: 
a) The amount of any deductible, coinsurance or copayment required by the Primary Plan; or 
b) the amount the Secondary Plan would have paid if it had been the Primary Plan. 

Primary Plan is Capitation Plan or Fee Schedule Plan or R&C Plan and Secondary Plan is Capitation Plan 
If the (Member] receives services or supplies from a provider who is in the network of the Secondary Plan. the Secondary Plan shall be liable to 
pay the capitation to the provider and shall not be liable lo pay the deductible, coinsurance or copaymcnt imposed by the Primary Plan. The 
[Member) shall not be liable to pay any deductihlc. coinsurance or copaymcnts of either the Primary Plan or the Secondary Plan. 

Primary Plan is an HMO and Secondary Plan is an HMO 
If the Primary Plan is an HMO plan that docs not allow for the use of non-network providers except in the event of urgent care or emergency 
care and the service or supply the [Member] receives from a non-network provider is not considered as urgent care or emergency care, but the 
provider is in the network of the Secondary Plan. the Secondary Plan shall pay benefits as if it were the Primary Plan. Except that the Primary 
Plan shall pay out-of-Network services. if any. authorized hy the Primary Plan. 

SERVICES OR BEN.E.FIIS FOR AUTOMOBILE RELA TE.D INJURIES 

This section wil! be used to dcterrrnnc a I Member's I coverage under the Contract when services arc provided or expenses are incurred as a 
result of an automobile related Injury. 

Definitions 
"i\utomobile Related Injury" means bodily Injury sustained by a [Member I as a result or an accident: 
a) while occupying. cntcrin!!, lca,ing or using an automobile; or 
h) as a pedestrian: 

caused by an autorm>biil' or by an ob1c·ct propelled hy or from an automobile. 
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"Allowable Expense·• means a medically necessary. rca~onable and customary item of expense covered at least in pal1 as an eligible expense or 
eligible services by: 
a) the Contract; 
b) PIP; or 
c) OSAIC. 

"Eligible Services or Expenses·· means services or expenses provided for treatment of an Injury which is covered under the Contract without 
application of Cash Deductible~ and Copayments. if any or Coinsurance. 

"Out-of-State Automobile Insurance Coverage" or "OSAIC" means any coverage for medical expenses under an automobile insurance policy 
other than PIP. OSAIC includes automobile insurance policies issued in another state or jurisdiction. 

"PIP" means personal injury protection coverage prnvided as part of an automobile insurance policy issued in New Jersey. PIP refers 
specifically to provisions for medical expense coverage. 

Determination of primary or secondary coverage. 
The Contract provides secondary coverage to PIP unless health coverage has been elected as primary coverage by or for the !Member! under 
the Contract. This election is made by the named insured under a PIP policy. Such election affects that person's family members who are not 
themselves named insureds under another automobile policy. The Contract may be primary for one !Member]. but not for another if the person 
has a separate automobile policy and has made different selection regarding primacy of health coverage. 

The Contract is secondary to OSAIC. unless the OSAIC contains provisions which make it secondary or excess to the Contractholder's plan. In 
that case the Contract will be primary. 

If there is a dispute as to which policy is primary. the Contract will pay benefits or provide services as if it were primary. 

Services and Benefits the Contract will provide if it is primary to PIP or OSAIC. 
If the Contract is primary to PIP or OSAIC it will provide services and benefits for eligible expenses in accordance with its terms. 

The rules of the COORDINATION OF BENEFITS AND SERVICES section of the Contract will apply if: 
a) the [Member] is insured or covered for services or benefits under more than one insurance plan; and 
b) such insurance plans or HMO Contracts arc primary to automobile insurance coverage. 

Benefits the Contract will pay if it is secondary to PIP or OSAIC. 
If the Contract is secondary to PIP or OSAIC the actual benefits payable will be the lesser of: 
a) the allowable expenses left uncovered after PIP or OSAIC ha~ provided coverage after applying Cash Deductibles and Copayments, or 
b) the equivalent value of services if the Contract had been primary. 

Medicare 
If the [Non-Network] benefits under the Contract supplement coverage under Medicare it can be primary to automobile insurance only to the 
ex.tent that Medicare is primary to automobile insurance. 

GENERAL PROVISIONS 

CLERICAL ERROR· MISSTATEMENTS 
No clerical error nor programming or systems error by the Contraetholdcr or by Us in keeping any records pertaining to Coverage under the 
Contract will reduce a I Member's] Coverage. Neither will delays in making entries on those records reduce it. However. if We discover such an 
error or delay, a fair adjustment of Premiums will be made. 

If the age of an Employee. or any other relevant facts, arc found to have been misstated, and the premiums arc thereby affected. an equitable 
adjustment of premiums will be made. If such misstatement involves whether or not the person's coverage would have been accepted by Us, 
subject to the Contract·s Incontestability section, the true facts will be used in determining whether coverage is in force under the terms of the 
Contract. 

CONFORMITY WITH LAW 
Any provision of the Contract which is in conflict with the laws of the State of New Jersey. or with Federal law. shall be construed and applied 
as if it were in full compliance with the minimum requirements of such State law or Federal law. 

CONTINUING RIGHTS 
Our failure to apply terms or rnrn.Jitions do.:s not mean that We waive or give up any future rights under the Contract. 

INCONTESTAIULITY OF nm CONTl{ACT 
There will be no contest or the validity 1,f the Contract. except for not paying premiums. after it has been in force t'or two years. 
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No statement in any application. c.\ccpt a fraudulent statement. made by the Contractholder or by a [Member! covered under the Contract shall 
he used in eontcs!ing the validity of his or her coverage or in denying benefits after ~uch coverage has been in force for two years during the 
person's lifetime. Note: There is no t11nc limit with rt'spc<.:t to a contest in connection with fraudulent statements. 

LIMIT,\l'ION ON ACTIONS 
No action at law or in equity shall he brought to recover on the Contract until 60 days after a {Member I files written proof of loss. No such 
action shall be brought more than three years after the end of the time within which proof of loss is required. 

PAYMENT OF PREMIUMS - GRACE PERIOD 
Premiums arc to be paid by the Contractholder to Us. They arc due on each Premium Due Date stated on the first page of the Contract. The 
Contractholder may pay each Premium other than the first within 31 days of the Premium Due Date. Those days are known as the grace period. 
The Contractholdcr is liable to pay Premiums to Us from the first day the Contract is in force. 

WORKERS' COMPENSATION 
The health benefits provided under the Contract are not in place of. and do not affect requirements for coverage by Workers' Compensation. 

CUIMS PROVISIONS APPLICABI,E TO [NON-NETWORK] BENEFITS 

A claimant's right to make a claim for any benefits provided by the Contract is governed as follows: 

[NOTICE OF LOSS 
A claimant should send a written notice of claim to Us within 20 days of a loss. No special form is required to do this. The notice need only 
identify the claimant and the Contractholdcr. 

When We receive the notice, We will send a proof of claim form to the claimant. The claimant should receive the proof of claim form within 15 
days of the date We received the notice of claim. If the form is received within such time, it should be completed, as instructed, by all persons 
required to do so. Additional proof, if required. should be attached to the form. If the form is not received within suc:h time. the claimant may 
provide written proof of claim to Us on any rca~onable form. Such proof must state the date the Injury or Illness began and the nature and 
extent of the loss.] 

PROOF OF LOSS 
Proof of loss must be sent to Us within 90 days of the loss. 

If a notice or proof is sent later than 90 day of the loss. We will not deny or reduce a claim if the notice or proof was sent as soon as possible. 

PAYMENT OJ<' CLAIMS 
We will pay all benefits to which the claimant is entitled as soon as We receive written proof of loss. All benefits will be paid as they accrue. 
Any benefits unpaid at the [Member's] death will be paid as soon as We receive due proof of the death to one of the following: 
a) his or her estate; 
b) his or her spouse: 
c) his or her parents; 
d) his or her children: 
c) his or her brothers and sisters; or 
t) any unpaid provider of health care services. 

When an Employee files proof of loss. he or she may direct Us. in writing, to pay health care benefits to the recognized provider of health care 
who provided the covered service for which benefits became payable. !For covered services from an eligible Facility or Practitioner, We will 
Determine to pay either the [Member! or the Facility or the Practitioner.] The Employee may not assign his or her right to take legal action 
under the Contract to such provider. 

PHYSICAL EXAMS 
We, at Our expense have the right to examine the I Member]. This may be done as often as reasonably needed to process a claim. We also have 
the right to have an autopsy performed. at Our expense. 

CONTINUATION RIGHTS 

COORDINATION AMONG CONTINUATION RIGHTS SECTIONS 

As used in this section. COBRA means the Consolidated Omnihus Budget Rel'.onciliation Act of 1985 as enacted. and later amended. 

A !Member] may be eligible to rnntinue his m her group health benefits under the Contract·s COBRA CONTINlJATlON RIGHTS (CCR) 
section and under other continuation sections of the Contract at the same time. 

Continuation Under CCR and Nt:W .JERSEY <:ROlil' CO"ITl"IUATION RIGHTS (N,J(;CR): If a [Mcrnhcrl is eligible to continue his nr 
her group health benefits u111.Jcr both the Contract's CCR and NJGCR scc:tions. he or she may elect to continue under C(:R_ but cannot continue 
unucr \JJGCR. 
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Continuation lJn<lcr CCR an<l any other continuation section of the Contract: 

If a I Member! elects to rnntinuc his or her group health benefits under both the Contract's CCR and NJCCR. the continuations: 
a) start at the same time: 
bJ run concurrently; an<l 
c) end independently on their own terms. 

While covered under mlire than one continuation section. tile I Member I: 
a) will not be entitled to duplicate benefits; and 
b) will not be subject to the premium requirements of more than one section at the same time. 

AN IMPORTANT NOTICE ABOUT CONTINUATION RIGHTS 

The following COBRA CONTINUATION RIGHTS section may not apply to the Employer's plan. The Employee must contact his or 
her Employer to find out if: 

a) the Employer is subject to the COBRA CONTINUATION RIGHTS section, in which case; 
b) the section applies to the Employee. 
(Generally applies to employer groups with 20 or more employees.) 
Important Notice 
Under this section. "Qualified Continuee" means any person who, on the day before any event which would qualify him or her for continuation 
under this section. is covered for group health benefits under the Contract as: 
a) an active. covered Employee; 
h) the spouse of an active, covered Employee; or 
c) the Dependent child of an active, covered Employee. Except a~ stated helow. any person who becomes covered under the Contract during 

a continuation provided by this section is not a Qualified Continuee. 
Exception: A child who is horn to the covered Employee, or who is placed for adoption with the covered Employee during the continuation 
provided by this section is a Qualified Continuec. 

If An Employee's Group Health Benefits Ends 
If an Employee's group health benefits end due to his or her tenmnat1011 of employment or reduction of work hours. he or she may elect to 
continue such benefits for up to 18 months. unless 
a) he or she was terminated due to gross misconduct 
A Qualified Continuee may elect to continue coverage under COBRA even if the Qualified Continuee: 
a) is covered under another group plan on or before the date of the COBRA election; or 
b) is entitled to Medicare on or before the date of the COBRA election. 

The continuation: 
a) may cover the Employee and any other Qualified Continuee; and 
b) is subject to the When Continuation Ends section. 

Extra Continuation for Disabled Qualified Continuees 
lf a Qualified Continucc is determined to be disabled under Tille 11 or Title XVI of the United States Social Security Act on the <late his or her 
group health benefits would otherwise end due to the Employee· s termination of employment or reduction of work hours or <luring the first 60 
days of continuation coverage. he or she and any Qualified Continuce who is not disabled may elect to extend his or her 18 month continuation 
period above for up to an extra 11 months. 

To elect the extra 11 months of continuation, the Qualified Continuee must give the Employer written proof of Social Security's determination 
or his or her disability before the earlier of: 
a) the end of the 18 month continuation period; and 
b) 60 days after the date the Qualified Continuee 1s determined to be disabled. 

If. <luring this extra 11 month continuation period. the Qualified Continuec is determined to be no longer dis:ibled under the Social Security 
Act, he or she must notify the Employer within 30 days of such determination. and continuation will end. as explained in the When 
Continuation Ends section. 

An aduitional 507' or the total premium charge also may be requircJ from the Qu'-lliticd Continuec by the Employer during this extra 11 month 
continuation period. 
If An Employee Dies While Covered 
If an Employee dies while covered. any Qunlified Continucc whose ~roup health benelits would otherwise end may elect to continue such 
benefits. The continuation can last for up to 36 months. suh1cct tn the When Continuation Ends section. 

If An Employee's ;\,Jarriage [or Domestic Partnership] Ends 
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If an Employee·s marriage ends <lue to legal divorce or legal separation !or termination of the domestic partnership I. any Qualified Continucc 
whose gro\!p health henefits would otherwise end may elect to continue such hcnefits. The continuation can last for up to 36 months. suhject to 
the When Continuation Ends section. 

If A Dependent Loses Eligihility 
If a Dependent child"s group health henefits end due to his or her loss of dependent eligibility as defined in the Contract, other than the 
Employee·s coverage ending. he or she may elect rn continue such benefits. However. such Dependent child must he a Qualified Continuce. 
The continuation can last for up to 36 months. subject to When Continuation Ends. 

Concurrent Continuations 
If a Dependent elects to continue his or her group health benefits due to the Employee· s termination of employment or reduction of work hours. 
the Dependent may elect to exten<l his or her 18 month continuation period to up to 36 months. if during the 18 month continuation period. 
either: 
a) the Dependent becomes el igihle for 36 months of grnup health benefits due to any of the reasons stated above; or 
b) the Employee becomes entitled to Medicare. 

The 36 month continuation period starts on the date the 18 month continuation period started, and the two continuation periods will be deemed 
to have run concurrently. 

Special Medicare Rule 
Except as stated below, the "special rule"' applies to Dependents of an Employee when the Employee becomes entitled to Medicare prior to 
termination of employment or reduction in work hours. The continuation period for a Dependent upon the Employee's subsequent termination 
of employment or reduction in work hours will be the longer of the following: 
a) 18 months from the date of the Employee ·s termination of employment or reduction in work hours: or 
h) 36 months from the date of the Employee's earlier entitlement to Medicare. 

Exception: If the Employee becomes entitled to Medicare more than 18 months prior lo termination of employment or reduction in work hours. 
this "special rule" will not apply. 

The Qualified Continuee's Responsibilities 
A person eligible for continuation under this section must notify the Employer. in writing. of: 
a) the legal divorce or legal separation [or termination of the domestic partnership"Jof the Employee from his or her spouse; or 
b) the loss of dependent eligibility. as defined in the Contract. of a covered Dependent child. 

Such notice must be given to the Employer within 60 days of either of these events. 

The Employer's Responsihilities 
The Employer must notify the Qualified Cominuec. in writing. of: 
a) his or her right to continue the Contract's group health benefits: 
b) the monthly premium he or she must pay to continue such benefits; and 
c) the times and manner in which such monthly payments must he made, 

Such written notice must be given to the Qualified Continuec within 44 days of: 
a) the date a Qualified Continuee·s group health benefits would otherwise end due to the Employee's death or the Employee's termination of 

employment or reduction of work hours; or 
h) the date a Qualified Continuee notifies the Employer, in writing, of the Employee"s legal divorce or legal ,cparation [or termination of the 

domestic partnership] from his or her spouse. or the loss of dependent eligibility of a covered Dependent child. 

The Employer's Liability 
The Employer will he liable for the Qualified Continuee·s continued group health benefits to the same extent as. and in place of. Us. if: 

a) the Employer fails to remit a Qualified Continuee's timely premium payment to Us on time. thereby causing the Qualified Continuce's 
continued group he:ilth benefits to end: 

b) the Employer fails to notify the Qualified Continuec of his or her continuation rights. as described above. 

Election of Continuation 
To continue his or her group health benefits. the Qualified Continuee must give the Employer written notice that he or she elects to continue. 
An election by a minor Depenc.lcnt Chilc.l can be made by the Depcnc.lent Child's parent or legal guardian. This must he done within 60 days of 
the date a Qualil"icJ Continuee receives notice of his or her continuation rights from the Employer as described above. And the Qualified 
Continuce musr pay the first month's premium in a timely manner. 

The subsequent premiu111s must he paid ro the Employer. by the Qualified Continuce. in advance. at the times and in the manner speci!ic<l hy 
the Employer. No further notice nf when premiums arc Jue will he given. 

The monthly pretntttrn will he the total rate "hich would have hccn charged for the group he~1lth hencfits lwd the Qualified Continuce st"ycd 
covered under the Contract on a regular basis. It includes any amount that "·ould have been paid by the Employer. Except as explained 111 the 
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Extra Continuation for Disahled Qualified Continuees section. an additional charge of two percent of the total premium charge may also he 
require<! hy the Employer. 

If the Qualified Continuec fails lo give the Employer notice of his or her intent lo continue. or fails lo pay any required premiums in a timely 
manner, he or she waives his or her continuation rights. 

Grace in Payment of Premium~ 
A Qualified Continucc·s premium payment is timely if. with respect to the first payment after the Qualified Continuce elects to continue. such 
payment is made no later than 45 days after such election. In all nther cases. such premium payment is timely if it is made within 31 days of the 
specified date. 

If timely payment is made 10 the plan in an amount that is not significantly less than the amount the Employer requires to be paid for the period 
of coverage, then the amount paid is deemed to satisfy the Employer's requirement for the amount that must he paid. unless the plan notifies the 
Qualified Continuee of the amount of the deficiency and grants an additional 30 days for payment of the deficiency to be made. An amount is 
not significantly less than the amount the Employer requires to be paid for a period of coverage if and only if the shortfall is no greater than the 
lesser of the following two amounts: 
a) Fifty dollars (or such other amount as the Commissioner may provide in a revenue ruling. notice. or other guidance published in the 

Internal Revenue Code Bulletin): or 
b) Ten percent of the amount the plan requires to be paid. 

Payment is considered as made on the date on which it is sent lo the Employer. 

When Continuation Ends 
A Qualified Continucc' s continued group health benefits end on the first of the following: 

I. with respect to continuation upon the Employee's termination of employment or reduction of work hours, the end of the 18 month period 
which starts on the dale the group health benefits would otherwise end; 

II. with respect to a Qualified Continuec who has elected an additional 11 months of continuation due to his or her own disability or the 
disability of a family member. the earlier of: 

A. the end of the 29 month period which starts on the date the group health benefits would otherwise end: or 
B. the first day of the month which coincides with or next follows the date which is 30 days after the date on which a final determination is 

made that a disabled Qualified Continuce is no longer disabled under Title I I or Title XV I of the Social Security Act; 
III. with respect to continuation upon the Employee's death. the Employee's legal divorce or legal separation [or termination of the domestic 

partnership). or the end of a covered Dependent's eligibility. the end of the 36 month period which starts on the date the group health 
benefits would otherwise end; 

IV. with respect to a Dependent whose continuation is extended due to the Employee's entitlement to Medicare. the end of the 36 month 
period which starts on the date the group health benefits would otherwise end; 

V. the date the Contract ends; 
VI. the end of the period for which the last premium payment is made: 
VII. the date he or she bccC>mes covered under any other group health plan which contains no limitation or exclusion with respect to any Pre-

faisting Condition of the Qualified Continuee or contains a pre-existing conditions limitation or exclusion that is eliminated through the 
Qualified Continuee · s total period of Creditable Coverage; 

VIII. the date he or she becomes entitled to Medicare: 
IX. termination of a Qualified Continuee for cause (e.g. submission of a fraudulent claim) on the same basis that the Employer terminates 

coverage of an active employee for cause. 

NEW JERSEY GROUP CONTINUATION RIGHTS 

Important Notice 

If An Employee's Group Henelits End 
If an Employee's health coverage end due to termination of employment for a reason other than for cause. or reduction of work hours to below 
25 hours per week. he or she may elect to continue such benefits for up to 12 months, subject to the When Continuation Ends section. At the 
Employee's option. he or she may elect to continue health coverage for any of his or her then covered Dependents whose coverage would 
otherwise end at this time. If an Employee acquires one or more Dependents after the continued health coverage begins, he or she may elect to 
add such Newly Acquired Dependents to the continued coverage for the remaining period of continued health coverage. In order to continue 
health coverage for his or her Dependents, the Employee must elect to continue health coverage for himself or herself. 

What the Employer Must no 
At the time of tcrm111.11ion of cmpl(lymcnl or reduction of work hours, the Employer must notify the Employee. in writing. of: 

a) his or her right to continue the Contract's group health henctits: 
h) the monthly premium he or she must pay to continue such benefits: and 
c) the times and manner in which such monthly payments must he made. 

What The Employee Must Do 
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To continue his or her health rnverage. the Employee must send a written request to the Employer within 30 days of the date of termination of 
employment or reduction of work hours. The Employee must also pay Lhe first month's premium. The fir_!;! premium payment must he mac.le 
within 30 days of the Jate lhc Employee elects continualllm. 

The subsequent premiums must be paid to the Employer. by the Employee. in advance. at the times and in the manner We specify. 

The monthly premium will he the total rate which would have been charged for the small group benefits had the Employee stayed wvered 
under the Contract on a regular basis. It includes any amount that the Employer would have paid. And an additional charge of two percent of 
the total premium may he charged for the continued coverage. 

If an Employee fails to give the Employer notice that he or she elects to continue. or fails to make any premium payment in a timely manner, he 
or she waives his or her continuation rights. All premium payments. except the first. will be considered timely if they are made within 31 days 
of the specified due dates. 

The Continued Coverage 
The Employee's continued coverage will be identical to the coverage he or she had when covered under the Contract on a regular basis. Any 
modifications made under the Contract will apply to similarly situated continuees. We do not ask for proof of insurability in order for an 
Employee to continue. 

When Continuation Ends 
A [Member's] continued health coverage end on the first of the following; 

a) the date which is 12 months from the date the small group benefits would otherwise end; 
b) the date the [Member] becomes eligible for Medicare: 
c) the end of the period for which the last premium payment is made; 
d) the date the [Member] becomes covered under another group medical plan which contains no limitation or exclusion with respect to any 

Pre-Existing Condition of the [Member I; 
e) with respect lo a [Member] who becomes covered under another group medical plan which contains a limitation or exclusion with respect 

to a Pre-Existing Condition of the [Member], the date such limitation or exclusion ends: 
f) the date the Employer no longer provides any health benefit plans for any of the Employer's Employees or their eligible Dependents; or 
g) with respect to a Depemlent. the date he or she is no longer an eligible Dependent as defined in the Contract. 

A TOTALLY DISABLED EMPLOYEE'S RIGHT TO CONTINUE GROUP HEALTH BENEFITS 

If An Employee is Totally Disabled 
An Employee who is Totally Disabled and whose group health benefits end because his or her active employment or membership in an eligible 
class ends due to that disability, can elect to continue his or her group health benefits. But he or she must have been covered by the Contract for 
at least three months immediately prior to the date his or her group health benefits ends. The continuation can cover the Employee, and at his or 
her option, his or her then covered Dependents. 

How And When To Continue Coverage 
To continue group health benefits. the Employee must give the Employer written notice that he or she elects to continue such benefits. And he 
or she must pay the first month's premium. This must be done within 31 days of the date his or her coverage under the Contract would 
otherwise end. 

Subsequent premiums must he paid to the Employer monthly, in advance. at the times and m the manner specified by the Employer. The 
monthly premium the Employee must pay will be the total rate charged for an active Full-Time Employee. covered under the Contract on a 
regular basis, on the date each payment is due. It includes any amount which would have been paid by the Employer. 

We will consider the Employee's failure to give notice or to pay any required premium as a waiver of the Employee's continuation rights. 

If the Employer fails. after the timely receipt of the Employee's payment. to pay Us on behalf of such Employee, thereby causing the 
Employee's coverage to end: then such Employer will be liable for the Employee's benefits, lo the same extent as. and in place of. Us. 

When This Continuation Ends 
These continued group health bcnclits end on the first of the following: 
a) the end of the period for which the last payment is made. if the Employee stops paying. 
b} the date the [Member) becomes employed and eligible or covered for similar benefits hy another g.roup plan. whether it be an insured or 

uninsured pl:m: 
c} the date the Contract cn<ls or is amended to end for the class of Employees to which the Employee belonged; or 
d} with respect to a Dependent. the date he or she stops being an eligible Dependent as defined in the Contract. 
AN EMPLOYEE'S RIGHT T< > CONTINUE GROUP IIEALTII HEJ\EFITS DURING A FAMJLY LEAVE CW ABSENCE 

Important Notil-c 
This section may not a1,plJ' to an Employer's plan. The Employee must contact his or her Employer to find out if: 
a) the Employer must allow for a leave c,r absence under rcdcral law in which c;1sc; 
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b) the section aprlies to the Employee. 

If An Employee's Group Health Coverage Ends 
Group health coverage may end for an Employee because he or she ceases l'ull-Time work due to an approved lt:avc of absence. Suc.:h leave of 
absence must have been granted to allow the Employee to care for a sick family member or after the birth or adoption of a child. If so. his or her 
medical care coverage will be continued. Dependents· coverage may also be continued. The Employee will be required to pay the same share of 
premium as before the leave of absence. 

When Continuation Ends 
Coverage may continue until the earliest of: 
a) the date the Employee returns to Full-Time work: 
b) the end of a total period of 12 weeks in any 12 month period, 
c) the date on which the Employee's coverage would have ended hac.l the Employee not been on leave: or 
d) the end of the period for which the premium has been paid. 

[A DEPENDENT'S RIGHT TO CONTINUE GROUP HEALTH BENEFITS 

If an Employee dies. any of his or her Dependents who were covered under the Contract may elect to continue coverage. Subject lo the payment 
of the required premium. coverage may be continued until the earlier of: 
a) 180 days following the date of the Employcc·s death; or 
b) the date the Dependent is no longer eligible under the terms of the Contract. I 

[CONVERSION RIGHTS FOR DIVORCED SPOUSES 

IF AN EMPLOYEE'S MARRIAGE [OR DOMESTIC PARTNERSIIIPJ ENDS 

If an Employee's marriage ends by legal divorce or annulment [or termination of the domestic partnership I, the group health coverage for his or 
her former spouse ends. The former spouse may convert to an individual Contract during the conversion period. The former spouse may cover 
under his or her individual Contract any of his or her Dependent children who were covered under the Contract on the <late the group health 
coverage ends. See exceptions below. 

Exceptions 
No former spouse may use this conversion right: 
a) if he or she is eligible for Medicare; 
b) if it would cause him or her to be excessively covered: This may happen if the spouse is covered or eligible for coverage providing similar 

benefits provided by any other plan, insured or not insured. We will Determine if excessive coverage exists using Our standards for 
excessive coverage; or 

c) [•if he or she permanently relocates outside the Service Arca.] 

HOW AND WHEN TO CONVERT 
The conversion period means the 31 days after the date group health coverage ends. The former spouse must apply for the individual Contract 
in writing and pay the first premium for such Contract during the conversion period. Evidence of good health will not be required. 

THE CONVERTED CONTRACT 
The individual Contract will provide the medical benefits that We arc required to offer. The individual Contract will take effect on the day after 
group health coverage under the Contract ends. 

After group health coverage under the Contract enc.ls, the former spouse and any children covered under the individual Contract may still 
receive benefits under the Contract. If' so. benefits to be paid under the individual Contract, if any, will be reduced by the amount paid or the 
reasonable cash value of services provided under the Contract. I 

MEDICARE AS SECONDARY PAYOR 

IMPORTANT NOTICE 

The following sections regarding Medicare may not apply to the Employer's Contract. The Employee must contact his or her Employer to find 
out if the Employer is suhjcct to 'v'ledicare as Secondary Payor rules 

It' the Employer is subject lo such rules. this Medicare as Secondary Payor section applies to the Employee. 

If the Employer 1s NOT subject to such rules. this Medicare as Secondary Payor section docs not apply to the Employee, in which case, 
Medicare will be the primary health plan and the Contract will be the secondary health plan for !Members I who arc cligihlc for Mcdi..:are. 

The following provisions cxrlain how the Contract's group health benefits interact with the hcncfits availahlc under Medicare as Secondary 
Payor rules. A [Member! may he eligihle for Medicare hy reason of age. disability. or End Stage Renal Disease. Different mies apply to cac.:h 
tyre of Medicare cligihility. as explained hclow 
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With respect to the following provisions: 

a) "Me<licarc" when usc<l above, means Part A an<l 13 of the health care program for the aged and <lisable<l provi<led by Title XVlll of the 
United States Social Security Act. as amended from time to time. 

b) A [Member I is considered to be eligible for Medicare by reason of age from the first day of the month during which he or she reaches age 
65. However. if the [Member] is horn on the first day of a month. he or she is considered to be eligible for Medicare from the first day of 
the month which is immediately prior to his or her 65th birthday. 

c) A "primary'' health plan pays benefits for a [Member's] Covered Service or Supply or Covered Charge first. ignoring what the (Member's] 
"secondary" plan pays. A "secondary" health plan then pays the remaining unpaid allowable expenses. See the Coordination of Uenefits 
and Services section for a definition of ''allowable expense". 

MEDICARE ELIGIBILITY HY REASON (WAGE (Generally applies to employer groups with 20 or more employees) 

Applicability 
This section applies to an Employee or his or her covered spouse who is eligible for Medicare by reason of age. 

Under this section. such an Employee or covered spouse is referred to as a "Medicare eligible". 

This section docs not apply to 
a) a [Member). other than an Employee or covered spouse 
b) an Employee or covered spouse who is under age 65. or 
c) a [Member] who is eligible for Medicare solely on the basis of End Stage Renal Disease. 

When An Employee or Covered Spouse Becomes Eligible For Medicare 
When an Employee or covered spouse becomes eligible for Medicare by reason of age, he or she must choose one of the two options below. 

Option (A) - The Medicare eligible may choose the Contract as his or her primary health plan. If he or she docs, Medicare will be his or her 
secondary health plan. Sec the When The Contract is Primary section below. for details. 

Option (8) - The Medicare eligible may choose Medicare as his or her primary health plan. If he or she docs, group health benefits under the 
Contract will end. See the When Medicare is Primary section below, for details. 

If the Medicare eligible fails to choose either option when he or she becomes eligible for Medicare by reason of age, We will provide services 
and supplies and pay benefits as if he or she had' chosen Option (A). 

When the Contract is primary 
When a Medicare eligible chooses the Contract as his or her primary health plan, if he or she incurs a Covered Service and Supply or Covered 
Charge for which benefits are payable under both the Contract and Medicare, the Contract is considered primary. The Contract provides 
services and supplies and pays first. ignoring Medicare. Medicare is considered the secondary plan. 

When Medicare is primary 
If a Medicare eligible chooses Medicare as his or her primary health plan, he or she will no longer be covered for such benefits hy the Contract. 
Coverage under this Contact will end on the date the Medicare cligihle elects Medicare as his or her primary health plan. 

A Medicare eligible who elects Medicare as his or her primary health plan, may later change such election. and choose the Contract as his or her 
primary health plan. 

MEDICARE ELIGIBILITY BY REASON OF DISAJHLITY (Generally applies to employer groups with 100 or more employees) 

Applicability 
This section applies to a [Member I who is: 
a) under age 65; and 
b) eligible for Medicare by reason of disability. 

Under this section. such !Member! is referred to as a "disabled Medicare eligible". 

This section docs not apply to: 
a) a [Member I who is eligible l'or Medicare by reason of age: or 
b) a !Member] who is eligible for Medicare solely on the basis ot' End Stage Renal Disease. 
When A [Member] Becomes Eligihlc For Medicare 
When a [Member! hecomcs eligible for Medicare by reason of disability. the Contract is the primary plan. Medicare is the secondary plan. 

If a IMcmhcrl is eligihlc for Vlcdirarc he reason of disahility. he or she must he covered by both Parts A and 13. Benefits will be payable as 
specified in the Coordination of Benefits and Sen-ices section of the Contract. 
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MEDICARE J<:1,IGIIHLITY BY REASON OF END STAGE RENAL DISEASE (Applies to all employer groups) 

Applicability 
This section applies to a [Memherl who is eligible for Medicare on the basis of End Stage Renal Disease (ESRD). 

Under this section such fMembcr] is referred to as a "ESRD Medicare eligible". 

This section docs not apply to a [Member] who is eligible for Medicare by reason of disability. 

When A [Member] Becomes Eligible l<'or Medicare Due to ESRD 
When a [Member) becomes eligible for Medicare solely on the basis of ESRD, for a period of up lo 30 consecutive months. if he or she incurs a 
charge for the treatment of ESRD for which services and supplies are provided or benefits are payable under both the Contract and Medicare. 
the Contract is considered primary. The Contract provides services and supplies and pays first, ignoring Medicare. Medicare is considered the 
secondary plan. 

This 30 month period begins on the earlier of: 
a) the first day of the month during which a regular course of renal dialysis starts: and 
b) with respect to a ESRD Medicare eligible who receives a kidney transplant. the first day of the month during which such [Member] 

becomes eligible for Medicare. 

After the 30 month period described above ends, if an ESRD Medicare eligible incurs a charge for which services and supplies arc provided and 
benefits arc payable under both the Contract and Medicare, Medicare is the primary plan. The Contract is the secondary plan. If a [Member! is 
eligible for Medicare on the basis of ESRD. he or she must be covered by both Parts A and B. Benefits will be payable as specified in the 
Coordination of Benefits and Services section of the Contract. 

[STATEMENT 01<' ERISA RIGHTS 

The following Statement may not apply to the Employer's Policy. The Employee must contact his or her Employer to lind out if the 
Employer is subject to these ERISA requirements 

As a plan participant, you are entitled to certain rights and protections under the Employee Retirement Income Security Act of 1974 (ERISA). 
ERlSA 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 a 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 operation of the plan. including insurance contracts 
and collective bargaining agreements. and copies 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 participant with a copy of 
this summary annual report. 

Continue Group Health Plan Coverage 
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 the summary plan description and the documents governing the plan on 
the rules governing your COBRA continuation coverage righrs. if COBRA is applicahle lo your plan. 

Reduction or elimination of exclusionary periods of coverage for preexisting conditions under your group health plan. if you have crcditahlc 
coverage from another plan. You should he provided a certiticatc of creditable coverage. free of charge. from your group health plan or health 
insurance issuer when you lose coverage under the plan, when you hecome entitled to elect COBRA continuation coverage. when your COBRA 
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 conditions exclusion for 6 months after your enrollment date in your 
coverage. 

Prudent Actions by Plan l<"iduciaries 
In addition to creating rights for plan participants ERISA impmc~ duucs upon the people whc, arc responsible for the operation of the cmpll>ye<' 
benefit plan. The people who operate your plan. called ·'fiduciaries" of the plan. have a duty to do so prudently an<l in the interest of you an<l 
other plan partidpants aml beneficiaries. No one. induJing your cmploycr. your union. or any other person. may fire you or otherwise 
discriminate against you in any way 10 prcvcnr )'OU from ohtaining a benefit or exercising your rit!llls under ERISA. 

Enforce Your Rights 
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If your claim for a hcnefil is denied or ignored. in whole or in part. you have a right to know why this was done. 10 ohtain copies nf documents 
relating to the decision without charge. and to appeal any ~nial. all within certain time schcd1.1lcs. 

Under ERISA. there arc steps you can take to enforce the ahove rights. For instance. if you request a copy of plan documents or the lalcsl 
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 $ I IO 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 claims for benefits which is denied or ignored. in whole or in part, you 
may file suit in a state or Federal court. In addition. if you disagree with the plan's decision or lack thereof concerning the qualified status of a 
domestic relations order or medical support order. you may file suit in Federal court. If it should happen that plan fiduciaries misuse the plan's 
money. or if you arc 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 wi II 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 
frivolnus. 

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 nr about 
your rights under ERISA, or if you need assistance in obtaining documents from the plan administrator. you should contact the nearest office or 
the Pension and Welfare Benefits Administration. U.S. Department of Labor. listed in your telephone directory or the Division nf Technical 
Assistance and Inquiries, Pension and Welfare Benefits Administration. U.S. Department of Labor. 200 Constitution Avenue, N.W .. 
Washington, D.C. 20210. You may also obtain certain publications ahout your rights and responsibilities under ERISA hy calling the 
publications hotline of the Pension and Wei rare Benefits Administration. 

CLAIMS PROCEDURE }'OR [NON-NETWORK] BENEFITS 
Carriers should include claims procedures consistent with the requirements of ERISA.] 

New Rule, R.1996 d.199, effective April 15, 1996. 
See: 28 N.J.R. 1661(a), 28 N.J.R. 2010(a). 

See: 30 N.J.R. 2815(a), 30 N.J.R. 3840(a). 

Amended by R.1997 d.280, effective July 7, 1997 (operative September 
Amended by R.1999 d.376, effective October 6, 1999 (operative No-

vember 1, 1999). 
1, 1997). 

See: 29 N.J.R. 1090(a), 29 N.J.R. 2931(a). 
Amended by R.1997 d.501, effective January 1, 1998. 
See: 29 N.J.R. 4620(a), 29 N.J.R. 5069(a). 
Amended by R.1998 d.299, effective September 1, 1998. 
See: 30 N.J.R. 1883(a), 30 N.J.R. 2223(a). 
Amended by R.1998 d.512, effective September 25, 1998. 
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See: 31 N.J.R. 2442(a), 31 N.J.R. 3340(a). 
Amended by R.2000 d.304, effective June 23, 2000. 
See: 32 N.J.R. 2210(a), 32 N.J.R. 2592(a). 
Amended by R.2004 d.107, effective March 15, 2004 (operative October 

1, 2004). 
See: 35 N.J.R. 5011(a), 36 N.J.R. 1594(a). 
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