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CERTIFICATE

UNICARE Life & Health Insurance Company certifies that it has
issued a Group Policy Number Gl 146220 insuring certain employees
of

EGYPTIAN AREA SCHOOLS EMPLOYEE BENEFIT TRUST
(herein called the Plan Sponsor)

This booklet describes the benefits provided as of September 1,
2008. Certain terms of the Group Policy which affect your insurance
are contained in the following pages.

The Group Policy was issued in the state of Illinois. Its laws and rules
will govern in resolving any questions about the Group Policy.

While you remain insured, this booklet is your Certificate of Insurance.
It replaces any prior booklet given to you for the types of insurance
described here.

233 S. Wacker Drive, Suite 3900 UNICARE Life & Health
Chicago, IL 60606 Insurance Company

=

President and CEO
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SCHEDULE OF BENEFITS
PERSONAL AND DEPENDENT VISION EXPENSE INSURANCE

All benefits payable are subject to the provisions, limitations and
exclusions contained in the group policy.

LEVEL OF
PLAN BENEFIT

Examinations

Ophthalmologist or Optometrist

Preferred Provider
Nonpreferred Provider

Lens, Pair

Single Vision Prescription
Preferred Provider
Nonpreferred Provider

Bifocal Prescription
Preferred Provider
Nonpreferred Provider

Trifocal Prescription
Preferred Provider
Nonpreferred Provider

Progressive
Preferred Provider
Nonpreferred Provider

Frames
Preferred Provider

Nonpreferred Provider

Contact Lenses
Preferred Provider
Elective (1)

Non-Elective (2)

Nonpreferred Provider
Elective (1)
Non-Elective (2)

$15 copayment
Up to maximum of $35

$15 copayment
Up to maximum of $25

$15 copayment
Up to maximum of $40

$15 copayment
Up to maximum of $55

$15 copayment plus $65
Up to maximum of $40

No copayment, up to $130
retail value
Up to a maximum of $45

No copayment, up to $130
retail value
Covered in full

Up to a maximum of $105
Up to a maximum of $210

(1) Elective Contact Lenses - Prescription contact lenses that are
selected by the member for cosmetic reasons.
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(2) Non-Elective Contact Lenses - Non-elective lenses are
provided for reasons that are not cosmetic in nature and have a
maximum benefit per benefit period. Non-elective contact lenses
are covered when the following conditions have been identified or
diagnosed:

a) Extreme visual acuity or other functional problems that cannot
be corrected by spectacle lenses; or

b) Keratoconus - unusual cone-shaped thinning of the cornea of
the eye which usually occurs before the age of 20 years; or

¢) High Ametropia - unusually high levels of near sightedness,
far sightedness, or

d) Anisometropia - when one eye requires a much different
prescription than the other eye.

Note: If you elect covered Non-Elective Contact Lenses or Elective
Contact Lenses within one Benefit Period, no benefits will be
available for covered lenses and frames until your next
Benefit Period.

Benefits are available once per 12 month period for examinations and
lenses (eyeglass/contacts), and once every 24 months for frames
based on the last date of service.

Finding a Vision Provider

UniCare's Vision plan has an extensive network of preferred
providers. You can easily find a provider conveniently located near
you by checking the directory at www.UniCare.com.

Using a Preferred Provider

By using a preferred provider, you minimize your out-of-pocket
expenses and receive the benefits of not having to hassle with
paperwork, since the preferred provider verifies your eligibility and
obtains all the necessary information. You simply pay your copayment
and any remaining balance at the time of your appointment.

Preferred providers offer you discount pricing, which is significantly
below retail. You receive substantial savings (15%-40% or more) on
additional eyewear pair purchases, contact lenses, lens treatments,
specialized lenses and various sundry items.
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Using a Non-Preferred Provider

If you choose to go to a non-preferred (non-network) provider, you
must pay the provider directly at the time of service for exams and
materials. Out-of-network claims must be submitted by you. Simply
submit a claim for reimbursement. When using a non-preferred
provider, your coverage may be limited and your out-of-pocket
expenses may be greater.
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BASIC TERMS

Here, some basic terms of the benefit plan are discussed. Where
these terms are used in this booklet, they have the meaning
explained here.

Covered Person: means a Plan Member or a dependent with
respect to whom a Plan Member is insured by the group policy.

Doctor: means a physician licensed to practice medicine. Such a
doctor must be licensed or certified by the state in which the services
are rendered and acting within the scope of that license or certificate.

Experimental or Investigational: means any procedure, treatment,
facility, supply, device, or drug that:
1. is not generally accepted by the United States vision community
as effective for diagnosis, care or treatment; or
2. is subject to research protocols indicating that the procedure,
treatment, facility, supply, device, or drug is “experimental or
investigational;” or
3. requires the patient to sign a consent form which indicates that
the procedure, treatment, supply, device, or drug is “experimental
or investigational” or is part of a research or study program; or
4. requires the provider’s institutional review board to acknowledge
that the procedure, treatment, facility, supply, device, or drug is
“experimental or investigational,” and subject to the board’s
approval.

Important Notice — The Insurer may rely upon the advice of vision
review groups and other vision experts to determine which services
and/or supplies are experimental or investigational. The decisions
whether there is enough scientific data, and the decision as to
whether a service or supply is “experimental or investigational” will be
made by the Insurer.

The Insurer will determine, in its discretion, whether a procedure,
treatment, facility, supply, device, or drug is “experimental or
investigational.”

Injury and lliness: In this plan, the word “injury” means an
accidental bodily harm. The word “illness” means a sickness that
impairs a Covered Person’s normal function of mind or body.
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Insurer: Benefits are provided through a group insurance policy.
The “Insurer” who issued that policy is UNICARE Life & Health
Insurance Company. Their home office is located at 233 S. Wacker
Drive, Suite 3900, Chicago, IL 60606. Inquiries to the Insurer should
be made to that office. Please include your group policy number as
shown in the Certificate in the front of this booklet. The Claims and
Plan Member Rights section of this booklet tells where and how
benefit claims should be made.

Personal and Dependent Insurance: “Personal insurance” means
your insurance under the group policy with respect to yourself. The
words “dependent insurance” refer to insurance for your dependents
under the group policy. The Plan Membership section of this booklet
discusses how you may obtain insurance under the group policy for
yourself and your qualified dependents.

Plan Member or Member: means a person who is insured by the
group policy with respect to himself or herself.

Plan Sponsor: means the employer who makes this benefit plan
available to you.

Reasonable and Customary Level: means a charge which is the
usual charge made to persons in the same general locality for similar
services or supplies.

Important Notice — The Insurer may rely upon cost data and the
advice of vision peer review groups and other vision experts to
determine the reasonable and customary level. The determination of
the “reasonable and customary” level will be made by the Insurer.
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PLAN MEMBERSHIP
ELIGIBILITY FOR INSURANCE

This section tells how you may become insured. The term “personal
insurance” means your insurance under the group policy with respect
to yourself. Reference to “dependent insurance” means your
insurance under the group policy with respect to your dependents.

Personal Insurance

To obtain personal insurance, you need to be a qualified employee.
You are a “qualified employee” only if you meet all of these
requirements:

1. you are a full-time employee of the Plan Sponsor, working for
pay on a scheduled normal work week of at least 20 hours, and

2. you perform that work at the Plan Sponsor's usual place of
business, except for duties of a kind that must be done
elsewhere, and

3. you are in a covered employment class named in the group
policy.

If you are a qualified employee on September 1, 2008, you are
eligible for personal insurance on that date, provided you have
completed the applicable waiting period, if any. Otherwise, you
become eligible in accordance with the terms of the group policy.

Specific information regarding the group policy and its terms may be
obtained from the Plan Sponsor. Please see your Benefits
Administrator for additional information.

Dependent Insurance

If you are a qualified employee, you may obtain dependent insurance
for your qualified dependents. Your “qualified dependents” are your
spouse and children as defined and limited here.

The term “spouse” means your husband or wife. Your marriage must
not have ended in a valid divorce decree or annulment.

Reference to your “child” means your direct offspring. The term also
includes your stepchild, legally adopted child, foster child, or a child
placed with you for the purpose of adoption. Any such child must be
unmarried and under age 25.

Your spouse or child who is a full-time member of a country’s armed
forces is not a qualified dependent. Your spouse or child who has
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personal insurance under the group policy may not be your qualified
dependent unless he or she elects dependent insurance in place of
the similar personal insurance. If you and your spouse both have
personal insurance under the group policy, your qualified dependent
children may be insured by either, but not both, of you.

You are eligible for dependent insurance on the earliest date that:

1.you are in an employment class covered for dependent
insurance; and

2. you are eligible for similar personal insurance under the group
policy; and
3. you have a qualified dependent.

Provision for Court Support Orders

If the Plan Sponsor receives a court order to provide vision insurance
for a qualified employee’s dependent child or spouse, the Plan
Sponsor must notify the employee and determine if the child or
spouse is eligible for insurance under this group policy. Eligibility
determinations will be made in accordance with federal and/or state
support order laws and regulations. The employee will be
responsible for any contributions required under the group policy.

The insurance provided in accordance with a support order will be
effective as of the date of the support order and subject to all the
provisions of the group policy; except:

1. a qualified dependent may be covered without personal insurance
in effect under the group policy;

2. in addition to the reasons for termination of insurance shown in
the Discontinuance of Insurance provision, the insurance required
by a support order will cease on the earlier of the date the support
order expires or the date the dependent child or spouse is
enrolled for similar insurance.

The group policy will honor all applicable state Medicaid laws and
rules, and will not deny insurance or benefits because a person is
eligible for Medicaid.

If covered expenses for a dependent child or spouse are paid by the
spouse, a custodial parent or a legal guardian who is not a Plan
Member, reimbursement will be made directly to the spouse, custodial
parent or legal guardian rather than to the Plan Member or eligible
employee. A custodial parent or legal guardian may also sign claim
forms and assign plan benefits for the dependent child.

146220-A (09/08)



A child or spouse will not be considered a late applicant as explained
in the Effective Date of Insurance section if a court has ordered that
coverage be provided for the child or spouse under your plan, and the
request for enrollment is made within 31 days after issuance of the
court order.

146220-A (09/08)
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EFFECTIVE DATE OF INSURANCE

Once you have become eligible for insurance, this section tells when
your insurance will begin.

Personal Vision Insurance

Except as explained in the Late Applicant Provisions below, your
personal vision insurance will begin in accordance with the terms of
the group policy. Please see your Benefits Administrator for
additional information.

The Plan Sponsor may require employees to contribute toward the
cost of all or part of their personal vision insurance. Any such
contributory insurance will not become effective for you before you
complete an enrollment form and agree to make those contributions.
The enroliment form may be obtained from the Plan Sponsor.

Late Applicant Provisions For Personal Vision Insurance

If you waive contributory personal vision insurance within 31 days
after you become eligible for personal vision insurance, you must
complete the waiver section of the enrollment form.

If you later request personal vision insurance by completing an
enrolilment form 31 or more days after you become eligible for
personal insurance, you are a late applicant and your insurance will
be deferred for 6 months from the date you requested such
insurance.

Dependent Vision Insurance

Except as explained in the Late Applicant Provisions below, any
dependent insurance for which you are eligible will begin on either
(a) the first day of the policy month coinciding with or next following
the date, or (b) the date that:

1. you have similar personal insurance in effect under the group
policy; and

2. you have a qualified dependent who can be insured as discussed
in this section.

Please see your Benefits Administrator for additional information.

The Plan Sponsor may require employees to contribute toward the
cost of all or part of their dependent vision insurance If so, the only
qualified dependent who may become insured before you sign an
enroliment form and agree to those contributions is your newborn
child. The enrollment form may be obtained from the Plan Sponsor.

146220-A (09/08)
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Your newborn child is insured from the date he or she is born. Within
31 days after the child is born, you need to tell the Plan Sponsor and
agree to any required contributions toward the cost of the child’s
insurance. Otherwise, insurance for the child will cease at the end of
that 31 day period.

You may acquire a new qualified dependent while your insurance for
other dependents is in effect. If so, the new dependent will
automatically become insured.

Late Applicant Provisions For Dependent Vision Insurance

If you waive contributory dependent vision insurance within 31 days
after you become eligible for dependent vision insurance, you must
complete the waiver section of the enrollment form.

If you later request dependent vision insurance by completing an
enrollment form 31 or more days after you become eligible for
dependent vision insurance, your dependent is a late applicant and
dependent insurance will be deferred for 6 months from the date you
requested such coverage.

146220-A (09/08)
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DISCONTINUANCE OF INSURANCE

Your personal and dependent vision insurance coverage will cease
on the first to occur of these dates:

1. the date the group policy is discontinued.

2. the date you are no longer eligible for that coverage. This may be
due to a change in the group policy or because you transfer to an
employment class that is not eligible.

3. the date ending the last period for which you made any required
contribution toward the cost of that insurance.

4. the last day of the policy month in which you cease active work
for the Plan Sponsor.

Specific information regarding the group policy and its terms may be
obtained from the Plan Sponsor.

Your insurance for any one dependent will not continue beyond the
last day of the policy month in which he or she ceases to be your
qgualified dependent. The only exception is discussed in the next
section.

Handicapped Child Extension

If your insured child is handicapped upon reaching the age limit for
qualified dependents, you may continue his or her dependent vision
insurance as discussed here. The term “handicapped” means that
the child is physically or mentally unable to earn a living. In order to
continue the child’s insurance, proof of the handicap must be given to
the Insurer at reasonable intervals. The first proof is due within 31
days after the child reaches the age limit for qualified dependents.

See the Plan Sponsor for the needed proof forms. Premiums for the
child’s insurance will not change.

The Insurer, at its expense, may have its doctor examine the child at
reasonable intervals; but such exams will not be more than once a
year after the second year that the child’s insurance has been
continued under this section. In no event will the child remain insured
beyond the date his or her insurance would cease had the child not
reached the age limit for qualified dependents.

146220-A (09/08)
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COVERAGE PROVISIONS
DESCRIPTION OF THE COVERAGES

The pages of this section specify when plan benefits will be paid. Any
conditions governing whether and how much benefit is paid for those
events are also discussed in this section.

To receive plan benefits, you must be insured as described in the
Plan Membership section of this booklet. Then, your amounts of
insurance are determined by the Schedule of Benefits.

Should you become entitled to benefits, the Claims and Plan Member
Rights section of this booklet tells how to present your claim.

ASSIGNMENT

As a Plan Member, you may become entitled to receive vision
expense benefits from the group policy. You may authorize the
Insurer to pay those benefits directly to the persons or institutions on
whose charges the benefit claim was based. Then, the Insurer will
not be further liable to the extent of any payment so made on your
behalf.

146220-A (09/08)
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VISION CARE COVERAGE
Benefits

The insurer will pay a benefit in the amount of the covered expenses
that a covered person incurs while insured by this coverage. The
“covered expenses” are discussed in the next section.

The maximum benefits for this coverage are shown in the Schedule
of Benefits of this booklet. Those maximums are the most that the
insurer will pay, based on any one person’s covered expenses.

Covered Expenses

Covered expenses are the charges made for the necessary services
and supplies listed here. Each charge is deemed incurred on the
date the service or supply is furnished. Except as limited in the next
section, covered expenses include:

1. Charges for examinations by a licensed ophthalmologist or
optometrist.

2. Charges for lenses, provided they are prescribed as a result of an
examination for which a benefit is payable under this coverage.

3. Charges for frames purchased in conjunction with such newly
prescribed lenses.

4. Charges for contact lenses
Excluded Expenses

This coverage is subject to the General Exclusions shown in this
booklet. Vision care “covered expenses” also exclude:

1. Charges for routine examinations required by an employer in
connection with a covered person’s employment.

2. Charges for more than one examination or more than one pair of
lenses in any benefit period, unless the examination shows the
existing lenses: (@) result in a visual defect equal to at least one
diopter in strength; or (b) require a change of at least 20% in axis
for astigmatism.

3. Charges for more than one purchase of frames in any benefit
period.

4. Charges for: (a) the repair of frames; or (b) duplicate or spare
lenses or frames; or (¢) sunglasses.

146220-A (09/08)
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PROVISION FOR PREFERRED PROVIDERS
Definitions

The following definitions are used in this provision. All other
definitions of the group policy will also apply.

Preferred Provider: means any health care provider designated as
such by the Insurer. A list of preferred providers will be provided to
any Plan Member who is eligible for this coverage.

Nonpreferred Provider: means any health care provider who is not
designated as a preferred provider by the Insurer.

Service Charge: means an amount paid by a Covered Person
directly to a preferred provider before benefits become payable under
the group policy when certain vision services or supplies are
furnished. Any amount used to satisfy a service charge can not be
used to satisfy any deductible amount that may apply to the group
policy. Only covered expenses can be used to satisfy a service
charge.

Effect on Vision Benefits

All the provisions of the group policy will apply to this provision
except:

1. Benefits payable under this provision for covered expenses
incurred by a Covered Person from a preferred provider will be
payable at the preferred provider level of benefit shown on the
Schedule of Benefits.

2. Certain benefits payable for covered expenses incurred from
preferred providers will always be paid at the benefit level shown
on the Schedule of Benefits. These covered expenses, however,
may subject to a service charge before benefits become payable.
The Schedule of Benefits indicates those benefits subject to a
service charge.

Out of Service Area Non—-Emergency Vision Benefits

Preferred provider benefits may be payable for covered expenses
incurred by: (a) a Covered Person traveling outside of his or her
normal service area, or (b) a covered dependent residing outside the
service area who meets the group policy’s definition of a full-time
student. Covered expenses will include non-emergency vision
services provided outside of a hospital emergency room. For
information concerning the availability of a preferred provider in your
travel location, please call the telephone number shown on your
identification card.

146220-A (09/08)
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Free Choice of Providers

A Covered Person has a free choice of any provider for his or her
vision care. At any time, the Covered Person may choose any
preferred or nonpreferred provider. The terms of this Provision for
Preferred Providers, however, will only apply to those services and
supplies that are furnished by a preferred provider.

Assignment of Vision Benefits

As discussed in the group policy’s Coverage Provisions, a Covered
Person may assign vision benefit payments directly to the health care
provider on whose charges the benefit claim is based. If, however, a
Covered Person utilizes the services of a preferred provider, all vision
benefit payments will automatically be assigned directly to the
preferred provider.

GENERAL EXCLUSIONS

The group policy’'s Vision Expense Insurance does not provide
benefits for:

1. Any part of the charges for services or supplies that exceeds a
reasonable and customary level. The Insurer will determine that
level. It may base that level on the charges made to other
persons in the same locality for similar services or supplies.

2. Any charges procedures, treatment, supplies, or devices that the
Insurer determines are experimental or investigational.

3. Charges made by the Covered Person’s immediate family; this
means the person’s spouse, brother, sister, parent or child. Also
excluded are charges that the Covered Person has no legal
obligation to pay; but this does not exclude the cost of services or
supplies provided by a state’s Medicaid program.

4. Any part of the normal charge for services or supplies which the
provider offers to waive, such as the part that would not be paid
by the group policy due to its deductible or copayment provisions.

5. An injury or iliness arising out of or in the Covered Person’s
commission of a felony. Also excluded is an injury or illness
resulting from war, whether or not it is a declared war.

6. An injury or illness for which the Covered Person is eligible for
benefits under any Workers’ Compensation law.

7. Any charges for services or supplies that are solely provided for
educational, developmental or vocational purposes, as
determined by the Insurer.

146220-A (09/08)
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CLAIMS AND PLAN MEMBER RIGHTS
Notice, Proof and Payment of Claim

Due written proof of claim is required in order to receive benefits
under the group policy.

Notice of Claim

Written notice of a claim must be given within 20 days after a covered
loss occurs or begins, or as soon as reasonably possible. The notice
can be given to the insurer at its home office or to the insurer’s agent.
Reference to a “loss” merely means that an event occurred or an
expense was incurred for which this plan agrees to pay a benefit.
The notice must identify you along with the group plan number shown
in the front of this booklet.

Claim Forms

When the insurer receives the notice of claim, it will send the claimant
forms for filing proof of loss. The needed forms may also be obtained
from the plan sponsor. If these forms are not given to the claimant
within 15 days, the claimant will meet the proof of loss requirements
by giving the insurer a written statement of the nature and extent of
the loss within the time limit stated in the Proof of Loss section.

Proof of Loss

Due written proof of loss must be given to the insurer. As to a
continuing loss for which periodic benefits are to be paid, the proof is
due within 90 days after the end of the period for which the insurer is
liable. As to any other loss, the proof is due within 90 days after the
loss occurs. Failure to furnish the proof when due shall not invalidate
or reduce the claim if the proof is given as soon as reasonably
possible. But, unless delayed by the claimant’s legal incapacity, the
required proof must be furnished within 2 years of the time it was due.

Filing Claim Forms

The proof of loss “claim forms” contain instructions as to how they
should be completed and where they should be sent. Be sure to fully
complete your portion of the forms. Unanswered questions may
delay the processing of your claim.

Your doctor will normally show his or her charges in his or her part of
the claim form. If there are other vision charges, you should attach
the actual bills. These bills must show:

1. the name of the person or firm making the charge;

146220-A (09/08)
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2. the name of the patient;
3. the dates of treatment;

4. the service rendered, diagnosis of condition treated, and the
amount charged.

If your vision treatment covers a long period of time, please submit
bills periodically. Do not submit bills covering several members of
your family; separate bills are required for each patient.

Remember, the actual bills will be needed. Cancelled checks, cash
register receipts or a list of expenses you prepared yourself cannot be
accepted as proof of loss.

Time of Payment of Claims

All other benefits will be paid as soon as the insurer receives the
required proof of loss.

All vision benefits must be paid within 30 days after the insurer
receives due written proof of loss. Within 30 days of the date the
claim is received, the insurer must:

1. pay the claim; or

2. notify the insured or the insured’s assignee that additional
documentation is needed.

Claims paid 30 or more days following the date the insurer receives
satisfactory proof of loss will be subject to interest at a rate of 9% per
year. Interest is calculated from the 30" day following receipt of proof
of loss until the date of the late payment. No interest payment is due
for any amount of interest which is less than $1.00.

Payment of Claims

All vision benefits will be payable to you or, at the insurer’'s option,
directly to the health care provider, unless you have requested
otherwise, in writing, when filing the proof of loss.

Any benefit that is due but not paid when your death occurs may, at
the insurer’s option, be paid to your beneficiary or to your estate. But,
while you are living, all such other benefits will be payable to you.

By this provision, a benefit may become payable to: (a) your estate;
or to; (b) someone who is unable to execute a valid release. If so, the
insurer shall have the option to pay up to $1,000 of that benefit to
anyone who is: (@) related to you or your beneficiary by blood or
marriage; and is (b) deemed by the insurer to be equitably entitled to
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the benefit. The insurer will be discharged to the extent of any such
payment made in good faith.

Legal Actions

There are time limits as to when legal action can be taken to obtain
group policy benefits. No legal action can be taken until 60 days after
written proof of loss has been given as discussed above. No legal
action can be taken more than 3 years after written proof of loss was
required by the above terms. Legal action with respect to a claim that
has been denied, in whole or in part, shall be contingent upon having
obtained the insurer’s reconsideration of that claim, as explained next
in this section.

Reconsideration Of A Denied Claim

If you are a plan member or a member’s beneficiary, and your benefit
claim is totally or partially denied, the insurer will give you a written
notice. The notice will give the reasons for denial. If you do not
agree with the reasons given, you may request reconsideration of
your claim.

To do so, you should write to the insurer within the 60 days after you
received the notice of denial. The insurer's name and address
appear in this booklet. They will also be on the notice of denial. You
should say why you believe the claim was improperly denied. Include
any data, questions or comments that you think are appropriate.
Unless the insurer requests additional material in a timely fashion,
you will be advised of its decision within 60 days after your letter is
received.

146220-A (09/08)
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PROVISION FOR SUBROGATION/REIMBURSEMENT

Where the insurer has provided benefits under the group policy for a
covered person who has been injured, the insurer has subrogation or
reimbursement rights from any person or organization, including other
insurance companies, to the fullest extent allowed by law. The
insurer’s rights are limited to the amounts paid by the insurer for the
injury.

In the event the injured person receives a settlement or any other
payments of funds as a result of the injury, that person must
reimburse the insurer for the benefits the insurer paid which were
duplicated.

The insurer will automatically have a lien upon all funds subject to the
insurer’'s subrogation or reimbursement interest. The lien is in the
amount of benefits provided or to be provided in the future under this
group policy. It is the affirmative obligation of the person receiving
benefits under this group policy to notify the insurer of any claims
made to which the insurer’'s subrogation or reimbursement interest
applies. As a condition of insurance under the group policy, the
person receiving benefits shall have a duty to cooperate with the
insurer in the exercise of the insurer’'s subrogation or reimbursement
rights and must do nothing to prejudice the insurer’s right of recovery
or reimbursement.

146220-A (09/08)
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CLAIMS DISCLOSURE NOTICE REQUIRED BY ERISA
VISION INSURANCE

The Certificate contains information on reporting claims, including the
time limitations on submitting a claim. Claim forms may be obtained
from the Plan Administrator or UNICARE. In addition to this
information, if this plan is subject to ERISA, ERISA applies some
additional claim procedure rules. The additional rules required by
ERISA are set forth below. To the extent that the ERISA claim
procedure rules are more beneficial to you, they will apply in place of
any similar claim procedure rules included in the certificate.

Urgent Care. UNICARE must notify you, within 72 hours after they
receive your request for benefits, that they have it and what they
determine your benefits to be. If your request for benefits does not
contain all the necessary information, they must notify you within 24
hours after they get it and tell you what information is missing. Any
notice to you by them will be orally, by telephone, or in writing by
facsimile or other fast means. You have at least 48 hours to give
them the additional information they need to process your request for
benefits. You may give them the additional information they need
orally, by telephone, or in writing by facsimile or other fast means.

If your request for benefits is denied in whole or in part, you will
receive a notice of the denial within 72 hours after UNICARE's receipt
of the request for benefits, or 48 hours after receipt of all the
information they need to process your request for benefits if the
information is received within the time frame noted above. The notice
will explain the reason for the adverse benefit determination and the
plan provisions upon which the denial was based. You have 180
days to appeal their adverse benefit determination. You may appeal
their decision orally, by telephone, or in writing by facsimile or other
fast means. Within 72 hours after they receive your appeal, they
must notify you of their decision, except as otherwise noted below.
They will notify you orally, by telephone, or in writing by facsimile or
other fast means. If your request for benefits is no longer considered
urgent, it will be handled in the same manner as a Non-Urgent Care
Pre-Service or Post-Service appeal, depending upon the
circumstances.

Non-Urgent Care Pre-Service (when care has not yet been
received). UNICARE must notify you within 15 days after they
receive your request for benefits that they have it and what they
determine your benefits to be. If they need more than 15 days to
determine your benefits, due to reasons beyond their control, they
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must notify you within that 15 day period that they need more time to
determine your benefits. But, in any case, even with an extension,
they cannot take more than 30 days to determine your benefits. If
you do not properly submit all the necessary information for your
request for benefits to them, they must notify you, within 5 days after
they get it and tell you what information is missing. You have 45 days
to provide them with the information they need to process your
request for benefits. The time period during which UNICARE is
waiting for receipt of the necessary information is not counted toward
the time frame in which UNICARE must make the benefit
determination.

If your request for benefits is denied in whole or in part, you will
receive a written notice of the denial within the time frame stated
above after UNICARE has all the information they need to process
your request for benefits, if the information is received within the time
frame noted above. The written notice will explain the reason for the
adverse benefit determination and the plan provisions upon which the
denial decision is based. You have 180 days to appeal their adverse
benefit determination. Your appeal must be in writing. Within 30
days after they receive your appeal, they must notify you of their
decision about it. Their notice of their decision will be in writing.

Concurrent Care Decisions:

e Reduction of Benefits - If, after approving a request for benefits
in connection with your illness or injury, UNICARE decides to
reduce or end the benefits they have approved for you, in whole
or in part:

— They must notify you sufficiently in advance of the reduction
in benefits, or the end of benefits, to allow you the opportunity
to appeal their decision before the reduction in benefits or the
end of benefits occurs. In their notice to you, UNICARE must
explain their reason for reducing or ending your benefits and
the plan provisions upon which the decision was made.

— To keep the benefits you already have approved, you must
successfully appeal UNICARE's decision to reduce or end
those benefits. You must make your appeal to them at least
24 hours prior to the occurrence of the reduction or ending of
benefits. If you appeal the decision to reduce or end your
benefits when there is less than 24 hours to the occurrence of
the reduction or ending of benefits, your appeal may be
treated as if you were appealing an urgent care denial of

146220-A (09/08)
23



benefits (see the section “Urgent Care” above), depending
upon the circumstances of your condition.

If UNICARE receives your appeal for benefits at least 24
hours prior to the occurrence of the reduction or ending of
benefits, they must notify you of their decision regarding your
appeal within 24 hours of their receipt of it. If UNICARE
denies your appeal of their decision to reduce or end your
benefits, in whole or in part, they must explain the reason for
their denial of benefits and the plan provisions upon which the
decision was made. You may further appeal the denial of
benefits according to the rules for appeal of an urgent care
denial of benefits (see the section “Urgent Care” above).

Extension of Benefits - If, while you are undergoing a course of
treatment in connection with your illness or injury, for which
benefits have been approved, you would like to request an
extension of benefits for additional treatments:

You must make a request to UNICARE for the additional
benefits at least 24 hours prior to the end of the initial course
of treatment that had been previously approved for benefits.
If you request additional benefits when there is less than 24
hours until the end of the initially prescribed course of
treatment, your request will be handled as if it was a new
request for benefits and not an extension and, depending on
the circumstances, it may be handled as an Urgent or Non-
Urgent Care Pre-Service request for benefits.

If UNICARE receives your request for additional benefits at
least 24 hours prior to the end of the initial course of
treatment, previously approved for benefits, they must notify
you of their decision regarding your request within 24 hours of
their receipt of it if your request is for urgent care benefits. If
UNICARE denies your request for additional benefits, in
whole or in part, they must explain the reason for their denial
of benefits and the plan provisions upon which the decision
was made. You may appeal the adverse benefit
determination according to the rules for appeal for Urgent,
Pre-Service or Post-Service adverse benefit determinations,
depending upon the circumstances.

Non-Urgent Care Post-Service (reimbursement for cost of
medical care). UNICARE must notify you within 30 days after they
receive your claim for benefits, that they have it and what they
determine your benefits to be. If they need more than 30 days to
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determine your benefits, due to reasons beyond their control, they
must notify you within that 30 day period that they need more time to
determine your benefits. But, in any case, even with an extension,
they cannot take more than 45 days to determine your benefits. If
you do not submit all the necessary information for your claim to
them, they must notify you, within 30 days after they get it and tell you
what information is missing. You have 45 days to provide them with
the information they need to process your claim. The time period
during which UNICARE is waiting for receipt of the necessary
information is not counted toward the time frame in which UNICARE
must make the benefit determination.

If your claim is denied in whole or in part, you will receive a written
notice of the adverse benefit determination within the time frame
stated above, or after UNICARE has all the information they need to
process your claim, if the information is received within the time frame
noted above. The written notice will explain the reason for the
adverse benefit determination and the plan provisions upon which the
denial decision is based. You have 180 days to appeal their decision.
Your appeal must be in writing. Within 60 days after they receive
your appeal, they must notify you of their decision about it. Their
notice to you of their decision will be in writing.

Note: You, your beneficiary, or a duly authorized representative
may appeal any denial of a claim for benefits with UNICARE and
request a review of the denial. In connection with such a request:

o Documents pertinent to the administration of the Plan may be
reviewed free of charge; and

e Issues outlining the basis of the appeal may be submitted.

You may have representation throughout the appeal and review
procedure.
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In accordance with state insurance law, this booklet is
composed of the following forms on file with the State Insurance
Department.

CERTIFICATE: GCR 100
SCHEDULE OF BENEFITS: GCR 130, GCR 131, GCR 132

BASIC TERMS: GCR 1127, GCR 1128, GCR 1129, GCR 1130, GCR
1169, GCR 1173, GCR 1196, GCR 11160, GCR 11161

ELIGIBILITY: GCR 120, GCR 121

EFFECTIVE DATE: GCR 12483, GCR 12484, GCR 12485, GCR
12486, GCR 12487

DISCONTINUANCE OF INSURANCE: GCR 124, GCR 125
COVERAGE PROVISIONS: GCR 140

VISION COVERAGE: GCR 320, GCR 321

PREFERRED PROVIDERS: GCR 4435, GCR 4436

GENERAL EXCLUSIONS: GCR 14774, GCR 14775, GCR 14445,
GCR 14993

CLAIMS: GCR 178, GCR 17027, GCR 1723
REIMBURSEMENT/SUBROGATION: GCR 1891
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FEDERAL CONTINUATION RIGHTS

THE FOLLOWING IS A SUMMARY OF COBRA (THE
CONSOLIDATED OMNIBUS BUDGET RECONCILIATION ACT OF
1985, AS AMENDED) THIS SUMMARY DOES NOT SATISFY THE
NOTICE REQUIREMENTS OF FEDERAL LAW.

Continuation Rights as an Employee

If you are an employee covered by this group health plan, you have
the right to choose Continuation Coverage if you lose your group
health coverage because of a reduction in your hours of employment
or termination of your employment, except for reasons of gross
misconduct on your part.

Continuation Rights as a Spouse

If you are the spouse of an employee covered by this group health
plan, you have the right to choose Continuation Coverage for yourself
if you lose group health coverage under this plan due to:

1. the death of the employee;

2. termination of the employee’s employment (for reasons other
than gross misconduct) or reduction in his or her hours of
employment;

3. divorce or legal separation; or
4. the employee’s entitlement to Medicare.

Continuation Rights as a Dependent Child

A dependent child of an employee covered by this group health plan
has the right to Continuation Coverage if his or her group health
coverage is lost due to:

1. the death of the employee;

2. termination of the employee’s employment (for reasons other
than gross misconduct) or reduction in his or her hours of
employment;

3. divorce or legal separation;
. the employee’s entitlement to Medicare; or

5. the dependent ceasing to be a dependent child as defined under
this group health plan.

I
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Continuation Rights as a Newly Acquired Dependent Child

If you acquire a dependent child while you are on Continuation
Coverage, that dependent child will have the same rights as a
dependent who was entitled to Continuation Coverage at the time you
initially became eligible for Continuation Coverage.

Continuation Rights Due to Chapter 11 Bankruptcy

If an employer files Chapter 11 Bankruptcy, certain retirees and their
dependents may be able to elect Continuation Coverage. If you are a
retiree or dependent spouse or child of a retiree and you lose group
health coverage due to Chapter 11 Bankruptcy, you should see your
former employer for what rights of Continuation Coverage, if any, you
might have.

Notice Requirements

The law requires that the employee or family member inform the Plan
Administrator, within 60 days, of a divorce, legal separation or when a
child is no longer a dependent as defined under this group health
plan.

If the Plan Administrator is someone other than your employer, then
your employer has the responsibility to notify the Plan Administrator,
within 30 days, in the case of an employee’s death, termination of
employment, reduction in hours, Medicare entitlement or the
employer’s bankruptcy.

When the Plan Administrator is notified that one of these events has
happened, the Plan Administrator will in turn notify you, within 14
days, that you have a right to choose Continuation Coverage. You
then have 60 days from the date you would lose coverage or the date
of the notice, whichever is greater, to elect Continuation Coverage.

Each person who loses group health coverage has a separate right to
make an election. If Continuation Coverage is not elected, group
health coverage may end.

Premium Payment

A person electing Continuation Coverage will be required to pay the
applicable premium. In most cases, the maximum amount that may
be charged for Continuation Coverage is 102% of the applicable
group premium.

The first premium for Continuation Coverage is due by the 45th day
following the date the person elects Continuation Coverage.
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You have the right to make all future premium payments on a monthly
basis. However, annual, semi—annual or quarterly payments may
also be made if you and your employer so agree. A grace period of
30 days (or one equal in length to the employer's grace period, if
longer) will be allowed for late payment of any monthly premium.

Failure to pay the premium by the end of the grace period may result
in termination of Continuation Coverage without further notice.

Length of Continuation Coverage

The maximum length for Continuation Coverage is 18 months when
the cause for loss of coverage is termination of your employment or a
reduction in your hours. In all other cases, the Continuation
Coverage period is 36 months. Continuation Coverage, however,
may terminate before the end of the 18 or 36 month period when:
1. your former employer no longer provides group health coverage
to any of its employees;
2. the premium for Continuation Coverage is not paid by the end of
the grace period,;
3. you become covered under another employer—sponsored health
plan, except when any pre—existing condition(s) you have are
excluded from coverage by the new plan; or

4. you become entitled to Medicare.

When Continuation Coverage terminates, you will be allowed to
convert to an individual health conversion policy, if a health
conversion privilege is available to similarly situated active
employees.

If your Continuation Coverage terminates and you are employed by a
new employer at that time, your employer must allow you to enroll in
the plan if you request enrollment within 30 days after Continuation
Coverage terminates.

Extension of Continuation Coverage

If you and your spouse or dependent children have elected
Continuation Coverage for 18 months due to termination of your
employment or reduction in hours and before the end of this 18-
month period:

1. you die;
2. you divorce or become legally separated; or
3. you become entitled to Medicare,
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your spouse and dependent children may extend Continuation
Coverage. Additionally, during this 18—month period, if a child loses
dependent status, the child may also extend Continuation Coverage.

In these instances, Continuation Coverage will be extended up to 36
months from the date coverage was originally lost, subject to payment
of up to 102% of the applicable group premium.

Pre—existing Medical Conditions

If your Continuation Coverage terminates because you become
covered under another employer—sponsored health plan and that plan
limits or reduces your coverage due to a pre—existing medical
condition, you may maintain Continuation Coverage for the balance of
the applicable 18 or 36 month period.

Continuation Coverage will then pay benefits for the pre—existing
medical condition without regard to any other group health coverage.
All other benefits will be coordinated with the new group health plan
so that no more than 100% of allowable expenses under both group
health plans will be payable.

Social Security Disability

If you, your spouse or a dependent child are disabled at the time of
termination in your employment or reduction in hours or within 60
days of the commencement of Continuation Coverage, the disabled
person and any other covered family member(s) may be entitled to 29
months of Continuation Coverage instead of 18 months.

To qualify for this extension, the disabled person must be determined
to be disabled under the Social Security Act and notify the Plan
Administrator when a written determination of disability is received
from Social Security. This notice must be provided to the Plan
Administrator within 60 days after the date of determination and prior
to the end of the 18 month continuation period.

The disabled person must also notify the Plan Administrator within 30
days of the date the Social Security Administration determines that he
or she is no longer disabled. This extended Continuation Coverage
will then terminate on the first day of the month which begins after the
expiration of such 30 day period.

For the first 18 months of Continuation Coverage the plan requires
payment of up to 102% of the applicable group premium. For the
next 11 months the plan may require payment of up to 150% of the
applicable group premium.
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State Continuation Rights

Several, but not all states, have continuation options from which you
may choose as an alternative to Continuation Coverage. Unless
otherwise provided in your booklet, you may elect either the State
Continuation or Continuation Coverage but you cannot elect both.

If you have any questions concerning Continuation Coverage or a
state option, your employer will be able to provide you with the
information you need. Your employer will also have the necessary
forms needed to continue your coverage. Also, if you have a change
in marital status or you or your spouse change addresses, please
notify your employer.

This Summary is intended to provide you with a brief explanation of
COBRA. ltis not intended to provide you with legal advice.
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