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CIGNA HEALTH AND LIFE INSURANCE COMPANY a Cigna COMPANY (called Cigna)
CERTIFICATE RIDER

Policyholder: Wilmington Trust National Association

Group: Stryker Corporation

Rider Eligibility: Each Member as noted within this certificate rider
Policy No.: 03059A

Effective Date: January 1, 2024

This rider forms a part of the certificate issued to you by Cigna describing the benefits provided under the policy(ies) specified
above. This rider replaces any other issued to you previously.

IMPORTANT INFORMATION

For Residents of States other than Delaware:
State-specific riders contain provisions that may add to or change your certificate provisions.

The provisions identified in your state-specific rider, attached, are ONLY applicable to Members residing in that state. The state for
which the rider is applicable is identified at the beginning of each state specific rider.

Additionally, the provisions identified in each state-specific rider only apply to:
(a) Benefit plans made available to you and/or your Dependents by the Group;
(b) Benefit plans for which you and/or your Dependents are eligible;
(c) Benefit plans which you have elected for you and/or your Dependents;
(d) Benefit plans which are currently effective for you and/or your Dependents.

Please refer to the Table of Contents for the state-specific rider that is applicable for your residence state.

Geneva Cambell Brown, Corporate Secretary

HC-ETRDRV4 01-20

www.cignaenvoy.com
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CIGNA HEALTH AND LIFE INSURANCE
COMPANY, a Cigna company (hereinafter called
Cigna)

CERTIFICATE RIDER - California Residents
Rider Eligibility: Each Employee who is located in California

You will become insured on the date you become eligible,
including if you are not in Active Service on that date due to
your health status.

This rider forms a part of the certificate issued to you by
Cigna.

The provisions set forth in this rider comply with the legal
requirements of California for group insurance plans covering
insureds located in California. These provisions supersede any
provisions in your certificate to the contrary unless the
provisions in your certificate result in greater benefits.

HC-ETCARDR

Important Notices
Accessing Health Care

To contact the Department of Insurance, for complaints
regarding your ability to access health care in a timely manner,
write or call:

Consumer Affairs Division
California Department of Insurance
Ronald Reagan Building

300 South Spring Street

Los Angeles, CA 90013

Calling within California: 1-800-927-4357
Los Angeles Area and Outside California: 1-213-897-8921

The Department of Insurance should be contacted only after
discussions with the insurer have failed to produce a
satisfactory resolution to the problem.

PLEASE READ THE FOLLOWING INFORMATION
SO YOU WILL KNOW FROM WHOM OR WHAT
GROUP OF PROVIDERS HEALTH CARE MAY BE
OBTAINED

Participating Providers

Copayment, Deductible, and Coinsurance options reflect the
amount the covered person will pay for in-network and out-of-
network benefits. In-network benefits require use of

Participating Providers or facilities in the Service Area. Cigna
recommends use of Participating Providers and facilities, as
member out-of-pocket costs could be lower than when using
non-Participating Providers.

Service Area

The term Service Area means the area in which Cigna has a
Participating Provider network. Cigna’s national network of
Participating Providers is within the United States. Cigna’s
toll-free care line personnel can provide you with the names of
Participating Providers. If you or your Dependents need
medical care, you may obtain a listing of Participating
Providers by calling the number on your I.D. card. A listing of
Participating Providers can also be found at
WWW.cignaenvoy.com.

Emergency Services

Benefits for services and supplies received outside the Service
Area are covered only for medical emergencies and other
urgent situations where treatment could not have been
reasonably delayed until the insured person was able to return
to the United States.

To contact the Department of Insurance, write or call:

Consumer Affairs Division
California Department of Insurance
Ronald Reagan Building

300 South Spring Street

Los Angeles, CA 90013

Calling within California: 1-800-927-4357
Los Angeles Area and Outside California: 1-213-897-8921

The Department of Insurance should be contacted only after
discussions with the insurer have failed to produce a
satisfactory resolution to the problem.

Your Rights Under HIPAA If You Lose Group Coverage

Federal law known as the Health Insurance Portability and
Accountability Act of 1996 (HIPAA) protects health insurance
coverage for workers and their families when they change or
lose their jobs. California law provides similar and additional
protections. If you lose group health insurance coverage and
meet certain criteria, you are entitled to purchase individual
health coverage (non-group) from any health plan that sells
individual coverage for hospital, medical or surgical benefits.
Every health plan that sells individual health coverage for
these benefits must offer individual coverage to an eligible
person under HIPAA. The health plan cannot reject your
application if: you are an eligible person under HIPAA; you
agree to pay the required premiums; and you live or work
inside the plan’s service area. To be considered an eligible
person under HIPAA you must meet the following
requirements:

« you have 18 or more months of creditable coverage without
a break of 63 days or more between any of the periods of

www.cignaenvoy.com
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creditable coverage or since your most recent coverage was
terminated;

 your most recent creditable coverage was a group,
government or church plan that provided hospital, medical
or surgical benefits. (COBRA and Cal-COBRA are
considered group coverage);

« you were not terminated from your most recent creditable
coverage due to nonpayment of premiums or fraud;

« you are not eligible for coverage under a group health plan,
Medicare, or Medicaid (Medi-Cal);

« you have no other health insurance coverage; and

« you have elected and exhausted any continuation coverage
you were offered under COBRA or Cal-COBRA.

There are important choices you need to make in a very short
time frame regarding the options available to you following
termination of your group health care coverage. You should
read carefully all available information regarding HIPAA
coverage so you can understand fully the special protections of
HIPAA coverage and make an informed comparison and
choice regarding available coverage. For more information,
please call the number on your ID card.

If you believe your HIPAA rights have been violated, you
should contact the CA Dept of Insurance or visit the
Department’s web site.

Important Notices
Important Information About Free Language Assistance

No Cost Language Services for customers who live in
California and customers who live outside of California who
are covered under a policy issued in California. You can get
an interpreter. You can get documents read to you and some
sent to you in your language. For help, call us at the number
listed on your ID card or 1-800-441-2668 for Cigna. For more
help, call the CA Dept. of Insurance at 1-800-927-4357.
English

Servicios de idioma sin costo para asegurados que viven en
California y para asegurados que viven fuera de California y
que estan cubiertos por una poliza emitida en California.
Puede obtener un intérprete. Puede hacer que le lean los
documentos en espafiol y que le envien algunos de ellos en ese
idioma. Para obtener ayuda, llamenos al nimero que aparece
en su tarjeta de identificacion o al 1-800-441-2668 para
servicios médicos/dentales de Cigna o al 1-866-421-8629 para
servicios de salud mental/farmacodependencia de Cigna
Behavioral Health. Para obtener ayuda adicional, llame al
Departamento de Seguros de CA al 1-800-927-4357. Spanish

FBAEFE MR R B9t R AT E M ESME Z E) 0N
WRZBERERROBRATRBREBES RS, EAINRG

PEERE. HMATLASRXEXGERERE | WS
HAE DX ERE. RIEHE  FRTEE8
R LA RHIERE RIS | BEE 1-800-441-2668 £ Cigna
BoR / STRIBHE | BUIBHT 1-866-421-8629 H%E Cigna
Behavioral Health $5 8 {i2kE /

MERH. SEGHMIZE |, FFE 1-888-466-2219 B
HMO BB |, 33F HMO &= (50 : PPO)
SBEHME 1-800-927-4357 EZ /NN (REZEBEEHE . Chinese
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Cigna 8629-421-866-1 03]l _,dsgl Olicw VI a0 / dpubll
ol Cigna plazsluwl sllwl / &lluaily aSgllull aslall
Jlail ¢ aclilwoll 0l sheoall Sille Jglazl . sl ,lgiloll
el 100 1Ll HMO 08,1Vl sMe sclluol)

1-888-466-2219 ,u¢ 5,5Vl zul,) ol HMO )i PPO (¢ Ll

4357-927-800-1 p3,JI (sde Lo, JS @Vg) umosdl 5150 .
Arabic
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IHHES /3 B8 ol X[ MElA. 5= &Y
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MFE ZOotEY & ASLCH 20| ZRSH 22
=010l ID FIE O 7|ME ALHHZ =2 Cigna
EIE/III OFLY 155 (1-800-441-2668 ), Z2 Cigna

X

2
OHLYEHS 1-888-466-2219H1 9 2 2 O|S}A| L} HI-HMo
E(0: PPO)OI| SHHSHA| = &2 ZA2|=Z Lot

3 =(CA Dept. of Insurance), 2HLIHZ 1-800-927-
43570 2 HEMTAA| 2. Korean

Walang Gastos na Mga Serbisyo sa Wika para sa mga
customer na nakatira sa California at mga customer na

www.cignaenvoy.com
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nakatira sa labas ng California na sakop ng isang polisiyang
inisyu sa California. Makakakuha ka ng interpreter. Maaari
mong ipabasa para sa iyo ang mga dokumento at maaaring
ipadala sa iyo ang ilan sa iyong wika. Para sa tulong, tawagan
kami sa numerong nakalista sa iyong ID card o sa 1-800-441-
2668 para sa medikal/dental ng Cigna o sa 1-866-421-8629
para sa kalusugang pangkaisipan/pag-abuso sa droga ng Cigna
Behavioral Health. Para sa karagdagang tulong, tumawag sa
HMO Help Center sa 1-888-466-2219 o para sa mga planong
Hindi HMO (hal. PPO) tawagan ang CA Dept. of Insurance sa
1-800-927-4357. Tagalog

Dich vu trg' giup ngdn ngir mién phi cho khach hang sinh
song trong tiéu bang California va khach hang song

ngoai California dugc dai tho qua mot h(,)p'dong bao hiém y té
ky két tai California. Quy vi c6 thé dugc cap thong

dich vién. Quy vi c6 thé duoc co ngudi doc van ban cho quy
vi hodc dugc nhén tai li€u, van ban bang ngon ngit cua

quy vi. Bé dugc gitip dd, vui 1ong goi cho chung t6i tai s6 dién
thoai ghi trén thé hdi vién (ID) cua quy vi hodc goi

cho chuong trinh béo’hiém y té/nha khoa Cigna tai s6 1-800-
441-2668, hodc goi s 1-866-421-8629 cho chuong

trinh cham séc sirc khoe tim than/lam dung chat gdy nghién
thugc Chuong trinh Strc khoe Hanh vi cua Cigna. Bé

dugce gitip d6 thém, vui long goi Trung tdm Tro gitip HMO tai
1-888-466-2219 hoac goi Bo Bao hieém California tai
56‘)1—800—927-4357 cho cac van dé thudc cac chwong trinh bao
hiém khong thudc loai HMO (nhu cac chuong trinh

PPO). Vietnamese
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Joooooooooooooonoooooon HMO oooooon 1-888-
466-2219 ooonoooooooooodooooooo HMO (Doooon
PPO) 000000000 0D0000000000000000

0000000000000000D 000000on 1-800-927-43571 Khmer
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Bt PPO) BEt CA © Hiff € 3191 (CA Dept.

of Insurance) 1 1-800-927-4357 3 @& 3| Punjabi
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Persian
FBEDEEY—ER, D ITHLZT7MIZHEEFTLDH
B, BEU. AU THLZTMNZHBEEND

T, AU ITALZTMIZENTERITEINE-REBEDEEH
PRER, BRNCHETE, EFLXHAET
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BIAMHIE] ) ITDOWVTIE, A T4 L7 MRIRT.
1-800-927-4357% T Z#E#E < F2E L), Japanese

BecnuiaTHbIe ycJIyru nepeBojaa ijsi KIHEHTOB,
TIPOKUBAIOIIMX Ha TeppuTopuy mrata KamudopHus, a Taxke
JUIs

TEX KIIMCHTOB, KOTOPLIC ITPOKUBAIOT 34 €T0 NIpeACIaMu U
HUMCIOT CTanOBOﬁ I10JIUC, BBIZ[aHHLIﬁ B IITaTre

Kamngopaus. Bel nmeeTe npaBo BOCIIONIB30BaThCA YCITyTaMy
YCTHOTO IepeBogunKa. Bam MoryT mpouects Bamm

JOKYMEHTBI, a TaKK€ BBICJIATh IIEPEBOA HEKOTOPHIX U3 HUX Ha
BallI€M A3BIKEC. ﬂJ’IH IMMOJIYYCHUA ITOMOIIH, ITO3BOHUTE

HaMm 1o TeneoHy, yKa3aHHOMY B Ballei
WnentndukannonHo# KapTe, Mo BOMPOCaM MEJIUIIMHCKOTO U

CTOMATOJIOTHYECKOT0 00CITy>)KUBaHUS, IPEI0CTABIISIEMOTO
komnanueit Cigna, TO3BOHUTE 10 TeICPOHY

1-800-441-2668, o BompocaM CBSI3aHHBIM C IICUXHUECKUM
3/I0pOBLEM/3JI0YTIOTPEOIICHNEM AJIKOTOJIEM HIIH

HapKOTHKaMu oOpamiaiirecs o tenedony 1-866-421-8629 B
nporpammy Cigna Behavioral Health. s momydenus

IIOTIOJTHUTENHHOH moMomn obparaitecs aibdo B LleHTp
nonaepxkar HMO 1o teneony 1-888-466-2219 nmubo

oOparaiitec B MUHICTEPCTBO CTpaxOBaHUS IITaTa
Kanudopuus (CA Dept. of Insurance) mo tenepony

1-800-927-4357 nnst nonyveHus UHGOPMALIUK B OTHOILICHUN
He HMO nnanoB (nanpumep PPO). Russian

Uuddwp LEiqulijut Ownwynipintutttp winudubph
hudwip, ndpkp ptwljynid B Gwjhdnpuhwynud b
winudubph hwdwp, npkp puwljynud G
Yuhdnphwyhg nnipu puyg wywhndugpdus ku
Yuhdnpuhwnd mpdus wywhnjuqpmipjudp: Inip
Jupnn bEp pupquutihs dknp phpky: Fnip Yupny

tp hwuwnwpnpbpp dkp 1Equny ptptpghy nwg dkq
hwdwp b iputg vh dwup vnnwbiwg dp (Eqyny:
Oqunipjul hwdwp, quuquhwptp Ukq dtkp hupunipjut
(ID) inndup Jpu apfws hudwpm] fud

1-800-244-6244, Cigna-h pdojujuivunwdiupniduljui
spugph hwdwp Yud' 1-866-421-8629 Cigna
Jupybgnnuljut Unnnowyuhnipjut hngljkwt
wnnnontpjuty/pUpudninipjut hwdwnp: Lpugnighy
oquinipjul hwiwp quiiquhwptp Ju'd HMO-h
Oqunipjul §Enpnt 1-888-466-2219 hulwpny Jud’
Ns-HMO spugpbph hwdwp (ophtiwly’ PPO)
ququhwpbp Ywhdnpuhwih Uywhnyugpnipjui
Puidwtidniup 1-800-927-4357 hwdwpny: Armenian

Cov Kev Pab Txhais Lus Uas Tsis Tau Them Nqi rau cov
ghua uas nyob hauv xeev California thiab cov ghua uas

nyob tawm Xeev California uas tau muaj kev pov fwm los
ntawm California. Koj yeej muaj tau tus neeg txhais lus.

Koj hais tau kom muab cov ntawv nyeem rau koj mloog thiab
kom muab gee cov ntaub ntawv txhais ua koj hom lus

xa rau. Yog xav tau kev pab, hu rau peb ntawm tus xov tooj
nyob hauv koj daim yuaj ID los sis 1-800-441-2668 rau

Cigna chaw pab them nqi kho mob/kho hniav los sis 1-866-
421-8629 rau Cigna Chaw pab them nqi kho Kev Coj

Cuj Pwm kev puas hlwb/kev quav tshuaj yeeb dej caw. Yog
xav tau kev pab ntxiv, hu rau HMO Qhov Chaw Muab

Kev Pab ntawm tus xov tooj 1-888-466-2219 los sis rau cov
chaw pab them nqi kho mob uas Tsis Koom HMO (piv

txwv li yog PPO) hu rau CA Lub Tuam Tsev Tswj Xyuas
Txog Kev Tuav Pov Hwm ntawm 1-800-927-4357.

HC-SPP46 06-18
HC-IMP241 ET

Eligibility - Effective Date

Employee Insurance

Late Entrant - Employee

You are a Late Entrant if:

« you elect the insurance more than 30 days after you become
eligible; or

« you are eligible for coverage through a guarantee
association and you elect the insurance more than 60 days
after you become eligible; or

 you again elect it after you cancel your payroll deduction (if
required).

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

« you elect that insurance more than 30 days after you
become eligible for it; or

« you are a Dependent who has lost or will lose coverage
under Medi-Cal, the Healthy Families Program (HFP), or
the Access for Infants and Mothers Program (AIM) and you
elect the insurance more than 60 days after you become
eligible and you declined coverage during your initial
enrollment period by signing a Declination of Medical
Coverage form, provided by your Employer; or

« you again elect it after you cancel your payroll deduction (if
required).

www.cignaenvoy.com
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Exception for Newborns and Adopted Children

Any Dependent child born or placed for adoption, while you
are insured will become insured on the date of his birth or
placement for adoption, if you elect Dependent Insurance no
later than 31 days after his birth or placement for adoption. If
you do not elect to insure your newborn child or child placed
for adoption within 31 days, coverage for that child will end
on the 315 day. No benefits for expenses incurred beyond the
315t day will be payable.

HC-ELG219 01-19
VIET

The Schedule

If you are enrolled in a medical plan with In and Out-of-
Network features, The Schedule shown in your medical
certificate is amended to include the following paragraph:

If you receive a covered service from a participating Hospital
or other participating facility that is provided by a non-
Participating Provider you will be required to pay the non-
Participating Provider the same cost share required by a
Participating Provider. At the time that Cigna reimburses the
non-Participating Provider for the services provided, Cigna
will inform you of any In-Network cost-sharing amount you
may owe. Any In-Network cost sharing will be applied toward
any In-Network Deductible and Out-of-Pocket maximum.

SCHED-ET1

Certification Requirements
For You and Your Dependents
Continuity of Care

Upon your request, Cigna shall provide or arrange for the
completion of covered services from a terminated
Participating Provider or a non-Participating Provider if you
have one of the following conditions and were receiving
services from the terminated Participating Provider or non-
Participating Provider at the time of the contract termination
or at the time you became eligible under the Policy. You will
qualify to receive continued services for the following
conditions and specified time periods:

« an acute condition. An acute condition is a medical
condition that involves a sudden onset of symptoms due to
an illness, Injury, or other medical problem that requires
prompt medical attention and that has a limited duration.
Completion of covered services shall be provided for the
duration of the acute condition.

« aserious chronic condition. A serious chronic condition is
a medical condition due to a disease, illness, or other
medical problem or medical disorder that is serious in
nature and that persists without full cure or worsens over an
extended period of time or requires ongoing treatment to
maintain remission or prevent deterioration. Completion of
covered services shall be provided for a period of time
necessary to complete a course of treatment and to arrange
for a safe transfer to another provider, as determined by
Cigna in consultation with you and the terminated
Participating Provider or non-Participating Provider and
consistent with good professional practice. Completion of
covered services under this paragraph shall not exceed 12
months from the contract termination date or 12 months
from the effective date of coverage for a newly covered
person.

e apregnancy. A pregnancy is the three trimesters of
pregnancy and the immediate postpartum period.
Completion of covered services shall be provided for the
duration of the pregnancy.

« a terminal illness. A terminal illness is an incurable or
irreversible condition that has a high probability of causing
death within one year or less. Completion of covered
services shall be provided for the duration of a terminal
illness.

o The care of a newborn child between birth and age 36
months. Completion of covered services under this
paragraph shall not exceed 12 months from the contract
termination date or 12 months from the effective date of
coverage for a newly covered person.

« performance of a surgery or other procedure that is
authorized by Cigna as part of a documented course of
treatment and has been recommended and documented by
the provider to occur within 180 days of the contract's
termination date or within 180 days of the effective date of
coverage for a newly covered person.

Provider’s Responsibility. In order for a terminated
Participating Provider or non-Participating Provider to
continue caring for an insured, the terminated Participating
Provider or non-Participating Provider must comply with
Cigna's contractual and credentialing requirements and must
meet Cigna's standards for utilization review and quality
assurance. The terminated Participating Provider or non-
Participating Provider must also agree to a mutually
acceptable rate of payment. If these conditions are not met,
Cigna is not required to arrange for continuity of care.

Cigna is not obligated to arrange for continuity of care with a
terminated Participating Provider or non-Participating
Provider who has been terminated for medical disciplinary
reasons or who has committed fraud or other criminal
activities.

www.cignaenvoy.com
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Arranging for Continuity of Care. If the insured meets the
necessary requirements for continuity of care as described
herein, and would like to continue his/her care with a
terminated Participating Provider or non-Participating
Provider, the insured should call the Member Services
Department at the number shown on the 1.D. card to make a
formal request for continuity of care.

This information will be reviewed by Cigna to determine if the

insured's medical condition and the terminated Participating
Provider or non-Participating Provider’s status qualifies for
continuity of care.

The insured will be notified if continuity of care arrangements
can be made with the insured's current terminated
Participating Provider or non-Participating Provider and will
receive information relating to the extent and length of care
that can be provided. Cigna will make every effort to expedite
the review and inform the insured of the continuity of care
decision as soon as possible. If the insured does not meet the
requirements for continuity of care or if the terminated
Participating Provider or non-Participating Provider refuses to

render care or has been determined unacceptable for quality or

contractual reasons, Cigna will work with the insured to
accomplish a timely transition to another qualified
Participating Provider.

To make a request for continuity of care, please call the
number on your I.D. card as early as possible so the review
process can begin and your treatment can continue.

HC-PAC86 01-19
ET

Covered Expenses

« charges made for or in connection with mammograms for
breast cancer screenings or diagnostic purposes including,
but not limited to: a baseline mammogram for women age
35, but less than 40; a mammogram for women age 40, but
less than 50, every two years or more, if Medically
Necessary and if recommended by a Physician, nurse
practitioner or a nurse midwife; and a mammogram every
year for women age 50 and over.

« charges made for an annual Papanicolaou laboratory
screening test.

« charges for the screening and diagnosis of prostate cancer,
including, but not limited to, Medically Necessary prostate-
specific antigen testing and digital rectal examinations.

« charges made for services related to the diagnosis,
treatment, and management of osteoporosis. Covered
services include, but are not limited to, all FDA approved
technologies, including bone mass measurement
technologies as deemed Medically Necessary.

« charges made for expenses incurred at any of the
Approximate Age Intervals shown below for a Dependent
child who is age 16 or less, for charges made for Child
Preventive Care consisting of the following services
delivered or supervised by a Physician, in keeping with
prevailing medical standards:

« physical examinations;

e appropriate immunizations; and

« laboratory tests in connection with physical examinations.
excluding any charges for:

« more than one visit to one provider for Child Preventive
Care Services at each of the Appropriate Age Intervals up
to a total of 18 visits for each Dependent child,

« services for which benefits are otherwise provided under
this Covered Expenses section; or

« services for which benefits are not payable according to
the "Expenses Not Covered" section.

Approximate Age Intervals are: Birth, 2 months, 4 months,
6 months, 9 months, 12 months, 15 months, 18 months, 2
years, 3 years, 4 years, 5 years, 6 years, 8 years, 10 years,
12 years, 14 years and 16 years.

o HIV testing regardless of whether testing is related to the
patient's primary diagnosis.

 charges made for telehealth services. Telehealth means the
mode of delivering health care services and public health
via information and communication technologies to
facilitate the diagnosis, treatment, education, care
management, and self-management of a patient's health care
while the patient is at the originating site and the Provider
for telehealth is at a distant site. Telehealth facilitates
patient self-management and caregiver support for patients
and includes:

o Synchronous Interactions: Synchronous Interaction means
a real-time interaction between a patient and a Health
Care Provider for telehealth located at a distant site; and

o Asynchronous Store and Forward transfers:
Asynchronous Store and Forward means the transmission
of a patient's medical information from an originating site
to the health care provider for telehealth at a distant site
without the presence of the patient.

Originating site means a site where a patient is located at the
time health care services are provided via telecommunications
system or where the Asynchronous Store and Forward service
originates.

Distant site means a site where a Health Care Provider for
telehealth who provides health care services is located while
providing these services via a telecommunications system.

« coverage for the testing and treatment of PKU. This
includes formulas and special food products that are part of
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a diet prescribed by a Physician and managed by a health
care professional in consultation with a Physician
specializing in the treatment of metabolic diseases. The diet
must be deemed Medically Necessary to avoid the
development of serious mental or physical disabilities or to
promote normal development or function resulting from
PKU.

Formula means an enteral product used in the home and
prescribed by a Physician, nurse practitioner, or registered
dietician for Medically Necessary treatment of PKU.
Special food products are those that are prescribed by a
Physician or Nurse practitioner for the treatment of PKU
and are consistent with the recommendations and best
practices of qualified health professionals with expertise in
treatment and care of PKU. It does not include a food that is
naturally low in protein. It may include a food product that
is specially formulated to have less than one gram of protein
per serving and is used instead of normal food products
used by the general population, such as grocery store foods.

 charges made for Medically Necessary treatment of Severe
Mental Illness for covered persons of any age, and Serious
Emotional Disturbances of a Dependent Child under 18
years old.

« charges made for prosthetic appliances, including devices to
restore a method of speaking following a laryngectomy,
other than electronic voice-producing machines;

o charges for at least 48 hours of inpatient care following a
vaginal delivery and at least 96 hours of inpatient care
following a cesarean section for both mother and newborn.
The mother and/or newborn may be discharged earlier if the
Physician consults with the mother. If discharged early,
there will be at least one follow-up visit within 48 hours of
discharge. Follow-up care may be in the mother's home, in
the Physician's office, or in a licensed facility. An additional
length of stay beyond the 48/96 hours will be covered if
Medically Necessary.

The following describes coverage provided for the treatment
of diabetes:

e charges for the following Medically Necessary equipment
for the management and treatment of insulin-using diabetes,
noninsulin-using diabetes, and gestational diabetes: blood
glucose monitors; blood glucose monitors designed to assist
the visually impaired; insulin pumps and all related
necessary supplies; podiatric devices to prevent or treat
diabetes-related complications; and visual aids (not
including eyewear) to assist the visually impaired with
proper dosing of insulin.

« charges for diabetes outpatient self-management training,
education, and medical nutrition therapy necessary to allow
a covered person to properly use the equipment, supplies,
and medications listed previously, and any additional

diabetes outpatient self-management training, education,
and medical nutrition therapy prescribed by or directed by a
Physician.

e charges for insulin, insulin syringes, Prescriptive
medications for the treatment of diabetes, lancets and lancet
puncture devices, blood glucose testing strips, ketone urine
testing strips, pen delivery systems for the administration of
insulin and Glucagon.

« charges for cancer screening tests that are based on
generally accepted medical guidelines or scientific
evidence.

« charges for prenatal testing resulting from participation in
the Expanded Alpha Feto Protein program administered by
the State Department of Health Services. No Cost share

« charges for general anesthesia and associated facility
charges for dental procedures rendered in a Hospital or
Ambulatory Surgical Facility for: a child under the age of 7;
an individual who is developmentally disabled; or an
individual whose health is compromised and general
anesthesia is Medically Necessary.

« charges for a Hospital stay resulting from a mastectomy
and/or lymph node dissection for a period of time
determined by a Physician in consultation with the patient.

o charges made for a drug that has been prescribed for
purposes other than those approved by the FDA will be
covered if:

« the drug is otherwise approved by the FDA;

« the drug is used to treat a life-threatening condition or, a
chronic and seriously debilitating condition and the drug
is Medically Necessary to treat that condition;

o the drug has been recognized for the treatment prescribed
by any of the following: the American Hospital
Formulary Service Drug Information, one of the
following compendia if recognized by the federal Centers
for Medicare and Medicaid Services as part of an
anticancer chemotherapeutic regimen: The Elsevier Gold
Standard’s Clinical Pharmacology; The National
Comprehensive Cancer Network Drug and Biologics
compendium; The Thomson Micromedix Drug Dex; or
two articles from major peer reviewed medical journals
that present data supporting the proposed use or uses as
generally safe and effective unless there is clear and
convincing contradictory evidence presented in a major
peer reviewed medical journal.

 charges made for surgical or non-surgical treatment of
Temporomandibular Joint Dysfunction.

Clinical Trials

Charges made for a covered person diagnosed with cancer
and accepted into a phase I through phase I'V clinical trial
for cancer if the treating Physician recommends participation
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in clinical trial after determining that participation in the
clinical trial has a meaningful potential to benefit the covered
person. The clinical trial must meet the following
requirements:

« the trial’s endpoints shall not be defined exclusively to test
toxicity, but shall have a therapeutic intent.

o the treatment provided in a clinical trial must either be
approved by the National Institutes of Health, the Federal
Food and Drug Administration, the U.S. Department of
Defense, or the U.S. Veterans’ Administration, or Involve a
drug that is exempt under federal regulations from a new
drug application.

Routine Patient care costs associated with the provision of

health care services, including drugs, items, devices and

services that would otherwise be covered by Cigna if they
were not provided in connection with a clinical trial, including
the following:

o services typically provided absent a clinical trial.

« services required solely for the provision of the
investigational drug, item, device or service.

« services required for the clinically appropriate monitoring of
the investigational drug, device, item or service.

« services provided for the prevention of complications
arising from the provision of the investigational drug,
device, item or service.

« reasonable and necessary care arising from the provision of
the investigational drug, device, item or service, including
the diagnosis or treatment of complications.

Coverage is provided by participating hospitals and physicians
located in California unless clinical trial protocol is
unavailable.

Autism
Spectrum Disorder

Covered expenses are professional services and treatment
programs, including applied behavior analysis (ABA), and
evidence-based behavior intervention programs that develop
or restore to the maximum extent practicable, the functioning
of an individual with pervasive developmental disorder or
autism provided that:

o The treatment is prescribed by a licensed Physician or is
developed by a licensed psychologist.

o The treatment plan is not used for purposes of
providing/reimbursing respite care, day care or educational
services and is not used to reimburse a parent for
participating in the treatment program.

HC-COV727 08-18
ET

Home Health Services

 charges made for Home Health Services when you: require
skilled care; are unable to obtain the required care as an
ambulatory outpatient; and do not require confinement in a
Hospital or Other Health Care Facility.

Home Health Services are provided only if Cigna has
determined that the home is a medically appropriate setting.
If you are a minor or an adult who is dependent upon others
for nonskilled care and/or custodial services (e.g., bathing,
eating, toileting), Home Health Services will be provided
for you only during times when there is a family member or
care giver present in the home to meet your nonskilled care
and/or custodial services needs.

Home Health Services are those skilled health care services
that can be provided during visits by Other Health Care
Professionals. The services of a home health aide are
covered when rendered in direct support of skilled health
care services provided by Other Health Care Professionals.
A visit is defined as a period of 2 hours or less. Home
Health Services are subject to a maximum of 16 hours in
total per day. Necessary consumable medical supplies and
home infusion therapy administered or used by Other
Health Care Professionals in providing Home Health
Services are covered. Home Health Services do not include
services by a person who is a member of your family or
your Dependent's family or who normally resides in your
house or your Dependent's house even if that person is an
Other Health Care Professional. Physical, occupational, and
other Short-Term Rehabilitative Therapy services provided
in the home are not subject to the Home Health Services
benefit limitations in the Schedule, but are subject to the
benefit limitations described under Short-term
Rehabilitative Therapy Maximum shown in The Schedule.

. . . HC-COV76 04-10
o The treatment is provided under a treatment plan prescribed VLET
by a qualified autism service provider.
o The treatment plan has measurable goals over a specific
time-line that is developed and approved by the qualified
autism service provider for the specific patient being
treated.
www.cignaenvoy.com
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Orthoses and Orthotic Devices

Orthoses and orthotic devices are defined as orthopedic
appliances or apparatuses used to support, align, prevent or
correct deformities. Coverage is provided for custom foot
orthoses and other orthoses as follows:

« Nonfoot orthoses — only the following nonfoot orthoses are
covered:

« rigid and semirigid custom fabricated orthoses;
« semirigid prefabricated and flexible orthoses; and

« rigid prefabricated orthoses including preparation, fitting
and basic additions, such as bars and joints.

o Custom foot orthoses — custom foot orthoses are only
covered as follows:

« for persons with impaired peripheral sensation and/or
altered peripheral circulation (e.g. diabetic neuropathy
and peripheral vascular disease);

o when the foot orthosis is an integral part of a leg brace
and is necessary for the proper functioning of the brace;

« when the foot orthosis is for use as a replacement or
substitute for missing parts of the foot (e.g. amputated
toes) and is necessary for the alleviation or correction of
Injury, Sickness or congenital defect; and

« for persons with neurologic or neuromuscular condition
(e.g. cerebral palsy, hemiplegia, spina bifida) producing
spasticity, malalignment, or pathological positioning of
the foot and there is reasonable expectation of
improvement.

The following are specifically excluded orthoses and orthotic
devices:

o orthoses primarily used for cosmetic rather than functional
reasons; and

« orthoses primarily for improved athletic performance or
sports participation.

HC-COV9 02-14
V8-ET

Reconstructive Surgery

« charges made for reconstructive surgery or therapy to
correct or repair abnormal structures of the body caused by
congenital defects, developmental abnormalities, trauma,
infection, tumors, or disease to do either of the following: 1)
to improve function; or 2) to create normal appearance, to
the extent possible. Reconstructive Surgery also includes
Medically Necessary dental or orthodontic services that are
an integral part of reconstructive surgery for cleft palate
procedures. Cleft palate means a condition that may include
cleft palate, cleft lip or other craniofacial anomalies

associated with cleft palate. Repeat or subsequent surgeries
for the same condition are covered only when there is the
probability of significant additional improvement as
determined by the utilization review Physician.

HC-COV728 08-18
ET

Medical Pharmaceuticals

Benefits under this section are provided only for Medical
Pharmaceuticals which, due to their characteristics (as
determined by Cigna), are required to be administered, or the
administration of which must be directly supervised, by a
qualified Physician. Benefits payable under this section
include Medical Pharmaceuticals whose administration may
initially, or typically, require Physician oversight but may be
self-administered under certain conditions specified in the
product’s FDA labeling.

HC-COV553 10-16
ET

Exclusions, Expenses Not Covered and
General Limitations

Exclusions and Expenses Not Covered

« for or in connection with experimental, investigational or
unproven services.

Experimental, investigational and unproven services are
medical, surgical, diagnostic, psychiatric, substance use
disorder or other health care technologies, supplies,
treatments, procedures, drug or Biologic therapies or
devices that are determined by the utilization review
Physician to be:

« not approved by the U.S. Food and Drug Administration
(FDA) or other appropriate regulatory agency to be
lawfully marketed;

« not demonstrated, through existing peer-reviewed,
evidence-based, scientific literature to be safe and
effective for treating or diagnosing the condition or
Sickness for which its use is proposed;

« the subject of review or approval by an Institutional
Review Board for the proposed use except as provided in
the “Clinical Trials” sections of this plan; or

« the subject of an ongoing phase I, II, or III clinical trial,
except for routine patient care costs related to qualified
clinical trials as provided in the “Clinical Trials” sections
of this plan.
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In determining whether any such technologies, supplies,
treatments, drug or Biologic therapies, or devices are
experimental, investigational, and/or unproven, the
utilization review Physician may rely on the clinical
coverage policies maintained by Cigna or the Review
Organization. Clinical coverage policies may incorporate,
without limitation and as applicable, criteria relating to U.S.
Food and Drug Administration-approved labeling, the
standard medical reference compendia and peer-reviewed,
evidence-based scientific literature or guidelines. The plan
or policy shall not deny coverage for a drug or Biologic
therapy as experimental, investigational and unproven if the
drug or Biologic therapy is otherwise approved by the FDA
to be lawfully marketed, has not been contraindicated by the
FDA for the use for which the drug or Biologic has been
prescribed, and is recognized as safe and effective for the
treatment of cancer in any of the standard reference
compendia: (A) The American Hospital Formulary Service's
Drug Information, (B) One of the following compendia if
recognized by the federal Centers for Medicare and
Medicaid Services as part of an anticancer
chemotherapeutic regimen: (i). The Elsevier Gold
Standard's Clinical Pharmacology; (ii) The National
Comprehensive Cancer Network Drug and Biologics
compendium; (iii) The Thomson Micromedix DrugDex, (C)
two articles from major peer-reviewed medical journals that
that present data supporting the proposed off-label use or
uses as generally safe and effective unless there is clear and
convincing contradictory evidence presented in a major
peer-reviewed medical journal.

cosmetic surgery and therapies. Cosmetic surgery or therapy
is defined as surgery or therapy performed to improve or
alter appearance or self-esteem or to treat psychological
symptomatology or psychosocial complaints related to
one’s appearance. Cosmetic surgery and therapy does not
include gender reassignment services.

artificial aids including, but not limited to, corrective
orthopedic shoes, arch supports, elastic stockings, garter
belts, corsets, and dentures.

dental implants for any condition unless services are an
integral part of reconstructive surgery for Cleft Palate.

HC-EXC333 01-19

ET

Payment of Benefits
Assignment and Payment of Benefits

Ambulance benefits will be paid directly to the provider of the
ambulance service.

HC-POB143 01-19
ET

Termination of Insurance
Continuation of Coverage Under Cal-COBRA

Please examine your options carefully before declining this
coverage. You should be aware that companies selling
individual health insurance typically require a review of
your medical history that could result in a higher premium
or you could be denied coverage entirely.

Employer groups with 20 or more Employees

You and your Dependents may elect to continue health
coverage after you have exhausted continuation coverage
under COBRA. Cal-COBRA is not applicable to Domestic
Partners and their Dependents or to stepchildren. This
continuation coverage (Cal-COBRA) will be provided for up
to 36 months from the date your COBRA continuation
coverage began, if you are entitled to less than 36 months of
continuation coverage under COBRA.

Employer groups with less than 20 Employees

This Continuation applies to you and your Dependents if your
Employer is subject to Cal-COBRA law. Domestic Partners
and stepchildren will not be eligible for Cal-COBRA
independent from the Employee. Cal-COBRA law applies to
any small Employer that employed 2 to 19 eligible Employees
on at least 50 percent of its working days during the preceding
calendar year, or, if the Employer was not in business during
any part of the preceding calendar year, employed 2 to 19
eligible Employees on at least 50 percent of its working days
during the preceding calendar quarter. This continuation
coverage will be provided for up to 36 months from the date
of the Qualifying Event.

Notice Requirements

Under the requirements of Cal-COBRA, an Employer must
give notice to its Employees and Dependents the right to
continue their group health care benefits. A person who would
otherwise lose coverage as a result of a Qualifying Event is
generally entitled to continue the same benefits that were in
effect the day before the date of the qualifying event.
Coverage may be continued under Cal-COBRA only if the
required premiums are paid when due and will be subject to
future plan changes.
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Qualifying Events for Continuation of Cal-COBRA
Coverage

A Qualifying Event is any of the following:

« termination of the Employee’s employment (other than for
gross misconduct) or reduction of hours worked so as to
render the Employee ineligible for coverage;

o death of the Employee;

« divorce or legal separation of the Employee from his or her
spouse;

« with respect to Dependents only, the loss of coverage due to
the Employee becoming entitled to Medicare;

« a Dependent child ceasing to qualify as an eligible
Dependent under the plan.

Notification Requirements

The Employer will notify Cigna (or an administrator acting on
Cigna's behalf) in writing, of termination or reduction of hours
with respect to any Employee who is employed by the
Employer, within 30 days of the date of the qualifying event.
You may be disqualified from receiving Cal-COBRA
continuation coverage if your Employer does not provide the
required written notification to Cigna (or an administrator
acting on Cigna's behalf).

The Employer shall also notify Cigna (or an administrator
acting on Cigna's behalf) in writing, within 30 days of the
date, when the Employer becomes subject to Section 4980B of
the United States Internal Revenue Code or Chapter 18 of the
Employee Retirement Income Security Act, 29 U.S.C. Sec.
1161 et seq., or when the Employer becomes subject to federal
COBRA requirements.

To be eligible for continuation coverage, for one of the
Qualifying Event(s) you or your Dependent must notify Cigna
(or an administrator acting on Cigna's behalf) in writing of
such Qualifying Event within 60 days after the event occurs.

If you or your Dependent do not notify Cigna (or an
administrator acting on Cigna's behalf) in writing within 60
days of the Qualifying Event(s), you will be disqualified from
receiving Cal-COBRA continuation coverage.

Once notified of the Qualifying Event, Cigna (or an
administrator acting on Cigna’s behalf) will send you or your
Dependent the necessary benefit information, premium
information, enrollment form and notice requirements within
14 days after receiving notification of the Qualifying Event
from the Employer, you or your Dependent. The information
shall be sent to the qualified beneficiary’s last known address.
Notice of the right to continue coverage to your spouse will be
deemed notice to any Dependent child residing with your
spouse.

Formal Election

To continue group coverage under Cal-COBRA you must
make a formal election by submitting a written request to
Cigna (or an administrator acting on Cigna’s behalf) at: Cigna,
Attn: State Continuation Unit, P.O. Box 2010, Concord, NH
03302. For questions, call 1-800-315-6011.

The written request must be delivered by first-class mail,
certified mail or other reliable means of delivery within 60
days of the later of the following dates:

« the date of the Qualifying Event;

« cathe date the qualified beneficiary receives notice of the
ability to continue group coverage as provided above; or

« the date coverage under the Employer's health plan
terminates or will terminate by reason of the Qualifying
Event.

If a formal election is not received by Cigna (or an
administrator acting on Cigna's behalf) within this time period,
you or your Dependent will not receive Cal-COBRA benefits.

Cal-COBRA Premium Payments

To complete the election process, you must make the first
required premium payment no more than 45 days after
submitting your completed application to Cigna (or an
administrator acting on Cigna's behalf). All subsequent
premiums will be due on a monthly basis. Your first premium
payment should be delivered to Cigna (or an administrator
acting on Cigna's behalf) at Cigna, Attn: State Continuation
Unit, P.O. Box 2010, Concord, NH 03302 by first-class mail,
certified mail, or other reliable means of delivery. The first
premium payment must satisfy any required premiums and all
premiums due. Failure to submit the correct premium amount
within the 45 day period will disqualify the qualified
beneficiary from receiving Cal-COBRA coverage. There is a
30 day grace period to pay subsequent premiums. If the
premium is not paid before the expiration of the grace period,
Cal-COBRA continuation benefits will terminate at midnight
at the end of the period for which premium payments were
made.

If elected, the maximum period of continuation coverage for a
Qualifying Event is 36 months from the date the qualified
beneficiary’s benefits under the policy would have otherwise
terminated because of the Qualifying Event.

Other events will cause Cal-COBRA benefits to end sooner
and this will occur on the earliest of any of the following:

« the date the Employer ceases to provide any group health
plan to any Employee;

« the end of the period for which premium payments were
made, if the qualified beneficiary ceases to make payments
or fails to make timely payments of a required premium, in
accordance with the terms and conditions of the policy;
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« the first day after the date of election on which the qualified
beneficiary first becomes covered under any other group
health plan which does not contain any exclusions or
limitations with respect to any pre-existing condition for
such person; or the date such exclusion or limitation no
longer applies to the Employee or Dependent;

« the first day after the date of election on which the qualified
beneficiary first becomes entitled to Medicare;

« the coverage for a qualified beneficiary that is determined to
be disabled under the Social Security Act will terminate as
described below;

« the qualified beneficiary moves out of the service area or
the qualified beneficiary commits fraud or deception in the
use of services.

Continuation of Coverage for Totally Disabled Individuals

A qualified beneficiary who is eligible for continuation
coverage due to termination of the Employee's employment
(other than for gross misconduct) or reduction of hours
worked so as to render the Employee ineligible for coverage
and who is totally disabled under the Social Security Act
during the first 60 days of continuation coverage is entitled to
a maximum period of 36 months after the date the qualified
beneficiary’s benefits under the contract would otherwise have
terminated because of a Qualifying Event. The Employee or
Dependent must provide Cigna (or an administrator acting on
Cigna’s behalf) with a copy of the Social Security
Administration’s determination of total disability within 60
days of the date of the determination letter and prior to the end
of the original 36 month continuation coverage period in order
to be eligible for coverage pursuant to this paragraph. If the
qualified beneficiary is no longer disabled under the Social
Security Act, the benefits provided in this paragraph shall
terminate on the later of 36 months after the date the qualified
beneficiary’s benefits under the policy would otherwise have
terminated because of a Qualifying Event, or the month that
begins more than 31 days after the date of the final
determination under Social Security Act that the qualified
beneficiary is no longer disabled. The qualified beneficiary
eligible for 36 months of continuation coverage as a result of a
disability shall notify Cigna (or an administrator acting on
Cigna’s behalf) within 30 days of a determination that the
qualified beneficiary is no longer disabled.

Continuation of Coverage Upon Termination of Prior
Group Health Plan

The Employer shall notify qualified beneficiaries currently
receiving continuation coverage, whose continuation coverage
will terminate under one group benefit plan prior to the end of
the period the qualified beneficiary would have remained
covered as specified above, of the qualified beneficiary’s
ability to continue coverage under a new group benefit plan
for the balance of the period the qualified beneficiary would

have remained covered under the prior group benefit plan.
This notice shall be provided either 30 days prior to the
termination or when all enrolled Employees are notified,
whichever is later.

Cigna (or an administrator acting on Cigna's behalf) shall
provide to the Employer replacing a health plan contract
issued by Cigna, or to the Employer’s agent or broker
representative, within 15 days of any written request,
information in possession of Cigna reasonably required to
administer the notification requirements of this Notification
section.

The Employer shall notify the successor plan in writing of the
qualified beneficiaries currently receiving continuation
coverage so that the successor plan, or contracting Employer
or administrator, may provide those qualified beneficiaries
with the necessary premium information, enrollment forms,
and instructions consistent with the disclosure required by this
Notification section to allow the qualified beneficiary to
continue coverage. This information shall be sent to all
qualified beneficiaries who are enrolled in the plan and those
qualified beneficiaries who have been notified as specified in
this Cal-COBRA section of their ability to continue their
coverage and may still elect coverage within the specified 60
day period. This information shall be sent to the qualified
beneficiary’s last known address, as provided to the Employer
by Cigna (or an administrator acting on Cigna's behalf),
currently providing continuation coverage to the qualified
beneficiary. The successor plan shall not be obligated to
provide this information to qualified beneficiaries if the
Employer or prior plan fails to comply with this section.

If the plan provides for a conversion privilege, the plan must
offer this option within the 180 days of the end of the
maximum period. However, no conversion will be provided if
the qualified beneficiary does not actually maintain Cal-
COBRA coverage to the expiration date.

IMPORTANT NOTICE — CAL-COBRA BENEFITS WILL
ONLY BE ADMINISTERED ACCORDING TO THE
TERMS OF THE CONTRACT. CIGNA WILL NOT BE
OBLIGATED TO ADMINISTER, OR FURNISH, ANY
CAL-COBRA BENEFITS AFTER THE CONTRACT HAS
TERMINATED.

HC-TRM118 10-16
ET

Medical Benefits Extension
Upon Policy Cancellation

If the Medical Benefits under this plan cease for you or your
Dependent due to cancellation of the policy, and you or your
Dependent is Totally Disabled on that date due to an Injury or
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Sickness, Medical Benefits will be paid without requirement
of premium for Covered Expenses incurred in connection with
that Injury or Sickness. However, no benefits will be paid after
the earliest of:

« the date you exceed the Maximum Benefit, if any, shown in
the Schedule;

« the date you are covered for medical benefits under another
group policy;

« the date you are no longer Totally Disabled,

¢ 12 months from the date your Medical Benefits cease;

¢ 12 months from the date the policy is canceled.

Totally Disabled

You will be considered Totally Disabled if, because of an
Injury or a Sickness:

« you are unable to perform the basic duties of your
occupation; and

 you are not performing any other work or engaging in any
other occupation for wage or profit.

Your Dependent will be considered Totally Disabled if,
because of an Injury or a Sickness:

« he is unable to engage in the normal activities of a person of
the same age, sex and ability; or

« in the case of a Dependent who normally works for wage or
profit, he is not performing such work.

The terms of this Medical Benefits Extension will not apply to
a child born as a result of a pregnancy which exists when your
or your Dependent's Medical Benefits cease.

HC-BEX7 04-10
VI1-ET

Definitions

Dependent

Dependents are:
« any child of yours who is

e 26 or more years old, unmarried, and primarily supported
by you and incapable of self-sustaining employment by
reason of mental or physical disability. The plan may
require written proof of such disability and dependency
within 60 days of receiving our request for written proof.
After the original proof is received, the plan may ask for
proof of handicap/dependency annually, after the two year
period following the child's 26th birthday.

The term child means a child born to you, a child legally
adopted by you from the date the child is placed in your
physical custody prior to the finalization of the child's

adoption, or a child supported by you pursuant to a court order
(including a qualified medical child support order). It also
includes a stepchild.

HC-DFS1023 10-16
ET2

Primary Care Physician

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

HC-DFS167 04-10
V2-ET

Serious Emotional Disturbances

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

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

« is under the age of 18 years old; and
o meets the criteria in as follows:

« as a result of the mental disorder, the child has substantial
impairment in at least two of the following areas: self-
care, school functioning, family relationships, or ability to
function in the community; and either of the following
occur:

« the child is at risk of removal from the home or has
already been removed from the home;

« the mental disorder and impairments have been present
for more than six months or are likely to continue for
more than one year without treatment; or

« the child displays one of the following: psychotic
features, risk of suicide or violence due to a mental
disorder.

« the child meets special education eligibility requirements
under Chapter 26.5 (commencing with Section 7570) of
Division 7 of Title 1 of the Government Code.

HC-DFS168 04-10
V2-ET
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Severe Mental Illness

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

HC-DFS169 04-10
VI-ET

CIGNA HEALTH AND LIFE INSURANCE
COMPANY, a Cigna company (hereinafter called
Cigna)

CERTIFICATE RIDER - Illinois Residents
Rider Eligibility: Each Employee who is located in Illinois

You will become insured on the date you become eligible,
including if you are not in Active Service on that date due to
your health status.

This rider forms a part of the certificate issued to you by
Cigna.

The provisions set forth in this rider comply with the legal
requirements of Illinois group insurance plans covering
insureds located in Illinois. These provisions supersede any
provisions in your certificate to the contrary unless the
provisions in your certificate result in greater benefits.

HC-ETILRDR

Important Notices
Illinois Notice

Notice to All Female Plan Members: Your Right to Select
A Woman's Principal Health Care Provider

[llinois law allows you to select "a woman's principal health
care provider" in addition to your selection of a Primary Care
Physician. "A woman's principal health care provider" is a
Physician licensed to practice medicine in all its branches
specializing in obstetrics or gynecology or specializing in
family practice. "A woman's principal health care provider"
may be seen for care without referrals from your Primary Care

Physician. If you have not already selected "a woman's
principal health care provider," you may do so now or at any
other time. You are not required to have or to select "a
woman's principal health care provider."

Your "woman's principal health care provider" must be a part
of your plan. You may get the list of participating
obstetricians, gynecologists, and family practice specialists
from your Employer's employee benefits coordinator, or for
your own copy of the current list, you may call the toll-free
Member Services number on your ID card. The list will be
sent to you within 10 days after your call. To designate "a
woman's principal health care provider" from the list, call the
toll-free Member Services number on your ID card and tell
our staff the name of the Physician you have selected.

HC-IMP14 04-10
VI-ET

The Schedule

If your medical plan is subject to a Lifetime Maximum or
Preventive Care Maximum, The Schedule is amended to
indicate that Mammogram charges do not accumulate towards
those maximums. In addition, In-Network Preventive Care
Related (i.e. “routine”) Mammograms will be covered at “No
charge”.

SCHEDIL-ETC

Covered Expenses

« charges for colorectal cancer screening with sigmoidoscopy
or fecal occult blood testing once every 3 years for: persons
age 50 and older; or persons age 40 and older who are
considered high risks for colorectal cancer.

o charges made for or in connection with low-dose
mammography screening including breast tomosynthesis for
detecting the presence of breast cancer. Coverage shall
include: a baseline mammogram for women ages 35 to 39;
an annual mammogram for women age 40 and older; and
mammograms at intervals considered Medically Necessary
for women less than age 40 who have a family history of
breast cancer, prior personal history of breast cancer,
positive genetic testing or other risk factors. Coverage also
includes a comprehensive ultrasound screening and MRI of
an entire breast or breasts if a mammogram demonstrates
heterogeneous or dense breast tissue, when Medically
Necessary as determined by a Physician licensed to practice
medicine in all of its branches as well as a screening MRI
when Medically Necessary as determined by a Physician
licensed to practice medicine in all of its branches.
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o low dose mammography means the x-ray examination of
the breast using equipment dedicated specifically for
mammography, including the x-ray tube, filter, compression
device and image receptor, with radiation exposure delivery
of less than one rad per breast for two views of an average
sized breast. This term also includes digital mammography
and includes breast tomosynthesis. The term "breast
tomosynthesis" means a radiologic procedure that involves
the acquisition of projection images over the stationary
breast to produce cross-sectional digital three-dimensional
images of the breast.

« charges made for the removal of breast implants when the
removal of the implant is Medically Necessary treatment for
a sickness or injury.

« charges made for complete and thorough clinical breast
exams performed by a Physician licensed to practice
medicine in all its branches, an advanced practice nurse who
has a collaborative agreement with a collaborating
Physician that authorizes breast examinations, or a
Physician assistant who has been delegated authority to
provide breast examinations. Coverage shall include such an
exam at least once every three years for women ages 20 to
40; and annually for women 40 years of age or older.

« charges made for Medically Necessary acute treatment
services and Medically Necessary clinical stabilization
services. The treating provider shall base all treatment
recommendations and Cigna will base all Medically
Necessity determinations for Substance Use Disorders in
accordance with the most current edition of the American
Society of Addiction Medicine Patient Placement Criteria.

Acute Treatment Services means 24-hour medically
supervised addiction treatment that provides evaluation and
withdrawal management and may include biopsychosocial
assessment, individual and group counseling,
psychoeducational groups, and discharge planning.

Clinical stabilization services means 24-hour treatment,
usually following acute treatment services for substance use
disorder, which may include intensive education and
counseling regarding the nature of addiction and its
consequences, relapse prevention, outreach to families and
significant others, and aftercare planning for individuals
beginning to engage in recovery from addiction.

HC-COV427 05-15
HC-COV763 01-19
ET

CIGNA HEALTH AND LIFE INSURANCE
COMPANY, a Cigna company (hereinafter called
Cigna)

CERTIFICATE RIDER - Michigan Residents
Rider Eligibility: Each Employee who is located in Michigan

You will become insured on the date you become eligible,
including if you are not in Active Service on that date due to
your health status.

This rider forms a part of the certificate issued to you by
Cigna.

The provisions set forth in this rider comply with the legal
requirements of Michigan group insurance plans covering
insureds located in Michigan. These provisions supersede any
provisions in your certificate to the contrary unless the
provisions in your certificate result in greater benefits.

HC-ETMIRDR

Important Notices
Managed Care Disclosure

If you are currently insured for benefits under this plan, you
may request information from Cigna as follows by written
request only:

o detailed provider information including those not accepting
new patients, practice type or specialty, and limitation of
accessibility.

« professional credentials of providers participating in the
plan.

« the Michigan Office of Financial and Insurance Regulation
telephone number to obtain information regarding
complaints and disciplinary action.

e detailed drug formulary information.

« information regarding financial relationship between Cigna
and any closed provider panel.

o atelephone number for additional information in regard to
the above.

HC-IMP91 04-10
VI-ET
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« request that an annual development evaluation be conducted
and the results of that annual development evaluation be
submitted to Cigna.

The Schedule

The Medical Schedule is amended to indicate that no separate

imum/deductible shall apply to Diabetic Equi t.
maximumvdeductibie shatl apply fo Diabetic Lquipmen Applied Behavior Analysis means the design,

implementation, and evaluation of environmental
modifications, using behavioral stimuli and consequences, to
produce significant improvement in human behavior,
including the use of direct observation, measurement, and
functional analysis of the relationship between environment
and behavior.

The Nutritional Evaluation annual maximum shown in the
Medical Schedule is amended to indicate the following:

“3 visits per person however, the 3 visit limit will not apply to
treatment of diabetes.”

SCHEDDENE-ET1 . . . .
Autism Diagnostic Observation Schedule means the

protocol available through western psychological services for
diagnosing and assessing Autism Spectrum Disorders or any
other standardized diagnostic measure for Autism Spectrum
Disorders that is approved by the commissioner of insurance,
if the commissioner of insurance determines that the
diagnostic measure is recognized by the health care industry
and is an evidence-based diagnostic tool.

Covered Expenses

The following benefits will be covered for prevention and
treatment of diabetes:

o charges for podiatric appliances for prevention of
complications associated with diabetes, blood glucose
monitors, including for the legally blind, injection aids,
insulin pumps and medical supplies required for the use of
an insulin pump;

Autism Spectrum Disorders means Autistic Disorder,
Asperger's Disorder, and Pervasive Developmental Disorder
not otherwise specified, in accordance with the Diagnostic and
Statistical Manual (DSM).

Behavioral Health Treatment means evidence-based
counseling and treatment programs, including applied
behavior analysis, that meet both of the following
requirements:

« charges for diabetes self-management training provided by a
diabetes outpatient training program certified to receive
Medicaid or Medicare reimbursement or certified by the
Department of Health, but limited to the following:

« visits certified as Medically Necessary when diabetes is
diagnosed; and

« are necessary to develop, maintain, or restore, to the
maximum extent practicable, the functioning of an
individual.

o visits which are certified to be Medically Necessary
following a diagnosis of a significant change in the
symptoms or conditions that warrant change in self-
management. « are provided or supervised by a board certified behavior

analyst or a licensed Psychologist so long as the services

performed are commensurate with the Psychologist's formal

university training and supervised experience.

Autism Spectrum Disorder

« charges made for professional services for the diagnosis and
treatment of Autism Spectrum Disorders, including
Behavioral Health Treatment, Applied Behavior Analysis
(ABA), Psychiatric care, Psychological care, Therapeutic
care, and Pharmacy benefits (if plan includes prescription ET
drug coverage) that develop, maintain, or restore to the
maximum extent practicable, the functioning of an
individual with Autism Spectrum Disorder.

HC-COV774 01-19

Medical Pharmaceuticals

The plan covers charges made for Medical Pharmaceuticals
that are administered in an Inpatient setting, Outpatient
setting, Physician’s office, or in a covered person's home.

Cigna, as a condition of coverage may:

e require a review of the treatment consistent with current
protocols and may, at its own expense, require a review of

Benefits under this section are provided only for Medical
the Treatment plan;

Pharmaceuticals which, due to their characteristics (as
determined by Cigna), are required to be administered, or the
administration of which must be directly supervised, by a
qualified Physician. Benefits payable under this section

« request the results of the Autism Diagnostic Observation
Schedule that has been used in the diagnosis of an Autism
Spectrum Disorder;

request that the Autism Diagnostic Observation Schedule be
performed not more frequently than once every three years;
and

include Medical Pharmaceuticals whose administration may
initially, or typically, require Physician oversight but may be
self-administered under certain conditions specified in the

product’s FDA labeling. The following diabetic supplies are
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also covered under the plan’s medical benefit: alcohol pads,
swabs, wipes, Glucagon/Glucagen, injection aids, insulin
pump accessories (but excluding insulin pumps), needles
including pen needles, syringes, test strips, lancets, urine
glucose and ketone strips.

HC-COV553 10-16
ET

Prescription Drug Product

A drug, Biologic (including a Biosimilar), or other product
that has been approved by the U.S. Food and Drug
Administration (FDA), certain products approved under the
Drug Efficacy Study Implementation review, or products
marketed prior to 1938 and not subject to review and that can,
under federal or state law, be dispensed only pursuant to a
Prescription Order or Refill. A Prescription Drug Product
includes a drug, Biologic or product that, due to its
characteristics, is approved by the FDA for self-administration
or administration by a non-skilled caregiver. For the purpose
of benefits under the plan, this definition also includes:

« The following diabetic supplies: alcohol pads, swabs, wipes,
Glucagon/Glucagen, injection aids, insulin pump
accessories (but excluding insulin pumps), needles
including pen needles, syringes, test strips, lancets, urine
glucose and ketone strips;

« Medication used in the treatment of the feet, ankles or nails
associated with diabetes;

¢ Needles and syringes for self-administered medications or
Biologics covered under the plan’s Prescription Drug
benefit; and

« Inhaler assistance devices and accessories, peak flow
meters.

This definition does not include any charges for mobile, web-
based or other electronic applications or software, even if
approved for marketing as a prescription product by the FDA.

HC-DFS958 10-16
ET

Definitions
Emergency Services

Emergency services are medical, surgical, Hospital and related
health care services, including ground, air, or other ambulance
service. Coverage is for medically necessary services for the
sudden onset of a medical condition with signs and symptoms
so severe, that the absence of immediate medical attention
could reasonably be expected to result in serious jeopardy to
one's body or life, including a pregnancy. Regardless of the

diagnosis, benefits will be paid at least to the point of
stabilization. Prior authorization is not required.

HC-DFS447

11-10
VI-ET
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