PARAMOUNT HEALTH CARE

GROUPMEDICAL ANDHOSPITAL SERVICE AGREEMENT

2010

C:\Documents and Settings\709650\Local Settingspbeary Internet Files\OLK796\HMO GSA 2010.doc 1..1.2010 Ohio
HMO GSA



PARAMOUNT HEALTH CARE
GROUP MEDICAL AND HOSPITAL SERVICE AGREEMENT

TABLE OF CONTENTS

Page
I INTRODUCTION ...ciiiiitiiiieee ettt e e e 5
Il DEFINITIONS ...ttt eeee ettt e e 5
Il ELIGIBILITY ettt ettt 8
3.1  Subscriber Elgibility...........cooii i 8
3.2 Dependent ENGIDIlity ...........uuuiiiaeaeiie 8
3.3 Newborn Children..........ccoooiiiii e 9
3.4 Adopted Children
3.5 NeW EMPIOYEES......ccooitit ettt
3.6 New Spouses & Common Law Spouses....................eee.....9
3.7 Late Enrollment & WaIVET ..........cooiiiiiiiieeiiiiiieee e 9
3.8 Group ENGIDIIY .....eeeeeeiiiiiieeeeeee e 9
V. EFFECTIVE DATE OF COVERAGE. ..ot 10
4.1 Initial Open Enrollment Period ........ccouueviiiiiiiiiiiiiiiiiaeeeen, 10
4.2 NeW Hire POCY .......uuuiiiiiiiiiiiiiieeee e 10
4.3 RECAlI POlCY ...uteiiiiiiiiiiiiiiee e 10
4.4  Periodic Open Enrollment Period ......eveiiieieeeeennnene...... 10
4.5 Pre-existing ConditioNS ..........ccooeiieiiiiiiiiii s 10
V. CHOICE OF HEALTH PLAN PHYSICIAN ...cccoiiiiiieiiiiieeeee e 10
5.1 Selection of a Primary Care Physician................cccccuvuvnnnee. 10
5.2 Contacting the Primary Care Physician.............ccccuuuvveeneee. 10
5.3 Obstetrical/Gynecological Care ......ceooeeeoiiiiiiiiiiiiiiiiieeeen, 10
5.4 Changing Primary Care Physician.........ccccccccceiiiiniiinnnnnn. 11
VI. PREMIUMS, OUT-OF-POCKET COPAYMENT LIMIT
AND DEDUCTIBLE .....ooiiiiiiiiiiee e eree e 11
6.1  AmMOoUNt Of PremiUums ..........cccuiiiiemmnee e 11
6.2  Premium PaymentS.........ccccoiiiiiiiiiiiieie e 11
6.3  Out-of-Pocket Copayment Limit........coeeeeeeeeieiiiaaeaannnnnnn. 11
6.4  DedUCHIDIE .....ccoiiiiiiiiiie i 11
6.5 Deductible Carry-0Ver.........ccco oo 11
6.6 Deductible Credit.............eeeeiii e 11
VII. TERMINATION OF COVERAGE .......ccciiiiiiiiiiiiiiieeee et 11
7.1 Loss Of ENGIDIlity......coooviiiiiii s 11
7.2 Selection of Other COVErage .........occcecuuuvieiiiiiieiiieeiaeaaaaaenn 12
7.3 Nonpayment of Premium .............uuceemmmeiiiiiieiaees 12
7.4  Failure to Furnish or Furnishin1l
Incorrect or Incomplete Information ...............ccccvviiiieenenn. 12
7.5 Fraud, Including Misuse of Identificatioar@ ........................ 12
7.6 ReINSAEMENT......coiiiiiiiiiiee s ettt 12
7.7 REMUNAS ..o 12
7.8  Continuation for Current Inpatients.............ocoociiiiiiiieeenen. 12

1 1..1.2010 Ohio HMO GSA



VIII. COORDINATION OF BENEFITS .....oiiiiiiiiiiiiceeeeeee e 13

8.1 GENErAl....ceiiiiii i 3.1

8.2  Definitions for Article VI ..........ooumereeieieiiiiiiiieeiieeee s 13
8.3  Order of Benefit Determination Rules..............ccccvvveennnnee. 14
8.4  Effect on The Benefits of This Plan ..........ccccccvvvveinninnnnenn. 16
8.5 Right to Receive and Release Needed Infioma................. 16

8.6  Facility of Payment ... 16
8.7 RIght Of RECOVEIY ...ttt 16
8.8  Coordination DiSPULES.........ueeiieiieeaeaeeeeeiee e 16

IX. REIMBURSEMENT, NON-DUPLICATION AND SUBROGATION......16

9.1 Payment and Reimbursement ...........ccccceiiiiiiiiiiiiiiieeeeeen, 16
9.2  Workers' Compensation/Non-Duplication ........................ 17

9.3 SUDIOQALION ... 17
9.4  Cooperation by Members...........ooicoceiiiiiiieeeeeeee e, 17
9.5 Cooperation by EMPIOYErS............ommeeeeiiiiiiiiiiieieiaaaaaaeenn 17

X. GROUP CONTINUATION AND INDIVIDUAL

CONVERSION COVERAGE .........ooiiiiiiiiiiiie ettt 17
10.1 Group Continuation COVEIage........cceeeeeeereeeiieiieriaaaaaaaaaaaenns 17

10.2 Conditions of Group Continuation Coverage
for Groups with fewer than 20 Employees................ccc...... 18

10.2.1Group Continuation Coverage for Subscribers

10.3

Who are Reservists in the Armed FOrces............cccceeeneee. 18
Conditions of Group Continuation Coverage
for Groups with 20 or more Employees

(Consolidated Omnibus Budget Reconciliathct) ................ 18

10.4 COBRADIS@DIE......ccciiiiiiiieiiieeee e 18
10.5 Termination of Group Continuation Coverage................... 18
10.6 Conversion to Individual Coverage.....c..ooooieienevnnrennen. 18
10.7 Conditions for Individual Conversion Covezag................... 19

XI. INTERNAL AND EXTERNAL REVIEWS ......ccoiiiiiiiiiieeeee e 19
11.1 Informal Resolution of Complaints ... ... cocoeeveeiieieeeenee... 19
11.2 INterNal REVIEW ......cccoiiiiiiiiie ettt 19
11.3 Ohio Department of Insurance Appeal.........cccccvvvviiiiienenn. 20
11.4 External Review-Medical NeCessity.....ccceeuviiieieeeeeiieneaneenn. 20
11.5 External Review-Experimental...........cccccoiiiiiiiiiiiiinannnnnnnn. 20
11.6 Expedited REVIEW .......coooiiiiiiiiiiiiiiiiiiiiiieeiee et 21
11.7 ClaimsS OF SUILS ....uvviiiiiiiiiiiiieeeeeree et 21

XIlI. TERM AND TERMINATION OF AGREEMENT ......ocociiiiiiiiiieeeei, 21
12,1 TeIMiiiiii i et e e e e e e e e e 1.2
12.2 Termination of Service Agreement ......eeeeeeeeeeieeennnnn 21

XII. GENERAL PROVISIONS ..ottt eeee ettt 22
13.1 ASSIGNMENT ...ttt e e e e e e e e e e e e e eneeeeees 22
13.2 MediCal RECOIUS .....evviieiiiiiiii e 22
13.3 Identification of MEMDEIS..........coiimmemiiiiiiiieeeeee 22
134 NOUCE ..ottt 2.2
13.5 Severability ...
13.6 WaAIVET ...uiiiiiiiiiiiiiiee ettt ettt
13.7 Relationship Among Parties

1..1.2010 Ohio HMO GSA



13.8 Relationship between Health Plan and

Participating Providers.........oooooo i 22
13.9 GOVEINING LAW. ...ttt e e e e e aaaaaeaeaaaeaaaaennnns 22
13.10 ENtire AQre@ment ...........uuuieiiiieiieeeeaeiiieeieeieeeee e e e e e e e e e e e e e 22
13.11 Confidentiality.........coocoiuiiiiiiii e 23
13.12 Participating Provider ..........coo o iceeeeeiiiiieeeeee s 23
13.13 Claim Processing and Payment ..........ccccccccuveviieinieeeeeneenn. 23
13.14 Submission of ClaimS..........c.uviiiieecccmii e, 23
13.15 Benefit Period, RENeWal..............commeeeeiiniiiiiieeeniiiieeeenne 23
13.16 INdemMNIfiCAtioN ..........uvveiieiiiiieeeee e 23

ATTACHMENT A: Schedule of Benefits

3 1..1.2010 Ohio HMO GSA



NOTICE TO MEMBERS: IF YOU OR YOUR FAMILY MEMBERS RE COVERED BY MORE THAN
ONE HEALTH CARE PLAN, YOU MAY NOT BE ABLE TO COLLEQ BENEFITS FROM BOTH
PLANS. EACH PLAN MAY REQUIRE YOU TO FOLLOW ITS RUES OR USE SPECIFIC DOCTORS
AND HOSPITALS, AND IT MAY BE IMPOSSIBLE TO COMPLY WI'H BOTH PLANS AT THE SAME
TIME. READ ALL OF THE RULES VERY CAREFULLY, INCLUDNG THE COORDINATION OF
BENEFITS SECTION, AND COMPARE THEM WITH THE RULESFOANY OTHER PLAN THAT
COVERS YOU OR YOUR FAMILY

. INTRODUCTION

11 PARAMOUNT HEALTH CARE. PARAMOUNT HEALTH CARE (hereinafter referred to &
"Health Plan") is a corporation licensed as a Hhelasuring Corporation (HIC) in the State of Ohildnder the HIC concept, all
care, including hospitalization, must be providptgscribed, or authorized by a Health Plan Physicixcept for certain
Emergency and Urgent Care Conditions (see Part |1-E-1, Attachment A) Members will not receive any benefits under this
Agreement unless provided, arranged or authorized by a Health Plan Physician.

1.2 Coverage Group agrees to offer Health Plan's prepaidthealre plan to its employees subject to the
terms of this Agreement and on at least the sutisligrsimilar terms and conditions, as it provides/ Alternative Health Benefits
Plan for its employees. Health Plan agrees torddegnbers in accordance with the Schedule of Bengdit forth in Attachment A
to this Agreement and the Endorsement Page(sgaitbjall exclusions therein. This Agreementssiésd in consideration of each
Member's application for Health Plan coverage amgipt of the Group's payment of required prepaysaen

1. DEFINITIONS

2.1 Alternative Health Benefits Planeans the health benefits plan or plans which @Guafters as an
alternative to the plan set forth in this Agreement

2.2 Authorized PersoB a person, including a spouse, other relatiyarider, who has been authorized in
writing by the Member to represent the Member ieguest for an Internal or External Review.

2.3 Basic Health Services defined in ORCS8 1751.01 (A) include; inpatieos$pital services, physician
services, outpatient medical services, Emergenaljthservices, urgent care services, laboratoryadidlogy servicesliagnostic
and treatment services, other than prescriptiog deunvices, for biologically based mental illnespesventive health
services and routine patient care for patientsleardn an eligible cancer clinical trial pursudatsection 3923.80 of the Ohio
Revised Code.

2.4 Biologically Based Mental lliness defined by ORCS§ 1751.01 (D) means schizophrenia
schizoaffective disorder, major depressive disqriligolar disorder, paranoia and other psychotomiers, obsessive-
compulsive disorder and panic disorders as thesestare defined in the most recent edition of@i@gnostic and Satistical
Manual of Mental Disorders(DSM) published by the American Psychiatric Association.

25 Childmeans natural children, legally adopted childstepchildren, and children under legal custody
(i.e., official court appointed guardianship or toaly) of Subscriber or Subscriber's spouse for witlbenSubscriber or the
Subscriber's spouse has the financial respongibiliprovide for health care needs at the time @xV&ervices are provided.

2.6 Coinsuranceneans a percentage of the allowed provider chaeggsred under this Agreement to be
paid by a Member as a condition of the receipt@i&Zed Services. In accordance with ORC § 175TbHhsurance for a Basic
Health Service will not exceed 40% of the averaws for providing the service. Coinsurance is dbed in the Attachment A and
Endorsement Page(s) to this Agreement.

2.7 Contract Yeameans the period of time specified in the “Bereétiod” on the Endorsement Page(s).
This may be a calendar year or the anniversaryafdtee Group.

2.8 Copaymenineans a fixed dollar amount required under thiss&ment to be paid by a Member as a
condition of the receipt of Covered Services. loordance with ORC § 1751.12, Copayment for a Bidseilth Service will not
exceed 40% of the average cost for providing theiea Copayments are described in the Attachiamtd Endorsement Page(s)
to this Agreement.
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2.9 Cosmetic or Plastic Proceduses those procedures that improve physical appearar

treat a mental or emotional condition through angfe in body form, but do not correct or materiaiyprove a physiological
function.

2.10 Covered GroupA Group consisting of employees, retirees oréelents receiving Covered Services
pursuant to this Agreement.

2.11 Covered Servicemeans the services and benefits provided undsrAbieement as set forth in
Attachment A hereto that are provided, prescribeduthorized by a Health Plan Physician.

2.12 Dependentneans any member of a Subscriber's family who snaktthe applicable eligibility
requirements of Article 11l of this Agreement, whas enrolled in accordance with the Article, ardioom the payment required
by this Agreement actually has been received bythi®dan.

2.13 Designated Representatimeans any entity appointed by Health Plan to aidteirmanaged care and/or
cost containment programs for this Group Medical Hispital Service Agreement.

2.14 Deductiblgs the amount to be paid by the Member for Cov&erlices within each Contract Year
before benefits will be paid by Health Plan. Thegk Deductible is the amount each Member mustthayamily Deductible is the
total amount any two or more covered family memineust pay.

2.15 Eligible Cancer Clinical Trias defined in ORC 3923.80 means a cancer clittiahthat meets all of
the following criteria:
(&) A purpose of the trial is to test whetherititervention potentially improves the trial partiant’s health outcomes.
(b) The treatment provided as part of the triapien with the intention of improving the trial piaipant's health
outcomes.
(c) The trial has a therapeutic intent and isdestigned exclusively to test toxicity or diseasthpghysiology.
(d) The trial does one of the following:
(i) Tests how to administer a health care serviee), or drug for the treatment of cancer;
(ii) Tests responses to a health care service, emrug for the treatment of cancer;
(iii) Compares the effectiveness of a health cargise, item, or drug for the treatment of cancehwhat of other
health care services, items, or drugs for thermeat of cancer;
(iv) Studies new uses of a health care servicm, iter drug for the treatment of cancer.
(e) The trial is approved by one of the followientities:
(i) The national institutes of health or one ofdt®perative groups or centers under the UnitegSteepartment of
health and human services;
(ii) The United States food and drug administration
(iii) The United States department of defense;
(iv) The United States department of veterans'iedfa

2.16 Emergency Medical Conditiomeans a medical condition that manifests itsetfumh acute symptoms of
sufficient severity, including severe pain thatradent layperson with an average knowledge of heatid medicine could
reasonably expect the absence of immediate meatieaition to result in any of the following:

A. Placing the health of the individual or, witlspect to a pregnant woman, the health of the wamaer unborn
child, in serious jeopardy;

B. Serious impairment to bodily functions; or

C. Serious dysfunction of any bodily organ or part.

The determination as to whether or not an Emergéfegical Condition exists in accordance with théirdgon stated in this
section rests with Health Plan or its DesignatedrBsentative.

2.17 Experimental Drugs and Servigesans those drugs and services determined byhHelah to fall
outside of generally accepted medical practicas d@étermination is made based on the recommemdatiihe Medical Advisory
Committee, the most recent HAYES Medical Technolbgsgctory and on current evidenced-based medaaiisfic publications.

2.18 Groupmeans any sole proprietorship or entity employivgor more full-time eligible employees. Sole
proprietors through a Bona Fide Association atiiia must show proof of business enterprise (Texefale C).
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2.19 Health Plan Physicianeans any physician duly licensed to practicdtiree Ohio and/or Michigan,
depending upon where the physician engages inrtieige of medicine and who is under contract wi#alth Plan to provide
Covered Services to Members. Health Plan Physiadae comprised of Primary Care Physicians andi@lgdhysicians.

2.20 HIPAAmeans the Health Insurance Portability and Acaahitity Act of 1996, as amended, and the
Ohio Health Insurance Portability and Accountapilict, passed as Ohio House Bill 374 in June 12®d any regulations
promulgated thereunder.

2.21 Legal Representative a person who has been named through legal gs@eguardian or who has
Durable Power of Attorney for Health Care for a Mmmand is thereby authorized to act on behali@Member.

2.22 Medically Necessaryieans those services determined by Health Pitgs@esignated Representative to
be (i) preventive, diagnostic and/or therapeuticnature, and (ii) specifically related to the cdimfi which is being
treated/evaluated, and (iii) rendered in the leastly medically appropriate setting, (e.g., ingatii outpatient, office), based on the
severity of illness and intensity of service reqdirand (iv) not solely for the Member's convengeaicthat of his or her physician,
and (v) is supported by evidence-based medicine.

2.23 Membemeans any Subscriber or Dependent as definedhherei

2.24 Non-Biologically Based Mental llinesgeans mental illnesses that are defined irDilagnostic and
Satistical Manual of Mental Disorders(DSM)and are not Biologically Based Mental llinesses.

2.25 Out-of-Pocket Copayment Lintthe maximum amount of Copayments and Coinsearactuding the
Deductible, if any, the Member will pay every CautrYear on Basic Health Services. Once the Otemket Copayment Limit is
met, there will be no additional Copayments or Gomance on Basic Health Services during the rersaiofthe Contract Year
Copayments and Coinsurance for Supplemental H&adtlvices and any penalties do not count towardGheof-Pocket
Copayment Limit. The single Out-of-Pocket Copayniantit is the amount each Member must pay; the fa@ut-of-Pocket
Copayment Limit is the total amount any two or moogered family members must pay.

2.26 Participating Hospitaineans any hospital with which Health Plan has rectéd or established
arrangements to provide Covered Services to Members

2.27 Participating Providaneans a Health Plan Physician, Participating Hakmr other licensed health
professional or facility who or which, at the tirware is rendered to a Member, has a contractécteffith Health Plan to furnish
Covered Services to Members.

2.28 Preventive Health Service®ans Covered Services that are being provided: d Member who has
developed risk factors (including age and genderafdisease for which the Member has not yet deeel symptoms, and 2) as an
immunization to prevent specific diseases. Howeamy,service or benefit intended to treat an engstiness, injury or condition
does not qualify as Preventive Health Services.F8egentive Health Services in Attachment A.

2.29 Primary Care Physicianeans a Health Plan Physician who is designatételajth Plan as a Primary
Care Physician responsible for managing and coatidig the full scope of a Member's medical careluiting but not limited to
performing routine evaluations and treatment, ayiramfor all necessary referrals to specialistdeang laboratory tests and x-ray
examinations, prescribing required medications aarehging for a Member's hospitalization or o@wices when appropriate and
who meets all the requirements for Primary Careskeigns contained in Primary Care Physician's Ages# with Health Plan and
such other requirements adopted by Health Plan fimen to time.

2.30 Schedule of Benefitsneans the benefits and coverage applicable to rakde which appears in
Attachment A or which hereafter may be made a gfdtttis Agreement.

2.31 Service Areaneans Lucas, Wood, Fulton, Williams, Defiance, ijefutnam, Hancock, Ottawa,
Sandusky, Seneca, Wyandot, Marion, Crawford, Moyiere, Huron, Richland, Ashland, and parts of Bangj, Allen, Hardin,
Delaware, Knox and Lorain Counties in Ohio and suttier areas in which Health Plan may from timtéirtee extend its services.

2.32 Specialist Physicianeans a Health Plan Physician who provides Cov@eedces to Members within
the range of his or her medical specialty, whoesighated by the Health Plan as a Specialist Physiand who meets all the
requirements for Specialist Physicians containedhi& Specialist Physician's agreement with Healdn Rind such other
requirements adopted by Health Plan from timente i
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2.33 Subject of a Cancer Clinical Triabans the health care service, item or drug thsgiigy evaluated in
the clinical trial and that is not routine patieate.

2.34 Subscribemeans a person who meets all applicable eligibitiguirements of Article Il of this
Agreement, who enrolls in accordance with thatatiand for whom the payment required by this &grent actually has been
received by Health Plan.

2.35 Supplemental Health Serviees forth in ORC8 1751.01 (B) shall include, bot loe limited to, mental
health services excluding diagnostic and treatrsentices for biologically based mental iliness,stabce abuse services, home
health care services, durable medical equipmeastipetic devices, vision care services and outpiapieescription drugs.

2.36 Urgent Medical Conditiomeans a medical condition, other than an Emergdediycal Condition, that
requires medical attention soon after it appeasighnot permanently disabling or life-threatening

2.37 Urgent Care Serviceseans Covered Services that are provided for geriiMedical Condition.

2.38 Value of Medical Benefits Paiglthe amount paid by Health Plan to the providein the absence of a
cash payment for a specific visit, the fee-for-gmrequivalent, plus administrative costs and léged as permitted by law.

[Ml. ELIGIBILITY

3.1 Subscriber Eligibility To be eligible as a Subscriber, a person musligéle under the Group’s
eligibility rules, reside in the Health Plan's SeevArea or be employed in the approved Servicea/ed reside in a county
contiguous to the Ohio Service Area and:

A. Q) For Groups with fewer than 50 employees,gheson must be in the active employment of
Group and working a minimum average of 25 hoursygak; For Groups with greater than 50
employees, the person must be in the active emmoyof Group and working a minimum
average of 20 hours per week or such other minianenage that is approved by Health Plan;
or

(2) Be a retired employee, non-Medicare eligiblaydng retirement benefits from Group pension
or profit-sharing plan(s), but only if Group is @zted to provide health benefits to all retired
employees in the covered group prior to the effeatiate of this Agreement; or

3) Be an eligible employee on company paid sielédeor disability not to exceed 6 months if,
prior to sick leave or disability, the employee et a minimum average of 20 hours per week
for the preceding 26 weeks; or

4) Be an eligible former employee or Dependenteurgiioup continuation (COBRA) status; or

(5) If the Group has elected to offer a PrestigdeRito be eligible to enroll as a subscriber
thereunder, the subscriber must be an activelywgid retired employee of Group, enrolled
in and eligible for Medicare Part A and B, Medicanest be primary in accordance with
Medicare Coordination of Benefits rules, and theupr must maintain active employee
benefits through Health Plan; and , in order toeligible for coverage under a Prestige
Prescription Drug Rider, the subscriber must akscebrolled in Medicare Part D through
Paramount Insurance Company.

B. Be entitled to participate in the medical andgital care benefits program arranged by Group; and

C. Submit a completed and signed enroliment apdicorm or electronic enrollment, including all

requested information on all Dependents for whokrecage is requested to the Health Plan within 31

days of the effective date of this Agreement.

3.2 Dependent Eligibility To be eligible as a Dependent, a person musiigile under the Group’s
eligibility rules, must reside in the Health PlaB&rvice Area (or in a county contiguous to thead8ervice Area), and must submit
(or the Subscriber must submit on the Dependeelialh a completed and signed enrollment applicaémd must be:

A. The legal spouse of the Subscriber (excludingdie[e]s); or

B. An unmarried dependent Child of the SubscribeBubscriber's spouse who is:
i. under the limiting age or between the limiting agpscified on the Endorsement Page(s),
ii. not employed full-time, and
iii. if applicable to Group, attending a recognizedexg#l or university, trade or secondary school
on a full-time.
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As used herein, full time basis for the purposeatte#nding a college or university means carrying a
minimum of 12 credits for undergraduates or 9 dredurs for graduate students.

If it is medically necessary for a Dependent stadeitake a leave of absence from college, unitygrsi
trade or secondary school due to a serious illoegsjury, dependent eligibility will continue fa
period of 12 months from the last day of full tissendance, at such school, or until the Dependent
student reaches an age at which coverage wouldvasigeterminate, whichever period is shorter.
Continuation of Dependent Eligibility due to a mmally necessary leave of absence is subject to
certification of the medical necessity due to acsexillness or injury in writing from the Dependen
student’s attending physician, within 31 days fithelast day of full time attendance at such sclaol

C. An unmarried Child who has reached the limitigg specified on the Endorsement Page(s), is utzable
work to support himself or herself and who is priiyadependent on Subscriber for support and
maintenance because of mental retardation or @iygoadicap. Appropriate medical documentation of
the incapacity and dependency must be furnishétetdth Plan by the Subscriber within 31 days of
reaching the limiting age specified on the EndoesgrPage (s), and thereafter, at least annuaththen
documentation must be satisfactory to Health Planaddition, Health Plan may periodically check
whether such Child is, and continues to qualifygaBgependent.

3.3 Newborn ChildrenA newborn child of a Subscriber or the Subsetihepouse is covered for the first
thirty-one (31) days following birth. To continaeverage beyond this 31-day period, the Subscnitust submit an enrollment
application for the newborn child to Health Plathivi this 31-day period. A newborn child of a De@ent is not eligible unless
otherwise considered a Child under Section 2.4.

3.4 Adopted ChildrenTo receive coverage, an adopted Child must kwled within 31 days from the date
of adoptive placement or during an open enrollnpemiod. Coverage will be effective from the dat¢he adoptive placement.
Adoptive placement means the assumption and retebif Subscriber or Subscriber’s spouse of a lelghdation for total or
partial support of a child in anticipation of théomtion of the child. The placement terminatesrufgmination of the legal
obligation.

3.5 New Employees New employees or newly transferred employeekhsile coverage effective in
accordance with the new-hire policy establishedhgyGroup so long as such person enrolls withid&@js of becoming newly
eligible and the applicable prepayment is recebseHealth Plan in a timely manner. If the Group feager than 50 employees, the
waiting period imposed by the Group may not exc@@days from date of hire.

3.6 New Spouses & Common Law Spousdsw spouses of Subscribers will have coverdgetafe on the
date of a legal marriage so long as such persatlemithin 31 days of the marriage date and th@iagble prepayment is timely
received by Health Plan. Any person claiming teHgecommon law spouse of a Subscriber must pothetsatisfaction of Health
Plan that their claimed common law marriage with$ubscriber is valid under Ohio law. Health P&serves the right to require
at any time proof to its satisfaction of the valyddf an alleged lawful marriage. Proof must imtgybut may not be limited to
producing information requested by Health Plan thight confirm or dispute the existence of a vatidnmon law marriage under
Ohio law.

3.7 Late Enrollment & Waiver If an eligible employee or Dependent fails tdmsit an enroliment
application within the prescribed time period, teaiployee or Dependent may not enroll until thenssbion of a completed
application and applicable premium retroactivehe eligibility effective date. If an eligible engylee or Dependent waives
coverage or declines to pay for coverage fromlilgéodity effective date, that employee or Depentimay not enroll until the next
open enrollment period or during a special enrafitperiod required under HIPAA.

3.8 Group Eligibility. During the term of this Agreement, Group must ptymwith the following eligibility
requirements for Group Participation and Group @bution. Upon request, Group must provide apptprdocumentation to
Health Plan so that Health Plan can determinesisdle discretion, Group’s compliance with thegiBlility Requirements for
participation and contribution.

A. Group Participation Group must have the following minimum participatof eligible actively
working (as set forth in § 3.1(1)) employees emelvith Health Plan in order to be eligible as a
Group:

e 2 through 10 employees must have 100% participating
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11 through 12 employees must have 10 participating;

13 through 14 employees must have 11 participating;

15 employees must have 12 participating;

16 through 50 employees must have 75% participasiod

51 plus employees participation to be determinetiéglth Plan.

B. Group Contribution Groups with more than 50 employees agree ttriboite on behalf of the
covered employees at least 50% of the total premiub®0% of the single premium applied for all
employees. Groups with 2-50 employees must carn&ib0% of the total premium for all
employees. Provided, however, in the event thai@yaes of Group are receiving benefits from
other carriers, Group agrees to contribute on hefigimployees eligible to enroll in Health Plan
the amount necessary such that no employee’s pnegouatribution to Health Plan is greater than
the employee’s premium contribution for other cangi

IV. EFFECTIVE DATE OF COVERAGE

4.1 Initial Open Enrollment Period here will be an initial open enroliment perfodSubscribers and their
presently eligible Dependents with the dates ohgeriod and the effective date of coverage fosqes who enroll during such
period as set forth on the Endorsement Page(BjsoAgreement. Completed and signed enrolimericgipns must be received
by the Health Plan within 31 days of the effectilate of Group coverage.

4.2 New Hire Policy Newly hired employees have coverage effectiter #fie probationary/waiting period
established by Group and stated on the Endorselrage(s) of this Agreement. If the Group has felwant50 employees, the
waiting period imposed by the Group may not ex@edays. In all cases, applications must be redddy Health Plan within 31
days of the effective date of coverage.

The Group may change the probationary/waiting pefar new hires as originally stated on the
Endorsement Page(s) of this Agreement by submidtindays advance written request to Health Plarly @e change per twelve-
month period will be accepted.

4.3 Recall Policy If a Member terminates coverage at the timelajaff and thereafter returns to active
employment within 6 months from the effective datdayoff, that employee will be eligible for cozge with Health Plan in
accordance with Group-requested specificationsjrbab case prior to the effective date of recaflthe previously enrolled
employee has been laid off for longer than 6 marntiad employee will be considered a new hire fmppses of this Agreement.

4.4 Periodic Open Enroliment Perioth addition to the initial open enrollment petjghere will be such
other open enrollment period(s) as set forth orRate Page of this Agreement. Except for persdisare enrolled during the
initial open enrollment period or persons enrolledccordance with Sections 3.3, 3.4, 3.5, 3.6.008this Agreement, anyone
eligible to enroll in Health Plan may do so onlyidg a special enrollment period as required uhtl&AA.

4.5 Pre-existing Conditions Health Plan does not restrict coverage under thisément based upon any
pre-existing conditions.

V. CHOICE OF HEALTH PLAN PHYSICIAN

51 Selection of a Primary Care Physici&tach Member must select a Primary Care Physicibave one
selected on his/her behalf. This Primary Care laysdirects the Member's medical care.

5.2 Contacting the Primary Care Physici@nce selected, the Member must contact his/tiesalPy Care
Physician before seeking non-emergency medical €aier authorization from the Primary Care Physicis not required for
treatment by Participating Providers for the folloge vision care, treatment by participating OB/G¥Necialists, allergists,
dermatologists, pediatric pulmonologists, hematisksg oncologists, ophthalmology, pediatric ophtialbgy, retinology, pain
management and other Participating Providers asrrdated by Health Plan. Members who circumvenir tReimary Care
Physician, except in the case of an Emergency Médiondition and those mentioned previously in Hastion, will be denied
coverage on those services provided.

5.3 Obstetrical/Gynecological Cara female Member may choose to see her Primamy Blaysician or any
participating gynecologist for treatment of obstetgynecological conditions, including the ann@fN exam. If a Member
chooses to see a participating gynecologist, @mhorization from the Primary Care Physician isnequired.
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5.4 Changing Primary Care PhysiciaA.Member or his/her Primary Care Physician magidketo end
his/her physician-patient relationship at any tasellowed by medical ethics and contract. If ader wishes to change his/her
Primary Care Physician, he/she shall notify HeBldn of this intent and follow the same procedsri# gtne Member was initially
selecting a Primary Care Physician. There ismd bn the number of times that a Member may chdngfer Primary Care
Physician.

VI. PREMIUMS OUT-OF-POCKET COPAYMENT LIMIT AND DEDUCTIBLE

6.1 Amount of PremiumsThe required premium for this Agreement andhener of payment are set forth
on the Service Agreement Rate Page attached hefdte.rates will be in effect for the rate periad forth on the Rate Page.
However, if the state or federal government or @roequires Health Plan to provide additional beagthe premium may be
increased in order to account for the additiondlced costs. If there is a change in the premiutimeaénd of the rate period set
forth on the Rate Page or for any renewal peridthisfAgreement, Health Plan will provide Grouphwitritten notice thereof at
least 30 days before the new premium goes inteteffe

6.2 Premium Payment®\ll premiums are due on or before the first daghe month for which coverage is
to be provided. Group must pay in accordance thighHealth Plan invoice. Any additions or deletibmshe invoice must be
submitted in writing and credits or additional des will be made on the next invoice. Only Membersvhom the applicable
premium is actually received by Health Plan aréledtto Covered Services hereunder and then anmlg period for which such
premium is applicable. Subscribers with effectiated falling between the first and the fifteenthhaf month will be charged a
premium from the beginning of the calendar monttirduwhich the coverage first became effective.uibers with effective
dates falling between the sixteenth and the lasbéithe month will not be charged a premium uthi first of the following month.

If payment for any Member is not made within 15 sla§ the due date or within 30 days of the due fate
Members under COBRA continuation coverage, Hedth ®ill notify Group of late payment and possitelenination On the 3¢
day after the due date Health Plan will terminateecage of the individual Member or all Membersermithis Agreement as of the
date any delinquent payment was due. If coveatgininated under the terms of this provisionGheup will be responsible for
reimbursement to Health Plan for the Value of Mabtligenefits Paid for services and supplies receafest the effective date of
termination.

If Group is twenty-five (25) days late submittingepium in two (2) out of the last six (6) monthgdith Plan
will require Group to pay an additional one montarpium to be held in reserve. The reserve premitlhbe retained for the
duration of the contract term and applied to tisedaonth’s coverage period upon notice of termimedif this Agreement by Group.

Health Plan reserves the right to charge a sefeéor non-sufficient funds or declined paymeansactions.

6.3 Out-of-Pocket Copayment LimiHealth Plan agrees to limit annual CopaymentsGwinsurance for
Basic Health Services as set forth on the EndorseRege(s).

6.4 Deductible The Deductible, if applicable, is set forth ba Endorsement Page(s). All Covered Services
except for services subject to a Copayment andghtene Health Services, set forth in Attachmenag subject to the Deductible
each Contract Year, unless otherwise stated herein.

6.5 Deductible CarryoveiwWhen a Member pays for Covered Services duniadpist three (3) months of the
Contract Year, which are applied to that year's iithle, those expenses may be carried over arlted@mainst the Deductible
for the next Contract Year.

6.6 Deductible Credit A new Group enrolling with Health Plan will réee credit toward Health Plan
Deductible, if applicable, for expenses applie@toup’s previous plan deductible. Sufficient infation, in a form acceptable to
Health Plan, must be received no later than 90 ftays the Group’s effective date with Health Plarorder to receive credit.

VIl. TERMINATION OF COVERAGE

7.1 Loss of Eligibility If a Member ceases to meet the eligibility reguoients of Article Il of this
Agreement, then coverage under this AgreementhfmiMember will terminate automatically at midnigttthe last day of the
month in which eligibility ceased. Group shallifpoHealth Plan in writing within thirty (30) daysf the date that any Member
ceases to meet the eligibility requirements of detilll by completing and submitting to Health PlariTermination Notice".
Group and Member are obligated, jointly and selgrad pay Health Plan for the Value of Medical Béits Paid for all health
services and benefits received by Member or arlerhber's covered Dependents after the last dayeofmionth in which the
Member's eligibility ceased.
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7.2 Selection of Other Coveragi a Subscriber elects coverage under an Altera&lealth Benefits Plan
or under any other plan which is offered by, thtowy in connection with Group as an option in lefucoverage under this
Agreement, then coverage for the Subscriber andéciller's Dependents terminates automatically dhigint of the last day
preceding the day that the alternate coverage beseffective. Group agrees to notify Health Plaméediately in writing in the
event a Subscriber has elected other coverage.

7.3 Nonpayment of Premiuntf payment of premium for any Member is not madtéin 15 days of the due
date or within 30 days of the due date for Membeder COBRA continuation coverage, Health Plan teayinate the coverage
of the individual Member or of all Members covenater this Agreement as of the date any delingpapient was due. |If
coverage is terminated pursuant to this sectienGitoup whose coverage was terminated must reieblaalth Plan for the Value
of Medical Benefits Paid for services and suppleesived after the effective date of termination.

7.4 Failure to Furnish or Furnishing Incorrectrardmplete InformationMembers are required to represent
in their enrollment applications (including electio enroliment) that, to the best of their knowledmd belief, all information
contained in such applications or other documeultenitted to Health Plan is true, correct and conepldf a Member fails to
furnish information required to be furnished by Hedlan or furnishes incorrect or misleading imfation that is material to
Health Plan's decision to provide coverage forSbbscriber or involves fraud, then Health Plan teaginate coverage of the
Member involved effective on the date such Memb#ed to furnish such information or the date Su@mber furnished incorrect
or misleading information, whichever is applicalilgon termination the Member must pay Health Ptarilie cost of services
received subsequent to the date of terminatioreda®s the Value of Medical Benefits Paid, less @opayments made or
prepayments paid by the Member for the servicemaltH Plan may also terminate coverage of all atheolled Members of such
Member's family, effective immediately upon writteatice. Health Plan shall notify Group in writimgthe event Health Plan
terminates coverage hereunder.

7.5 Fraud, Including Misuse of Identification Cariny person who, with intent to defraud or knogvihat

he is facilitating a fraud against Health Plan,maiib an application or files a claim containingaésé or
deceptive statement, is guilty of Insurance Frandken Ohio criminal law, and Health Plan may terr@ribe coverage of the person
upon written notice to the relevant Subscribertar@roup. Health Plan may deem the terminatioectiffe as of the date of filing
said application or claim.

If any Member permits the use of his/her or anyeotfiember's Health Plan identification
card by any other person or uses another persmmd®cuses an invalid card, then the misusedw#irbe retained by Health Plan,
as well as Member's own identification card, andlIbePlan may terminate the coverage of the Mermabktembers involved and
may also terminate the coverage of all other eeddiembers of his/her family. Health Plan may désermination effective as
of the day the card was first misused.

If any Member engages in fraud or deception ofiang in the use of the services or facilities ofiile
Plan or of Participating Providers or knowingly més such fraud or deception by another, Health
Plan may terminate the coverage to the Member aniddes involved and may also terminate the coveoégd other enrolled
Members of his/her family. The coverage of the Memor Members involved and the coverage of alkitmlled Members of
his/her family may be terminated upon written netic the relevant Subscriber and to Group. Heddtih fAay deem the termination
effective as of the first day of the fraud or de@ap

If Health Plan terminates a Member’s coverage utidsiSection, the Member must pay Health Plan for
the cost of services received subsequent to the afatermination, based on the Value of Medical &gs Paid, less any
Copayments made or prepayments paid by the Merobénd services.

7.6 Reinstatementf coverage of a Member is terminated underdfetVIl, it may be reinstated only upon
written request to Health Plan. Reinstatementitlinvthe sole discretion of Health Plan and maysbbject to approval of a
medical history questionnaire. The applicationrinstatement must be accompanied by paymentyodatistanding balance of
Subscriber's account plus any current premium owed.

7.7 Refunds If the rights of a Member hereunder are ternddgtursuant to Sections 7.4 or 7.5, the
premium(s) received on account of the terminatechbkr or Members applicable to periods after thecéffe date of termination,
less any amounts due Health Plan or Participathogigers, will be refunded to Group within 31 dafsthe effective date of
termination and neither Health Plan nor Health FRarticipating Providers will have any further liélp or responsibility.

7.8 Continuation for Current Inpatientis the event that a Member’s coverage terminaldle the Member
is receiving inpatient care in a hospital, such Mers coverage will continue for the period reqditmder Ohio Revised Code §
1751.11.
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VIIl. COORDINATION OF BENEFITS

8.1 General.

The Coordination of Benefits (COB) provision applighen a person has health care coverage undettihaorene Plan. Plan is

defined below.

The order of benefit determination rules governatuer in which each Plan will pay a claim for bi#se The Plan that pays firstis
called the Primary plan. The Primary plan mustipeyefits in accordance with its policy terms with@gard to the possibility that
another Plan may cover some expenses. The Plgmaymafter the Primary plan is the Secondary.pldre Secondary plan may
reduce the benefits it pays so that payments flbRlans does not exceed 100% of the total Allowatpense.

8.2 Definitions for Article VIII

A.

A “Plan” is any of the following that providegbefits or services for medical or dental care or
treatment. If separate contracts are used to geasdordinated coverage for members of a
group, the separate contracts are consideredqfahis same plan and there is no COB among
those separate contracts.

(1) Plan includes: group and nongroup insurancéracts, health insuring corporation
(HIC) contracts, closed panel plans or other foofngroup or group-type coverage
(whether insured or uninsured); medical care coraptsof long term care contracts,
such as skilled nursing care; medical benefits ugdeup or individual automobile
contracts; and Medicare or any other federal gawental plan, as permitted by law.

(2 Plan does not include: hospital indemnity cageror other fixed indemnity coverage;
accident only coverage; specified disease or spdcifaccident coverage;
supplemental coverage as described in Revisedt®re@923.37 and 1751.56;
school accident type coverage; benefits for nonicaéadomponents of long-term
care policies; Medicare supplement policies; Medigmlicies; or coverage under
other federal governmental plans, unless permiteldw.

Each contract for coverage under (1) or (2)separate Plan. If a Plan has two parts and COB
rules apply to only one of the two, each of thepare treated as a separate Plan.

“This plan” means, in a COB provision, the paftthe contract providing the health care
benefits to which the COB provision applies andalihihay be reduced because of the benefits
of the other plans. Any other part of the contgactviding health care benefits is separate
from This plan. A contract may apply one COB psioti to certain benefits, such as dental
benefits, coordinating only similar benefits, andymapply another COB provision to
coordinate other benefits

The order of benefit determination rules detaemivhether This plan is a Primary plan or
Secondary plan when the person has health careagevender mote than one Plan.

When This plan is primary, it determines paymenttfobenefits first before those of any other
Plan without considering any other Plan’s beneéfiteen This plan is secondary, it determines
its benefits after those of another Plan and mdyae the benefits it pays so that all Plan
benefits do not exceed 100% of the total Allowaitpenses.

“Allowable expense” is a health care expensejuiing deductibles, coinsurance and
copayments, that is covered at least in part byRlag covering the person. When a Plan
provides benefits in the form of services, the oeable cash value of each service will be
considered an Allowable expense and benefit paidexpense that is not covered by any Plan
covering the person is not an Allowable expensedidition, any expense that a provider by
law or in accordance with a contractual agreememrohibited from charging a covered

person is not an Allowable expense.

The following are examples of expenses that aré\Hotwvable expenses:
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8.3

(1) The difference between the cost of a semi-privagpltal room and a private hospital
room is not an Allowable Expense, unless one offtfams provides coverage for
private hospital room expenses.

(2) If a person is covered by 2 or more Plans that ecgenfneir benefit payments on the
basis of usual and customary fees or relative valceedule reimbursement
methodology or similar reimbursement methodology, amount in excess of the
highest reimbursement amount for a specific bergefibt an Allowable expense.

3) If a person is covered by 2 or more Plans thatigelvenefits or services on the basis
of negotiated fees, an amount in excess of theekigf the negotiated fees is not an
Allowable expense.

(4) If a person is covered by one Plan that calcuitddsenefits or services on the basis
of usual or customary fees or relative value scleagiimbursement methodology or
similar reimbursement methodology and another Biahprovides its benefits or
services on the basis of negotiated fee or paymaemunt is different than the
Primary Plan’s payment arrangement and if the pleng contract permits, the
negotiated fee or payment shall be the Allowableese used by the Secondary plan
to determine its benefits.

(5) The amount of any benefit reduction by the Pringdan because a covered person
has failed to comply with the Plan provisions is&o Allowable expense. Examples
of these types of plan provisions include secomgdisal opinions, precertification of
admissions, and preferred provider arrangements.

Closed panel plan is a Plan that provides heatth lbanefits to covered persons primarily in
the form of services through a panel of provideas have contracted with or are employed by
the Plan, and that excludes coverage for serviaesded by other providers, except in cases
of emergency or referral by a panel member.

Custodial parent is the parent awarded custgdydourt decree or, in the absence of a court
decree, is the parent with whom the child residesenthan one half of the calendar year
excluding temporary visitation.

Order of Benefit Determination Rules

When a person is covered by two or more Plansulles for determining the order of benefits paymeart as follows:

A.

The Primary plan pays or provides its benefdsording to its terms of coverage and withouardgo
the benefits under any other Plan.

1)

)

Except as provided in Paragraph (2), @ Biat does not contain a coordination of benefits
provision that is consistent with this regulatiemiways primary unless the provisions of both
Plans state that the complying plan is primary.

Coverage that is obtained by virtue of mership in a group that is designed to supplement a
part of a basic package of benefits and providasttiis supplementary coverage shall be
excess to any other parts of the Plan providediéygontract holder. Examples of these types
of situations are major medical coverages thasaperimposed over base plan hospital and
surgical benefits, and insurance type coverageasatieawritten in connection with a Closed
panel plan to provide out-of-network benefits.

A Plan may consider the benefits paid or gtediby another Plan in calculating payment ofatsdiits
only when it is secondary to that other Plan.

Each Plan determines its order of benefitagutie first of the following rules that apply:

1)

Non-Dependent or Dependent. The Plan that covergdlson other than as a dependent, for
example as an employee, member, policyholder, silbgsor retiree is the Primary plan and
Plan that covers the person as a dependent ietttn&ary plan. However, if the person is a
Medicare beneficiary and, as a result of federal, IMedicare is secondary to the Plan
covering the person as a dependent; and primalngtBlan covering the person other than as a
dependent (e.g. a retired employee); then the avfi&enefits between the two Plans is
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(2)

®3)

(4)

reversed so that the Plan covering the personamployee, member, policyholder, subscriber
or retiree is the Secondary plan and the other iBldre Primary plan.

Dependent Child Covered Under More Than One Plafeds there is a court decree stating
otherwise, when a dependent child is covered byertittan one Plan the order of benefits is
determined as follows:

(a) For a dependent child whose parents are maoriack living together, whether or not
they have ever been married:

. The Plan of the parent whose birthday falls eaiti¢he calendar year is the
Primary plan; or

. If both parents have the same birthday, the Planitas covered the parent
the longest is the Primary plan.

. However, if one spouse’s plan has some other coatidh rule (for example,

a “gender rule” which says the father’'s plan isals primary), we will
follow the rules of that plan.

(b) For a dependent child whose parents are didarceeparated or not living together,
whether or not they have ever been married:

0] If a court decree states that one of the parentgdponsible for the
dependent child’s health care expenses or healthcoaerage and the Plan
of that parent has actual knowledge of those tethad,Plan is primary.
This rule applies to plan years commencing afteiRtlan is given notice of
the decree;

(i) If a court decree states that both parents ar@nsgge for the dependent
child’s health care expenses or health care coeerdng provisions of
Subparagraph (a) above shall determine the ordeeréfits;

(iii) If a court decree states that the parents havegogtody without specifying
that one parent has responsibility for the healtle @xpenses or health care
coverage of the dependent child, the provisiorSulifparagraph (a) above
shall determine the order of benefits;

(iv) If there is no court decree allocating the respulityi for the dependent
child’s health care expenses or health care cogetlag order of benefits for
the child are as follows:

The Plan covering the Custodial parent;

e The Plan covering the spouse of the Custodial paren

e The Plan covering the non-custodial parent; and the

e The Plan covering the spouse of the non-custodiadmi.

(c) For a dependent child covered under more tinerRdan of individuals who are not
the parents of the child, the provisions of Subgaph (a) or (b) above shall
determine the order of benefits as if those indigid were the parents of the child.

Active Employee or Retired or Laid-off Empée. The Plan that covers a person as an active
employee, that is, as employee who is neitherdidor retired, is the Primary plan. The Plan
covering the same person as retired or laid offleye is the Secondary plan. The same
would hold true if a person is a dependent of aive@mployee and that same person is a
dependent of a retired or laid off employee. If ttiger Plan does not have this rule, and as a
result, the Plans do not agree on the order offtigrihis rule is ignored. This rule does not
apply if the rule labeled D(1) can determine theeorof benefits.

COBRA or State Continuation Coverage. peason whose coverage is provided pursuant to
COBRA or under a right of continuation provided stgate or other federal law is covered
under another Plan, The Plan covering the persanasmployee, member, subscriber or
retiree or covering the person as a dependent@ifgtoyee, member, subscriber, or retiree is
the Primary plan and the COBRA or state or othéefal continuation coverage is the
Secondary plan. If the other Plan does not hagatihé, and as a result, the Plans do not agree
on the order of benefits, this rule is ignored.isTrale does not apply if the rule labeled D(1)
can determine the order of benefits.
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(5) Longer or Shorter Length of Coverage. ThanRhat covered the person as an employee,
member, policyholder, subscriber or retiree longethe Primary plan and the Plan that
covered the person the shorter period of timedstacondary plan.

(6) If the preceding rules do not determinedtder of benefits, the Allowable expenses shall be
shared equally between the Plans meeting the tefiraf Plan. In addition, This plan will not
pay more than it would have paid had it been tlmadty plan.

8.4 Effect on the Benefits of this Plan

A. When This plan is secondary, it may reduceeétsdiits so that the total benefits paid or provideall
Plans during a plan year are not more than theAditavable expenses. In determining the amount to
be paid for any claim, The Secondary plan will oidte the benefits it would have paid in the absenc
of other health care coverage and apply that catiedlamount to any Allowable expense under its Plan
that is unpaid by the Primary plan. The Secongiay may then reduce its payment by the amount so
that, when combined with the amount paid by thenBry plan, the total benefits paid or provided by a
Plans for the claim do not exceed the total Alloleadxpense for that claim. In addition, the Seemynd
plan shall credit to its plan deductible any ameubiwould have credited to its deductible in the
absence of other health care coverage.

B. If a covered person is enrolled in two or moteséd panel plans, and if, for any reason, inclgdiire
provision of service by a non-panel provider, béaefre not payable by one Closed panel plan, COB
shall not apply between that Plan and the othesd&tigpanel plans.

8.5 Right to Receive and Release Needed Information

Certain facts about health care coverage and ssrai@ needed to apply these COB rules and tawlagebenefits payable under
This plan and other Plans. Health Plan may gédtitts it needs from or give them to other orgatiora or persons for the purpose
of applying these rules and determining benefitgapke under This plan and other Plans coveringp#son claiming benefits.
Health Plan need not tell, or get consent of amgqreto do this. Each person claiming benefitseurdhis plan must give Health
Plan any facts it needs to apply those rules atetmiéne benefits payable.

8.6 Facility of Payment

A payment made under another Plan may include auanthat should have been paid under This plchddes, Health Plan may
pay that amount to the organization that made dyenent. That amount will then be treated as thatughre a benefit paid under
This plan. Health Plan will not have to pay thabaint again. The term “payment made” includes mtiog benefits in the form of
services, in which care “payments made” meanseheanable cash value of the benefits providederidim of services.

8.7 Right of Recovery

If the amount of the payments made by Health Fandre than it should have paid under this COB ipiow, it may recover the
excess from one or more of the persons it hasgrdat whom it has paid; any other person or orgation that may be responsible
for the benefits or services provided for the cedgrerson. The “amount of the payments made” iedltisk reasonable cash value
of any benefits provided in the form of services

8.8 Coordination Disputes

If the Member believes that Health Plan has nal pailaim properly, The Member should first attetoptesolve the problem by
contacting the Health Plan at (419) 887-2525 oerred Section XI, Internal and External Reviewthe Member is still not

satisfied, the Member may call the Ohio Departneéimsurance for instructions on filing a consurmemplaint. Call 1-800-686-
1526, or visit the Department’s website at httpstiirance.ohio.gov

IX. REIMBURSEMENT, NON-DUPLICATION AND SUBROGATION

9.1 Payment and Reimbursemery executing an enrollment application and/aediy or indirectly
presenting claims for payment for Covered Servigebscribers and their Dependents agree thakifiess or injury to a Member
is caused by an act or omission of a third parttherMember, Health Plan may elect to pay for theeed Services and seek
reimbursement or subrogation. If a Member or Mersbegal representative settles or obtains a juggron a claim for injuries to
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Member, Member agrees to reimburse Health Plan fhenamounts recovered at the full Value of MedRm=hefits Paid, even if
the settlement or judgment is partial and doeduligtcompensate or make the member whole or irefudl payment for medical
costs. Health Plan’s reimbursement rights aresagiiority claim against any recovery and muspaiel before other claims by the
Member for damages, and must be paid without ashyatéons for Member's attorney fees, costs or atlipenses. Member agrees
to make full reimbursement regardless of how thaetary recovery was designated (e.g., pain andriodf, non-economic loss,
etc.), and regardless of whether the settlemerjtslgments obtained either by the Member or on befithe Member are under
Member’s own insurance, medical payments coveagess, umbrella, uninsured and/or underinsurednisbinsurance, or any
other source (including the party causing suchr&sk or injury).

9.2 Workers' Compensation/Non-Duplicatiorhe benefits which Members are otherwise edtitieeceive
under Health Plan do not duplicate any benefit kictv Members are entitled under Workers' Compemsdiws or similar
employer liability laws. All sums paid by Worket@ompensation or similar employer liability lawsadMemberfor Covered
Services are deemed to be assigned to Health Pthaudject to the procedures set forth in Sectiohsfd 9.3.

9.3 Subrogation As an alternative to reimbursement by Membearasgided in Section 9.1 above, Health
Plan, at its option, may choose to exercise it#tsigf subrogation to the Member’s rights of reagand remedies by joining in a
Member’s lawsuit, assigning its rights to Membeptosue on Health Plan’s behalf, or bringing suitie Member’'s name, as
subrogee. Where a Member has benefits paid bythHRkn as a result of sickness or injury causealthyrd party or the Member,
the rights of the Member to claim or receive congagion, damages or other payment from any persganation or insurer,
including a Member’s own insurer, medical paymearttgerage, any excess, umbrella, uninsured andferinsured motorist
insurance, and any other source (including theymasing such sickness or injury), are transfetwddealth Plan but only to the
extent of the Value of Medical Benefits Paid foemed Services provided to the Member. Health’Pkubrogation rights are a
first priority claim against any recovery and miostpaid before any other claims, including claimthe Member for damages, and
must be paid without any reductions for Membereraiey fees, costs or other expenses, even iés@dtit or judgment is partial
and does not fully compensate or make the Membetewh

9.4 Cooperation by MemberBy executing an enrollment application and/oedtly or indirectly presenting
claims for payment for Covered Services, the Sibscand his/her Dependents agree to execute divérdall assignments or
other documents as may be required and do whaiteweccessary to effectuate and protect fully thats of Health Plan or its
nominee under this Article. Member may not do aimgtwhich might limit, waive or release Health Pareimbursement or
subrogation rights.

Member agrees not to settle a claim for any sickone#jury caused by a third party or the Membithout either
providing for full and immediate reimbursement teaith Plan at the Value of Medical Benefits Pa@hfrsums due from the
settlement, or agreeing in writing with Health Pkefore the settlement on some other payment stéhadd security payment.
Health Plan’s right of reimbursement and subrogatioder sections 9.1 and 9.3 of this article apgigre Member’s sickness or
injury arises from any accident, trauma, producfram the actions or inactions of any persontgntianufacturer or the Member.
Member or Member’s Representative must notify HeBlan of the incident causing the sickness oirynjuthin 30 days of the
incident. Should the Member be incapacitated fal@gs or longer, the Member or Member’'s Represgatatust notify the Health
Plan as soon as feasible but no later than theodatdnich Member or Member’s Representative filEsssuit to recover damages
or 120 days prior to the expiration of the statftémitations, whichever is sooner.

Should Member fail to comply with Sections 9.1, 8r39.4 of this Article, Member shall pay Healtra®k
reasonable collection costs and attorney feesitiedun collecting amounts due Health Plan, orhmdlternative, and at Health
Plan’s sole option, Health Plan may elect to demyre claims for Covered Services presented by dwetalf of the Member until
the sum of any such denied future claims is equtié amount that Member was obligated to reimbHiessth Plan.

9.5 Cooperation by EmployerBy executing this Agreement, the Employer agreessist Plan in obtaining
necessary information from covered employees asmaagquired and do whatever is necessary to affecaind protect fully the
rights of Health Plan or its nominee under thisdet

X. GROUP CONTINUATION AND INDIVIDUAL CONVERSION COVERAGE

10.1 Group Continuation Coveragé&nder certain circumstances Members who ceasgetd eligibility
requirements under Section Il of this Agreemeny imaeligible for Group continuation coverage urtlerGroup's health benefits
plan. Exceptwhere COBRA, 29 U.S.C. §81161-67liapjnd provides to the contrary, Group contiraratioverage will not be
available for:

A. Any person who is, becomes, or could be covergter Medicare as primary coverage; or
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B. Any person who is, becomes or could be covesexh&mployee, member or dependent by any
other plan which covers health services; or

C. Any person who does not reside in the Health'®I&ervice Area; or

D. Any person from any Group whose coverage wasiteted for any reason by Health Plan.

10.2 Conditions of Group Continuation CoverageGooups with Fewer than 20 Employeesny eligible
employee as defined in Ohio Rev. Code §1751.53rtdeetApril 1, 2009) may continue coverage undegtbep contract for the
employee and the employee's eligible Dependenta,geriod of 12 months after the date that thejgeoverage would otherwise
terminate by reason of the involuntary terminatibhis/her employment. The Group coverage avalablder this provision is
subject to the limitations contained in Ohio Redli$&de §1751.53 and application for continuatiomecage must be made in
accordance with that section. Group is respon$illeending required documentation to Health Ptarcerning election of group
continuation coverage and any applicable requestdntinuation coverage premium subsidy.

10.2.1 _Group Continuation Coverage for Subscriiisare Reservists in the Armed Fordésalth Plan will
offer continuation coverage for Subscribers whoraservists called to active duty in the Armed Esrof the United States as
required by the Uniform Services Employment andrf@eyment Rights Act (USERRA) and Ohio Revised C8i@51.54.

10.3 Conditions of Group Continuation Coverage@wooups with 20 or More Employees (Consolidated
Omnibus Budget Reconciliation ActHealth Plan will offer group continuation covgeao all Members entitled to such coverage
under the Consolidated Omnibus Budget Reconcitiatict (COBRA), 29 U.S.C. §1161-67 for the periodimie COBRA requires
that continuation coverage be provided for the Memibhis coverage is subject to the Member's amaiBs compliance with all
COBRA requirements and with this Agreement. Groaptinuation coverage will cease upon terminatibthis Agreement.
Unless required otherwise by COBRA, Group contiimmtoverage under this section will cease upon bEn(l) becoming
covered under any other group plan without an eskafurelating to a pre-existing condition of suclerivber or (2) becoming
entitled to Medicare benefits.

10.4 COBRA DisabledHealth Plan reserves the right to charge up@¥d.of premium after the 18th month
of COBRA continuation coverage if the individualsxdisabled under either Title Il or XVI of the Salcbecurity Act at the time of
the qualifying event described in 29 U.S.C. Secliaf3(2).

10.5 Termination of Group Continuation Coverade the event coverage under the Group's cortioma
coverage ceases other than for reason of nonpaysatdted in Section 6.2 and 7.3 or terminatiaghisfAgreement, Subscriber
and/or eligible Dependents may convert their enrefit to individual membership without furnishingdance of insurability. To
obtain individual membership, the eligible Membeunstn (a) continue to reside in the Service Ared,s{ibmit a completed
application for conversion to an individual poliejthin 31 days after the date of termination of ¢ineup continuation coverage,
and (c) submit the payment required for the menfijersiealth Plan will provide notice of the conversoption to the Subscriber
as required by Ohio Revised Code § 1751.16.

10.6 Conversion to Individual Coverage

A. Individual Conversion Coverage is Available retFollowing Situations

Q) Ceasing to be Employed by Groulm the event a Subscriber ceases to be covered
under this Agreement solely as a result of theitgation of his/her employment with
Group, the Subscriber may convert his/her enroltrteeimdividual coverage without
furnishing evidence of insurability and without aed to health status or requirements
for health care services. It is the Subscribesponsibility to apply in writing to
Health Plan for individual conversion coverage il days after employment with
Group terminates.

(2) Death or Divorce In the event that the Dependent of a Subscrilher is legally
capable of contracting ceases to be covered uhidekgreement solely as a result of
the termination of marriage to, or death of, thesRuiber, then the Dependent may
convert to individual coverage without furnishingdence of insurability and without
regard to health status or requirements for healtd services. It is the Dependent's
responsibility to apply in writing to Health Plaorfindividual conversion coverage
within 31 days after the termination of marriagedodeath of, Subscriber.

3) Dependent Child Reaching Limiting Agén the event the Subscriber's Dependent
Child ceases to be covered under this Agreemesltydadcause the Child marries, is
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no longer a Dependent of Subscriber, attains thmititig age for an eligible
Dependent Child or is no longer incapable of seffgort, the Child may convert to
individual coverage without furnishing evidencersfurability and without regard to
health status or requirements for health care sesvi It is the Dependent's
responsibility to apply in writing to Health Plaorfindividual conversion coverage
within 31 days after the event.

(4) Group Terminates for Non-Payment of Group Premiumshe event this Agreement
is terminated for non-payment of Group premiumg, Subscriber may convert
his/her enrollment to individual coverage withinddys of the notice of termination
of Group coverage, if the Subscriber applies and far individual coverage. The
Subscriber shall be provided coverage without &ilving evidence of insurability and
without regard to health status or requirementhéaith care services.

B. Notwithstanding anything in this Agreement te ttontrary, conversion to individual coverage
is NOT available when:

Q) The Group Medical and Hospital Service Agreeneterminated by the Group for
any reason, other than those under 10,844 or

(2) Member does not reside in Service Area; or

3) Member is eligible for Medicare or any othealie plan coverage.

10.7 Conditions for Individual Conversion Coverad® be considered for individual conversion cager,
the Member must submit to Health Plan a completetsigned enroliment application within 31 daysrrtine date the Member
ceases to meet the eligibility requirements of Agjseement and becomes eligible for individual eension under Sections 10.5 or
10.6 of this Agreement or within 15 days from reteaif notice of the conversion option from Healtlar® whichever is later.
Conditions for entitlement to individual coverage as follows:

A. All conversions to individual coverage must leaccordance with Health Plan's rules,
regulations, policies and procedures governing emion and Members who convert to
individual coverage must sign and comply with gmrts of Health Plan's "Individual Medical
and Hospital Service Agreement”. The benefits labé under conversion coverage may
differ from the benefits available under this Agremt.

B. If a Member eligible for conversion elects t@roise the conversion privilege, the conversion
will be retroactively effective as of the date Goaroverage terminated and will be subject to
the payment of any required amounts due for thd&41election period.

C. If a Member eligible for conversion elects noiixercise the conversion privilege, and the

Member or any Member of his/her family receivedtheservices or benefits during the 31-day
election period, the Member must pay Health PlatHe Value of Medical Benefits Paid for
those services, less any Copayments paid for tiveces.

D. Member must remit to Health Plan the applicgidgment according to the Health Plan's
payment schedule as detailed in the "Individual i&dand Hospital Service Agreement."”

E. If Member becomes eligible for coverage undgrather health care plan, or under Medicare,
eligibility for individual coverage ceases.

XI. INTERNAL AND EXTERNAL REVIEWS

111 Informal Resolution of ComplaintsAll Member complaints will be resolved informalvhenever
possible. A Member is encouraged to initially e to resolve complaints about medical treatnteottgh his/her Primary Care
Physician. If the complaint cannot be satisfattogsolved in this manner, or if the complaimdt a medical treatment issue, the
Member is advised to telephone Health Plan's Mer@berices Department. A Member Services Reprethemtaill be available
to receive the call and seek informal resolutiorttef complaint. If the initial complaint is in wirig, a Member Services
Representative will telephone the Member to sefeknmal resolution within two working days after esgt of the letter for urgent
clinical issues and within thirty (30) working daigs other complaints.

If a complaint is not resolved satisfactorily orirfiormal basis, the Member Services Representadile
inform the Member that he/she may seek formal te&ol of the complaint though the internal and mxaéreview procedure.

11.2 Internal Reviewlf a service is denied, reduced, or terminatieel Member may ask Health Plan to
review the request for the service again. (The Mamnhay also request an internal review if utiliaatmanagement fails to

18 1..1.2010 Ohio HMO GSA



make a decision within the required timeframes u@RC 1751.77, C, D, E.) The Member may
make this request orally or in writing. Writtergreest should be sent to:

PARAMOUNT HEALTH CARE
P. O. Box 928
Toledo, Ohio 43697-0928

The Member must request an internal reviéthin oneyear from the denial, reduction or termination. The Mxem the Member’s
Legal Representative, an Authorized Person, theigeo or the health care facility may requestrédew. The provider and
health care facility must have the Member’s auttadion to request a review. A Member does not rieedwthorization of the
provider. The Member will be given the option dkading an administrative staff hearing, or pgpgting in a teleconference to
present their appeal. If the service is being dgmieduced or terminated because of contract dimeifis, because the service is
not covered under the contract or the case inv@vesmbership or enroliment issue the review wiltbnducted by administrative
staff. Paramount will use a clinical peer for tl@giew if it involves a clinical issue. A clinicpker is a physician or provider who
has the same license as the provider who will perfbe service. The clinical peer will review tilember’s medical records and
determine if the service is medically necessafyhd clinical peer determines that the serviaaéslically necessary, Health Plan
will pay for the service; if the clinical peer deténes that the service is not medically necesséeglth Plan may continue to deny
payment for the services. If the payment for #evises are denied, the Member has the right tdasknother review.

Health Plan will provide the Member with a writtersponse indicating its decision within 30 calertisss of the
receipt date of the written request for an interaglew for pre-service appeals and within 60 cdéemlays for post-service appeals.
If the Member's medical condition requires a fasteiew (called an expedited review), Health Rldhprovide a responssithin
72 hours. If Health Plan does not respond to the Membextpiest for an Internal Review within 60 calendarsdar within 7
calendar days for Expedited Reviews, it is congidex denial and the Member has the right to agfpaékr.

If Health Plan continues to deny payment for theise, the Member will be informed of his or heght to ask for another
review. The Member may appeal denials for anyefreasons listed below:

a) Services are not Covered Services.
b) Services are not Medically Necessary.
c) Services are Experimental and the Member has antakitiness.

11.3 _Ohio Department of Insurance Appedfdealth Plan denies the service becausenitisaa covered
service under the terms of the Health Plan contthetMember may request a review from the DepartroElnsurance. The
Member should write promptly to the Departmentrsfurance at 2100 Stella Court, Columbus, OH 432Xalbthe
Department at 1-800-686-1526. If the DepartmenifinetHealth Plan that making a decision requitesresolution of a
medical issue, Health Plan will initiate an extémaxiew.

11.4 _External Review-Medical Necessity Health Plan denies, reduces or terminateséheice because
it is not Medically Necessary and the service dnedrelated expenses will cost the Member more $880 if it is not covered
by Health Plan (the $500 does not apply in casexpédited reviews), the Member may request arrreadteeview from an
independent review organization (IRO). The IR@as affiliated with Health Plan.

The Member must request this revieithin 180 calendar days of receiving notice that the claim was denied by
the clinical peer. The Member’s request must beriting and include a certification from the prder that the services witbst
the Member morethan $500. The Member, the Member’s Legal Representativéyuthorized Person, the provider, or the health
care facility may request the review. The provigied health care facility must have the membetisaization to request a review.
The Member does not need the authorization optheider.

The IRO will review the Member’'s medical recordslatetermine if the recommended service is Medically
Necessary. If the IRO determines that the seisitedically Necessary, Paramount will pay for $kevice according to the terms
of the contract. If the IRO determines that theise is not Medically Necessary, Paramount do¢$iave to pay for the service.

11.5 _External Review-Experimentdf the Member has a terminal iliness, the Membay also request an
external review when the services are denied beddaalth Plan has determined they are Experimentalestigative. To
qualify for this review the Member must meet altloé following criteria:

1. The Member has a terminal condition that acegrdld the current diagnosis has a high probatifity
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causing death within two years.

2. The Member requests an external revietlater than 180 calendar days after receipt of notice of the
result of the internal review.

3. The Member’s physician certifies that on¢hef following situations applies to your condition:

e Standard therapies have not been effective in imipgathe Member’s condition

e Standard therapies are not medically appropriatéhfo Member

e Thereis no standard therapy covered by Parambatill benefit the Member more than the
therapy requested by either the Member or his pphgsician.

4, The Member’s physician has recommended a deagce, procedure, or other therapy that he or she
certifies in writing is likely to benefit the Membenore than standard therapies or the Member has
requested a therapy that has been found in a pdepamce of peer-reviewed published studies to be
associated with effective clinical outcomes for shene condition.

5. The Member has exhausted the internal reviewgss

6. The drug, device, procedure, or other therapuldvdbe covered if it were not considered to be
experimental or investigative.

11.6 _Expedited ReviewsNhen the review must be completed quickly beeaishe Member’'s medical
condition, the Member may request an external rebig phone, fax or e-mail. However, the Member fiokow up this
request with a written request within five (5) cadar days. The independent review organizatio®}IR
must provide the Member with a response to an atgredeview within seven (7) calendar days of theniber’s initial
request.

The Member may request an expedited review if dedpthe review will do any of the following:

e Place the health of the patient or unborn childarious jeopardy
e Cause serious impairment to bodily functions
e Cause serious dysfunction of any body organ or part

11.7 _Claims or SuitsThe Member may not bring action in court against Health Plan until the Membe
has exhausted all the applicable procedures destabove. In no event shall a Member bring an adticourt against Health
Plan more than two (2) years after the occurrepo® wvhich the legal action is based. In the etlembccurrence upon which
the legal action is based concerns denial of anclar benefits the occurrence shall be deemedye bacurred on the date of
service if the service was in fact received.

XIl. TERM AND TERMINATION OF AGREEMENT

12.1  Term The term of this Agreement will be for the cawtrperiod set forth on the Implementation Page(s)
of this Agreement. Group may not terminate thisegnent during the contract term unless Healtht®dlamaterially breached this
Agreement. The Agreement will be automaticallyenead from year to year subject to premium ratesrdened by Health Plan
unless terminated at the end of the contract tgraither party giving at least 60 days prior writtetice to the other. In the event
a notice of a rate change is issued to the grasgthan 60 days prior to the end of the contract,tdhe contract may be terminated
by either party giving prior written notice to thther at least 30 days before the end of the cotrteem. Health Plan may decline
to renew the coverage provided under this Agreefioeatny reason permitted under HIPAA, including thilure of Group to meet
Health Plan’s Group eligibility requirements inclog minimum employer contribution of premium orgi®up participation rules
set forth in Section 3.8. Health Plan shall pdeviGroup with notice of any change in premium ré&esny renewal period in
accordance with Section 6.1.

12.2 Termination of Service Agreement

A. Upon default in making payments in accordandhb iticle VI, all rights to benefits hereunder
shall terminate at the end of the period for wradthrequired premiums have been made and Health iRy
deem such default as action by Group to canceftirisement. In such event, Health Plan shall n@Gifyup and
Subscribers of the effective date of terminatibnthe case of multiple year Agreements, failurartake
payments will not terminate the Agreement and Gmwiliremain liable for all outstanding payments.
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B. Upon failing to provide documentation to esigtbiGroup eligibility or falling below Group
participation requirements stated in Section 36xlth Plan shall notify Group. Group shall havéysi80) days
to provide sufficient documentation and/or bringtiggpation up to required level. After sixty (6@3ys, if Group
does not provide sufficient documentation and/oetminimum participation requirement, Health Plaals
notify Group and Subscribers of the effective dteermination.

XIll. GENERAL PROVISIONS

13.1 AssignmentNeither Group nor Member may assign any benefitker this Agreement to any person,
corporation or other organization. Any such assignt will be void. Health Plan may assign its tigilmder this Agreement to any
corporation or other entity that controls or is @ndommon control with Health Plan. Any entitytteacceeds to the rights and
responsibilities of Health Plan is bound by this@ement.

13.2 Medical RecordsIn order to implement this Agreement, it mayrieeessary for Health Plan or any
Participating Provider to obtain a Member's medieabrds and information. By executing an enrofitregoplication and/or
directly or indirectly presenting claims for payrésr Covered Services, a Member gives Health Risauthorized agent(s) and
Participating Providers permission to obtain anelthese records and that information.

13.3 Identification of Members Members must be identified as Health Plan Memlbgr means of an
identification card to be issued by Health Plahe dentification card itself confers no rightsévices or other benefits under this
Agreement. To be eligible for benefits, the He&lilin must have received all applicable and othgments as required under this
Agreement.

13.4 Notice Any notice required to be given to Group undés Agreement must be in writing and sent by
certified mail, return receipt requested, to Gratiphe address appearing on the Endorsement Pagégsires to Health Plan
should be sent by certified mail, return receigfuested, to Health Plan's administrative officethataddress set forth on the
Endorsement Page(s) hereof. Notice shall be effegthen received.

13.5 Severability If any provision of this Agreement, on its etige date or thereafter, is determined to be in
conflict with Federal law, Ohio law or applicablédes and regulations of the Ohio Department ofriauisce, the provision shall be
fully severable and the remaining provisions sbatitinue in full force and effect.

13.6 Waiver The waiver by either party of any breach of angvision of this Agreement may not be
construed as a waiver of any subsequent breabtle sbime or any other provision. The failure ta@se any right hereunder may
not operate as a waiver of such right.

13.7 Relationship Among Partiebleither of the parties hereto, nor any of thespective employees, may be
construed to be the agent or representative afttier. In addition, a Member is not the agenepresentative of Health Plan, and
will not be liable for any acts or omissions of Hia&lan, its agents or employees or of any Paataig Provider. The relationship
between Health Plan and Group and between Healthdd Participating Providers is an independentractual relationship.
Participating Providers are not agents or emplogéetealth Plan, nor is Health Plan, or any empéogEHealth Plan, an agent or
employee of the Participating Providers.

13.8 Relationship between Health Plan and Participd&roviders Participating Providers are acting as
independent contractors and are not employeeg didhalth Plan. The final responsibility for albi®ons with respect to medical
care rests with the Participating Providers. HeRlan is not responsible for providing Covered/ess, but rather for payment of
those services. No claim may be made against Heklthor its Board Members, officers, employeesnégy successors or assigns
for actions of any Participating Provider.

13.9 Governing Law This Agreement will be governed in all respdmtshe laws of the State of Ohio.

13.10 _Entire AgreementThis Agreement, and each Member's enrollmenlicgijon, member handbook,
riders, explanation of benefits, endorsements, samyf benefits, amendments, and any other attastsnt@this Agreement, are
incorporated and made part hereof, (hereinaftermed to as “Documents”) which constitute the entigreement between the
parties and, as of the effective date, supersetieshar agreements and any representations, bottemwand oral, by and/or
between the parties. The Group Medical and HosBialice Agreement will be the controlling documiéttiere are disputes or
inconsistencies in the Documents. No amendmetitsstégreement shall be valid unless in writing agdeed to by the parties as
set forth in the Agreement.
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13.11 _Confidentiality/Priva¢@ecurity Health Plan is a covered entity under the Hdakhbrance Portability
and Accountability Act (HIPAA) Privacy and Securyandards and the parties shall comply with tHeAN requirements. Health
Plan is permitted to use, obtain and disclose Memimected health information to perform HealtarPervices in accordance with
HIPAA and “Paramount’s Notice of Privacy Practiceg?ursuant to the requirements of 45 C.F.R. §3184b)(2), Group warrants
and represents that it will:

A. Implement administrative, physical, and techh#@afeguards that reasonably and appropriately
protect the confidentiality, integrity, and availé of electronic protected health informatiorathit creates, receives, maintains, or
transmits on behalf of Health Plan;

B. Ensure that the adequate separation requird8 I/F.R. § 164.504(f)(2)(iii) is supported by
reasonable and appropriate security measures;

C. Ensure that any agent, including a subcontratdovhom Group provides this information
agrees to implement reasonable and appropriateityecieasures to protect the information; and

D. Report to Health Plan any security incidemvbfch Group becomes aware.
13.12 _Participating ProvidersHealth Plan does not guarantee that any one gaygsihospital, or other

provider will be available and/or remain under caat with Health Plan. Termination of any providiem Health Plan network
does not constitute breach of this Agreement.

13.13 _Claim Processing and Paymatealth Plan shall process claims for benefitsgay such claims using
Health Plan’s normal claim determination, payment audit procedures, and applicable cost contapidsirds in accordance with
the benefits described under Attachment A and ataddederal or ERISA regulations. Health Plan @t with providers for health
care services on an economically competitive baide taking steps to ensure that Health Plan neesnieceive quality health care.
Through Health Plan contracts with providers, He#ltan obtains discounts. When Coinsurance is eldaag a percentage of
eligible expenses, the amount a Member pays isdated as a percentage of the allowed amount betiWealth Plan and the
participating provider, rather than a percentageé@provider’s billed charge. Health Plan’s alloveenount is ordinarily lower than
the participating provider’s billed charge. If apcription drug plan is offered through Health Pldealth Plan will retain all
pharmaceutical drug rebates. All claims submittg@ibon behalf of the Member after one (1) yeanfrdate of service shall be
denied.

13.14 _Submission of Claimsit is Member's obligation to individually subndtaims for benefits when
appropriate, or to ensure that claims for benafisssubmitted through the Provider and/or Hospitaviding services to Member.
Group is not eligible to submit claims for beneéits Member's behalf, and does not have standimitiate a legal action against
Health Plan on Member's behalf.

13.15 _Benefit Period, RenewaHealth Plan will administer the application ofnleét provisions such as
Deductible, Copayments, Coinsurance, Out-of-PoCkgayment Limit and any benefit limitations (daigitvor maximum dollar)
according to a Contract Year or calendar year paagoset forth on the Endorsement Page(s). Atainecf a new Contract Year or
calendar year, the Member’s benefits will renewh# benefits renew each calendar year and thepGrmanges benefits prior to
renewal, the new benefits will be effective ashaf tlate of the benefit change.

13.16 _IndemnificationGroup shall indemnify and hold Health Plan hasslagainst and from any and all
claims, damages, losses, judgments, awards anglenses of any kind, including, but not limitedreasonable attorney fees and
costs incurred by Health Plan, due to Group’s failo make the premium payments required by thes@nd conditions of this
Agreement, Group’s breach of the terms and conditaf this Agreement, or the negligence and/ontit@al acts or omissions of
Group, its employees or agents, in connection thithAgreement.

Attachment A: Schedule of Benefits
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ATTACHMENT A
PARAMOUNT CARE, INC.
SCHEDULE OF BENEFITSAND COVERAGE

COVERED SERVICES ARE SPECIFICALLY LISTED IN PARTSII AND Ill, BELOW. ALL OTHER SERVICES
AND/OR SUPPLIES ARE NOT COVERED SERVICES. UNLESBELIFICALLY PROVIDED OTHERWISE,
SERVICES MUST BE PRESCRIBED, PROVIDED BY OR AUTHCHID BY A HEALTH PLAN PHYSICIAN IN
ORDER TO BE COVERED SERVICES. HEALTH PLAN WILL NOFAY FOR ANY SERVICES THAT ARE NOT
COVERED SERVICES. PAYMENT FOR SERVICES THAT ARE NOCOVERED SERVICES IS THE
RESPONSIBILITY OF THE MEMBER. CERTAIN SERVICES ARE SUBJECT TO DEDUCTIBLE,
COPAYMENTS AND/OR COINSURANCE BY MEMBERS AND MAY BE SUBJECT TO MONETARY
AND/OR QUANTITY LIMITSAS SO NOTED ON THE ENDORSEMENT PAGE (S).

l. PROFESSIONAL MEDICAL SERVICES AND SUPPLIES

A. Medical Services
1) Physician office visits. See Endorsement Padef{sJopayment amount.
2) Provision of, or Primary Care Physician refefoa] Emergency

care on a 24-hour per day, 7-day per week basis.
3) Diagnostic/Therapeutic

a) Diagnostic and treatment services as
performed, requested or directed by a Primary
Care Physician or participating gynecologist,
including, but not limited to, consultation and
treatment by Specialist Physicians, routine eye
examinations limited to one per Member every
12 months, surgical procedures, laboratory, x-
ray services, injections, application of casts
and dressings, radiotherapy and administration
of anesthesia. Certain diagnostic procedures
require prior authorization from the Health
Plan. A listing of the diagnostic procedures
that require prior authorization from Health
Plan is available upon request, but subject to
change at Health Plan’s sole discretion.

b) Obstetrical/gynecological care may be
provided or referred by a participating
gynecologist without the prior authorization of
the Member's Primary Care Physician. Care
rendered by Participating vision care,
allergists, dermatologists, pediatric
pulmonologists, hematologists, oncologists,
ophthalmology, pediatric ophthalmology,
retinology, pain management providers and
other Participating Providers as determined by
Health Plan do not require a referral from the
Member's Primary Care Physician.

C) Prescribed x-ray and laboratory tests, services
and materials, e.g.,, diagnostic x-rays,
mammograms, x-ray therapy, chemotherapy,
fluoroscopy, electrocardiograms, electro-
encephalograms, and therapeutic radiology
services.
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B.

d) Physician office visits for allergy testing. See
Endorsement Page(s) for copay amount.
4) Preventive Health Services

Preventive Health Services include the following

a. Well-baby and well-child care including hearingessmings,

b) Childhood immunizations,

C) Annual physical examinations,

d) Cytologic screenings (Pap smears),

e) Mammography screenings

f) Immunizations for influenza, tetanus pneumonia ldRY/,

s)] Pre-natal care,

h) Prostate screening (PSA), and

i) Colorectal screening.

5) Other Professional Services

a) Voluntary sterilization and Contraceptive methodre
covered when optional rider is purchased. See Bedwent
Page(s). Contraceptive Services are limited tdathe@wing:
Depo-Provera injections, IUD, diaphragms and Narpla

b) Routine vision and hearing screening in the BryjnCare
Physician's office. A routine eye exam every 12ithe by a
Specialist Physician is covered without a referfraim
Primary Care Physician. Hearing examination
Participating Provider when ordered by a HealthnPla
Physician. A separate vision insurance plan wilpbimary.
Health Plan will be primary to a discount plan.

C) Primary Care Physicians and other Providers mayigeo
counseling and literature on issues including,nmttimited
to, diet, alcohol and drug abuse, exercise, smakikgfamily
planning.

d) Health Plan will reimburse for one smoking céisseclass at
a participating Health Plan facility.

6) Maternal, Newborns and Infertility

a) Full hospital and medical services includingnateal and
postpartum care, including use of delivery room aumcsery,
general medical services, operations and speaakpiures,
Caesarean sections, administration of anesthesi an
injectables, and x-ray and laboratory services! office
visits for pre-and post-natal care are coveredilindith no
Copayment.

b) Services related to the diagnosis and treatofenfertility.
See Section IV-B, 16, regarding exclusions of alivikes
related to in vitro fertilization, embryo transpiaervices,
reversal of voluntary sterilization and outpatieself-
administered prescription drugs.

C) Care of a newborn Child of Subscriber.

Oral Surgical Services
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1) Covered Oral Surgical Procedures

General dental services are not covered. Ceitaitet oral surgical

procedures are covered when referred by the Pri@arg Physician,
rendered by a participating oral surgeon and apgatdav advance by
Health Plan. Inpatient services require specifialth Plan approval
as detailed in Section Il. Only the following osairgical procedures
are eligible for coverage:

a) Initial first aid treatment received within 48
hours of an accidental injury to sound natural
teeth, the jaw bones, or surrounding tissues.
This includes only extraction of teeth and
repair of soft tissue. A dental insurance plan
will be primary. Replacement and restoration
of teeth are not covered.

b) Medically Necessary orthognathic surgery.

C) Treatment for tumors and cysts (including
pathological examination) of the jaws, cheeks,
lips, tongue, roof and floor of the mouth.

d) Medically Necessary oral surgery to repair
fractures and dislocations.
e) Medical treatment for temporomandibular

joint syndrome (TMJ).

2) Primacy of Dental Plan

Notwithstanding Article VIII of the Agreement, ardal plan will
be primary when available in addition to this cags.
Reconstructive Surgery

Covered when required, as determined by Health, Rdan

a) a malignant or non-malignant neoplasm withie2rg following
initial surgery for neoplasm;
b) repair of anatomical impairment to improve orrreot a

physiological functional disability within 2 yeao$ accident or
injury or up to age 18 if a congenital anatomiaahdtional

impairment;

C) breast reconstruction following a covered mdetag in
accordance with the Women’s Health and Cancer Rigbt of
1998; and

d) plastic surgery following an accidental injurithin 2 years of

the accident;

Durable Medical Equipment and Prosthetic Devices

1) Durable Medical Equipment

Medically Necessary durable medical equipment ampkes
approved by Medicare Part B and subject to Medi€ae B
criteria and limitations on quantity. See excepgiamder c)
below. Durable medical equipment and supplies bristdered
by a Health Plan Physician from a participating viger.
Certain items require prior authorization from thealth Plan.

a) See additional reference under "Home Health
Services", page A-10.
b) Electrical versus manual equipment is at the

discretion of Health Plan. The option to
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purchase or rent is at the discretion of Health
Plan. Repair and replacement of equipment
will be covered at the discretion of Health
Plan.

C) Specifically Excluded Any items not
approved by Medicare Part B, except for
diabetic supplies such as syringes with
needles, refill kit for implantable infusion
pump, external drug infusion and supplies,
blood glucose monitors, test strips, lancing
devices and lancets; and asthma supplies such
as peak expiratory flow rate meters (hand-
held) and spacers for metered-dose inhalers.
Any exceptions are at the sole discretion of
Health Plan.

2) Prosthetic Devices

Prosthetic Devices as determined to be MedicalteNgary, and
when ordered or approved by a Health Plan Physarmansuch
devices meet the criteria for coverage under tHesrwf
eligibility for Medicare. Repair of and/or replawent devices if
such devices meet the criteria for coverage urfieriles of
eligibility for Medicare. A Prosthetic Device is aartificial
substitute that replaces all or part of a missiodybpart and its
adjoining tissues.

3) Penile Implants and Erectile Devices

Penile implants and erectile devices are not cavardess the
Group has purchased an optional rider. See Entierse
Page(s).

E. Cancer Clinical Trial

Routine patient care for Members enrolled in agiBle Cancer Clinical Trial in
accordance with ORC 3923.80 is covered. Routirematare under ORC 3923.80
means all health care services consistent withctheerage hereunder for the
treatment of cancer, including the type and fregye any diagnostic modality,
that is typically covered for a cancer patient wdoot enrolled in a cancer clinical
trial, and that is not necessitated solely becatifige trial.

F. Health Education Newsletter

In order to facilitate a preventive approach to ma&ldcare, Health Plan has
provided for a newsletter to be distributed to Suibgrs by direct mail on a
periodic basis. Information will be included whialpdates Health Plan's
procedures. Items of general health interestjtimutal education, reminders of
existing procedures for obtaining services andrrake will be included.

I. HOSPITAL SERVICES

A. Medical/Surgical

The following acute inpatient services are provideldospitals and skilled nursing
facilities under contract with Health Plan whencept in the case of Emergency
admissions, they are ordered by a Health Plan Blapsind Health Plan gives prior
written authorization. Benefits will be providedrfcare rendered in a non-
participating institution only with prior writterughorization by Health Plan, except
in the case of certain Emergencies as specifiaation 11.E.(3). Services related
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to a hospital admission where the patient disctmiimself Against Medical
Advice (AMA), or when the facility requires a diptinary discharge, will be
subject to an additional Coinsurance not to excd@8bc Coinsurance on
medical/surgical admissions and 50% Coinsurancenental health/chemical

dependency admissions.

For the application oftmdil Copayments and/or

Coinsurance for Hospital Services, see the EndastRage(s) of this Agreement.
Benefits include:

1)

2)

3)

4)

5)

6)

7

8)

Room and board for semi-private accommodatioRsivate
accommodations and special diets will be coverddeiflically
Necessary as determined by Health Plan's Medica&icEir in
consultation with the Member's Health Plan Physicia

Diagnostic and interventional radiology servicedinical
laboratory and other diagnostic tests, anesth@sfgen services,

radiation and respiratory therapy, encephalography,

cardiography, nuclear medicine and chemotherapy.
FDA approved drugs, medications and biologicals.

Use of operating room, intensive and coronarge canits,
recovery room and special treatment rooms. Usritgfatient
hospital surgical treatment rooms or outpatierdisat facilities.

Physical, speech, occupational and respirat@sapies.

Administration of blood and blood products. Tdust of these
products is not covered when a volunteer replacepregram is
available.

Pre-and post-hospital planning and referraldmmunity and
social welfare resources.

Heart, lung, heart/lung, liver, pancreas, paasfiédney, bone
marrow and bowel transplants are covered if, artgiéin

a) specific clinical indications are present; and

b) the procedure is not considered to be an
Experimental Service for the diagnosis and
circumstances present; and

C) approval is obtained from Health Plan in
advance of transplant, and confirmed in
writing; and

d) services are rendered in an institution
specifically approved by Health Plan.

Payments related to the search for a bone marrowrdare
limited to $20,000 per Member per lifetime.

When Health Plan selects or approves an institufion
transplant services outside the Service Area, Helhn will
reimburse mileage for car travel or economy clasavel and
reasonable lodging and meals (excluding alcohaiebages)
for the transplant candidate only.

B. Physical Rehabilitatian
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1) Inpatient
Short-term Inpatient rehabilitation services dumpory, trauma

or surgery will be provided when prescribed by alttePlan
Physician and authorized in advance by Health Plan.

2) Outpatient

Physical, occupational and speech therapy on gratent basis
will be covered.

Outpatient services must be prescribed by a HeBldn
Physician and rendered by Participating Providers.

Kidney Disease and Dialysis

1) All Medically Necessary services for hemodiady$dr renal
disease and for kidney transplants, subject ted#ral and state
requirements regarding end-stage renal diseasauding
equipment, training, and medical supplies requic@dhome
dialysis, and directly related reasonable medical hospital
expenses of a donor or prospective donor who iembér of
Health Plan.

2) Should the Member qualify for Medicare bendfitsend-stage
renal disease, Health Plan will coordinate benefitsioted in
Article VIII of this Agreement. Services are cogdronly upon
referral by a Primary Care Physician at faciliieshe Service
Area under contract with Health Plan.

Mental lllness/Substance Abuse Services

1) Mental lliness

Inpatient and outpatient treatment of Biologicadigd Non-
Biologically Based Mental lllness is covered subjedhe same
terms Deductible Copayments and/or Coinsurance as any other
physical disease or condition. See the Endorseiage for
further details.

2) Substance Abuse (Drug and Alcohol Abuse/Additi

The following substance abuse services are covstdiject to
the same terms, Deductible, Copayments and/or @@inse as
any other physical disease or condition. See thdpEement
Page for further detalils.

a) Inpatient services at a Participating Hospital oaeo of a
Health Plan Physician and approved by Health Pfatso
Designated Representative for the direct care raadment
of the acute phase of a substance abuse condition.

b) Partial hospitalization (comprehensive ougrdttreatment
arranged through case management process). Samvice
be approved in advance by Health Plan or its Desigh
Representative.

c) Intensive outpatient programs (comprehenraineprimarily
educational programs for substance abuse condjtions
Services must be approved in advance by Health Plan

d) Outpatient services of a Participating Previidr the direct
care and treatment of the acute phase or rehaioititéor
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substance abuse conditions. Benefits are paiddonidual,
group or family therapy, evaluation and consultaiand

must be approved in advance by Health Plan or its

Designated Representative.

Emergency and Urgent Care Services

1) Emergency Services are those services that eeeled to
evaluate or stabilize an Emergency Medical Condlitio
Examples of an Emergency Medical Condition incluulg,are
not limited to, symptoms of heart attack, strol@spning, labor,
loss of consciousness or respiration, hemorrhagiugg
convulsions. During retrospective claim review,e th
determination as to whether or not an Emergency id4éd
Condition existed will rest with Health Plan.

2) Emergency Services Within the Plan Service Area

a) Medical Care and Notificationin case of an
Emergency Medical Condition, Members are
to proceed directly to the nearest medical
facility. In the event a Member is unsure
about whether a condition is an Emergency
Medical Condition, the Member may contact
his/her Primary Care Physician for
instructions. Medical care is available through
Health Plan Physicians 7 days a week, 24
hours a day. The determination of whether or
not an Emergency Medical Condition exists
rests with Health Plan.

b) Payment for Non-Participating Providers
Payment for Emergency Services of Non-
Participating Providers shall be limited to
expenses for such care required before the
Member can, without serious threat to life or
health, utilize the services of Participating
Providers. Coverage for Emergency Services
provided to a Member by a Non-Participating
Provider will also be provided if a prudent
layperson with an average knowledge of
health and medicine would have reasonably
believed that, under the circumstances, the
time required to travel to a Participating
Hospital's emergency room could result in one
or more of the adverse health consequences
described in Section 2.8 of this Agreement.

C) Follow-Up Care All follow-up care must be
authorized in advance by the Primary Care

Physician.
3) Out-of-Area Emergency Services
a) Medical Care and Notification If the Member is

outside the Service Area and suffers an injurflloess

which requires Emergency Services, benefits will be

provided.
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If the Member is unable to contact Health Plan @ue
shock or unconsciousness, and immediate Emergency
treatment is necessary, all Professional and Halspit
Services will be covered. However, the Member must,
at the earliest time reasonably possible, contacizPy

Care Physician to receive authorization for follogpv-
care.

b) Follow-Up care Continuing or follow-up treatment for
accidental injury or an Emergency Medical Condition
must be approved in advance by Health Plan and is
limited to care required before the Member camhavit
medically harmful or injurious consequences, retarn
the Service Area. Benefits for continuing or faltap
treatment are otherwise provided only in the Servic
Area, subject to all provisions of this Agreement.
Failure to contact Health Plan will result in ddro&
payment of all claims for services.

C) Limitation  Out-of-area benefits and services are
limited to situations in which care is required
immediately and unexpectedly; elective or specéaiz
care required as a result of circumstances whickdco
reasonably have been foreseen prior to departome fr
the Service Area is not covered. For example, abrm
term childbirth outside the Service Area is notaed.
However, complications of pregnancy or unexpected
delivery are covered outside the Service Area.

4) Transportation Services

In cases of an Emergency Medical Condition, or whehorized
by the Primary Care Physician and Health Planspartation
services to the nearest medically appropriatetiaaile covered.
Certified air ambulance will be covered if Medigdllecessary.

5) Urgent Care Services

Urgent Care Services are those services providedrf Urgent
Medical Condition. An Urgent Medical Condition isnha
unexpected illness or injury requiring medical atiten soon after
it appears that is not permanently disabling a-tifreatening.
Services received at a participating urgent camilitia or
physician’s office for an Urgent Medical Conditiare covered.
The determination of whether or not an Urgent MadRZondition
exists rests with Health Plan. Other than spelficset forth
herein, services received for an Urgent Medicaldt@m are not
covered.

6) Emergency Room and Urgent Care Facility Copays

Hospital emergency room and urgent care facilitsityiare
subject to a Copayment or Coinsurance for eaclémti

Il. OTHER FACILITY SERVICES

A. Skilled Nursing Facility Services

1) Coverage Medically Necessary services rendered in aeskill
nursing facility under contract with Health Plare arovered

A-8 1..1.2010 Ohio HMO GSA.



when prescribed by a Health Plan Physician andoaiatéd, in
advance, by Health Plan. Medically Necessary sesviendered
in a skilled nursing facility not under contracttlwHealth Plan
are covered only as required under Ohio RevisedeC®d
1751.68.

Home Health Services

Home Health Services are covered upon the ordemg#alth Plan Physician and
approved in advance by Health Plan. All Home He&ervice benefits are
coordinated through the case management procesampes of Medically
Necessary services which may be arranged througé @nagement include:
physician services, skilled nursing care, physioaupation and other related
therapies, supplies and equipment as determinetkhlth Plan. Convalescent and
custodial services are not covered. Coveragedimgmal comfort and convenience
items and services, such as meals and housekeapingot covered.

Hospice Services

Inpatient and outpatient hospice services, inclgdiare provided by an Ohio-
licensed hospice, for treatment directed at colimigplpain, relieving other
symptoms and such other supportive services asegrdarly provided by the
hospice in support of terminally ill patients. @o&d Services must be upon the
order of a Health Plan Physician and approved waace by Health Plan.

V. RESTRICTIONS AND EXCLUSIONS

A.

B)

Restrictions on Choice of Provider$he following are excludeflom coverage:

1) Services rendered by Specialist Physicians isted in |
(A)(3)(b) in a non-Emergency situation without Mesnkirst
consulting, and obtaining a written Health Planhatization
through, his/her Primary Care Physician.

2) Services obtained from non-Participating Prordde a non-Emergency
situation without prior referral from a Health PIBhysician and written
authorization from Health Plan.

3) Services of chiropractors, unless Group has hased an
optional chiropractic rider.

4) Any services or supplies furnished by a nonigliégginstitution,
which is defined as other than a hospital, outpatsrgical
facility or skilled nursing facility, i.e., custoai domiciliary,
residential treatment facility, convalescent artgérimediate or
day care.

5) Any court-ordered testing, treatment or hosiziédion unless
determined to be Medically Necessary by Healtm Pla
and rendered by a participating provider.

6) Care rendered to self or to a Member by a redati
7) Non-Emergency Services from hospital emergeaciities and
providers unless prior direction is received frdme Primary

Care Physician and/or Health Plan.

Excluded Benefits Unless specifically referenced as Covered Sesyiservices
and/or supplies are not Covered Services and, ftrereare excluded from
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coverage. The following services and benefitsaaneng those services excluded
from coverage:

1) Services rendered before coverage began or efteerage
ended.
2) Benefits in skilled nursing facilities except apecifically

provided in Section IlI-A of this Attachment.

3) Examinations, reports and immunizations for phepose of
obtaining or maintaining employment, insurance,egomental
licensure, travel, employer-requested annual phlsic
exams/treatment, court-ordered or forensic evalnafior for
premarital or paternity purposes.

4) Cosmetic or plastic procedures including surgekgept as
Medically Necessary and provided in Section I-Csi@etic or
plastic procedures including surgery are those gatores that
improve physical appearance or treat a mental ootiemal
condition through a change in body form, but do cmtect or
materially improve a physiological function.

5) Dental care, except for Medically Necessary wsatgery
incidental to fracture, dislocations and tumorsasrotherwise
provided in Section I-B of this Attachment. Exdtrss include,
but are not limited to:

e Treatment on or to the teeth
e Extraction of teeth, including bony impacted wisdtaath
e Treatment of dental abscess or granuloma
e Dental treatment for temporomandibular joint symdeoor
dysfunction
e Placement, removal or replacement of
implants of the teeth and alveolar ridge includimgparatory
oral and maxillofacial surgery (bone grafts)
e Treatment of periodontal disease and abscess
¢ Root canal
e Treatment required for, or as a result of,
biting or chewing
e Braces, retainers, bite plates, snore guards
or any appliance or device which is fitted
to the mouth

6) Treatment for mental retardation and mental cikficy.
Psychological counseling, training and educatidhatapy for
learning disabilities and developmental disordesisig Social
skills classes, Behavioral modification and otheaining
programs including but not limited to Applied Befaal
Analysis (ABA) programs. Long-term rehabilitationnda
residential treatment.

7 Weight loss treatment including but not limitéal gastric
reservoir reduction surgery, gastric stapling, bgsoor diversion
and any other weight reduction programs. Dietamuritional
supplements for gaining or maintaining weight axelwded,
except for charges for nonmilk or nonsoy formulguieed to
treat diagnosed diseases and disorders of amidaacirganic
acid metabolism, protein sensitivity resulting sevehronic
diarrhea, and severe malabsorption syndrome neguli
malnutrition, provided the formula is prescribed ky
Participating Physician, and the Physician furessbupporting
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8)

9)

10)

11)

12)

13)

14)

15)

16)

17)

18)
19)

20)

21)

documentation to Health Plan. The benefits willibgted to
those conditions where the formula is the primasyrse of
nutrition as certified by the treating physiciandiggnosis.

Refractive eye surgery including radial keranoyp LASIK and
implantable corrective lens (except for lens follagvcataract
surgery), Orthoptic (vision) training.

Custodial or domiciliary care; personal comfieetns such as
television, telephone, private rooms (except as ibédig
Necessary) in a hospital or skilled nursing fagilitousekeeping
services and meal services as a part of Home HEalté.

Experimental medical, surgical, or other hegitiocedures
including experimental drugs as determined by HeRlan.
Health Plan will make this determination based dwm t
recommendation of the Medical Advisory Committee &me
most recent HAYES Medical Technology Directory.

In addition, pharmaceuticals and devices which naveeceived
FDA approval are considered experimental.

Care for conditions which state or local lagyriees to be treated
in a public facility or for which a Member has mgél obligation

to pay.

Care for military service connected disabi#iti® which the
Member is legally entitled, at a military, veter@rother federal
health care facility.

Transportation services other than as set for8ection II-E-4
of this Attachment.

Durable Medical Equipment, appliances and sapfibr home
use not approved by Medicare Part B.

Trimming of corns, calluses and nails except diabetic
conditions approved in advance by Paramount.

In vitro fertilization (IVF), embryo transplaservices (GIFT,
ZIFT), artificial insemination, reversal of volumyesterilization,
ovarian tissue transplant and related servicesatphtient self-
administered infertility prescription drugs. Inféty injections or
medications normally self-administered by the Memié not

be covered in the Physician office.

Abortions and any related procedures, unlesdidady
Necessary.

Oral contraceptives, unless Group has purchaggéohal rider.

Transsexual surgery and related services.

Physical therapy and occupational therapy, gxas provided
under Section II-B of this Attachment; non-medimivices such
as vocational rehabilitation, employment counseliramd

equestrian therapy.

Speech therapy except as provided in Sectidi2lof this
Attachment.
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22)

23)

24)

25)

26)
27)

28)

29)
30)
31)

32)

33)

34)

35)

36)

37)

38)

39)

Prescription drugs except those provided dngattient basis in
Section II-A-3 of this Attachment, unless Group paschased
optional rider.

Experimental organ transplants (See ArticléDkfinitions" of
Agreement and Section 11-A-8 of this Attachment).

Private duty nursing, unless Group has purchaptonal rider.

Contact and corrective lenses and eyeglasskEessuGroup has
purchased optional rider.

Growth hormones or steroids used for growthdemelopment.
Cranial electrotherapy units.

Counseling for marital or relationship conflicemployment
counseling and vocational rehabilitation counsetiagyices.

Sclerotherapy for spider angiomas.
Breast augmentation and/or reduction surgery.
Hearing aids, unless Group has purchased @ptimter.

Penile implants and erectile devices, unlessihas purchased
optional rider.

Services rendered primarily for the conveniesfceMember in
the absence of a specific clinical requirement.

Charges for completion of forms and report&othan for the
patient's medical record.

All services related to organ donations frohwiag donor who
is not a Health Plan Member, unless no other caeera
available. Travel, lodging or meals for a donor whaot a
Health Plan Member. And all services related kealth Plan
Member who is donating to a recipient who is nbiealth Plan
Member.

Surrogate and/or gestational pregnancy and eeigted
procedures.

Upper and lower jawbone surgery except as requdimedirect
treatment of acute traumatic injury or cancer,onecessary to
safeguard a Member’s health due to a non-dentaiplogical
impairment. Surgery for the treatment of the teropmandibular
joint which is dental in nature.

Staged procedures or surgeries when performecdejmapation
of a non-covered reconstructive surgery.

Alternative medicine/therapy including but not lied to: related
laboratory testing, non-prescription drugs or meéis, vitamins,
nutrients, food supplements, biofeedback traimegrofeedback
training, hypnosis, acupuncture, acupressure, rgagserapy,
aromatherapy, Chelation therapy, rolfing and relatiegnostic
tests.
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40)

41)

42)

43)

Laser treatment including Candela, V-beam and mhotamic
therapy for rosacea, port wine stains and other disiorders.

Extra Corporeal Shock Wave Therapy (ESWT) for comas of

the feet, elbows and shoulders.

Removal of skin tags.

In connection with a cancer clinical trial;

a.

b.

A health care service, item or drug that is the
subject of a cancer clinical trial;

A health care service, item, or drug provided
solely to satisfy data collection and analysis seed
for the cancer clinical trial that is not usedlie t
direct clinical management of the patient;

An investigational or experimental drug or device
that has not been approved for market by the
United States food and drug administration;
Transportation, lodging, food, or other expenses
for the patient, or a family member or companion
of the patient, that are associated with the triavel
or from a facility providing the cancer clinical
trial;

An item or drug provided by the cancer clinical
trial sponsors free of charge for any patient;

A service, item, or drug that is eligible for
reimbursement by a person other than the insurer,
including the sponsor of the cancer clinical trial.
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