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A fee-for-service plan with a preferred provider organization

Sponsored by: the National Postal Mail Handlers Union, aDivision
of LIUNA, AFL-CIO.

For changes
in benefits,
see page 6.

Who may enroll in thisPlan: All Federal employees and annuitants
who are eligible to enroll in the Federal Employees Health Benefits
Program and who are, or become, members or associate members of
the National Postal Mail Handlers Union, adivision of LIUNA,
AFL-CIO.

To become a member or associate member: If you are a non-postal employee/annuitant, you will
automatically become an associate member of the National Postal Mail Handlers Union upon
enrollment in the Mail Handlers Benefit Plan. There is no membership charge for members of the
National Postal Mail Handlers Union, adivision of LIUNA, AFL-CIO.

Membership dues. $42 per year for an associate membership. New associate members will be billed
by the Mail Handlers Union for annual dues when the Plan receives notice of enrollment. Continuing
associate members will be billed by the Mail Handlers Union for the annual membership.

Enrollment codes for this Plan:

451 High Option - Self Only

452 High Option - Self and Family

454 Standard Option - Self Only

455 Standard Option - Self and Family
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I ntroduction

Mail Handlers Benefit Plan
P.O. Box 45118
Jacksonville, Florida 32232-5118

This brochure describes the benefits of the Mail Handlers Benefit Plan. The National Postal Mail Handlers Union, a division of
LIUNA, AFL-CIO has entered into a contract (CS1146) with the Office of Personnel Management (OPM) as authorized by the
Federal Employees Health Benefit law. This Plan is underwritten by Niagara Fire Insurance Company, a CNA company. This
brochure is the official statement of benefits. No oral statement can modify or otherwise affect the benefits, limitations, and
exclusions of this brochure.

If you are enrolled in this Plan, you are entitled to the benefits described in this brochure. If you are enrolled for Self and Family
coverage, each eligible family member is also entitled to these benefits. Y ou do not have aright to benefits that were avail able before
January 1, 2002, unless those benefits are a so shown in this brochure.

OPM negotiates benefits and rates with each plan annually. Benefit changes are effective January 1, 2002, and are summarized on
page 6. Rates are shown at the end of this brochure.

Plain Language

Teams of Government and health plans’ staff worked on all FEHB brochures to make them responsive, accessible, and understandable
to the public. For instance,

«  Except for necessary technical terms, we use common words. “You’ means the enrollee or family member; “we” means the Mail
Handlers Benefit Plan

«  Welimit acronymsto ones you know. FEHB isthe Federa Employees Health Benefits Program. OPM is the Office of
Personnel Management. If we use others, wetell you what they mean first.

+  Our brochure and other FEHB plans' brochures have the same format and similar descriptions to help you compare plans.

If you have comments or suggestions about how to improve the structure of this brochure, let OPM know. Visit OPM's “Rate Us’
feedback area at www.opm.gov/insure or e-mail OPM at fehbwebcomments@opm.gov. Y ou may also write to OPM at the Office of
Personnel Management, Office of Insurance Planning and Evaluation Division, 1900 E Street, NW Washington, DC 20415-3650.

| ngpector General Advisory

Stop health carefraud! Fraud increases the cost of health care for everyone. If you suspect that a physician, pharmacy, or
hospital has charged you for services you did not receive, billed you twice for the same service, or
misrepresented any information, do the following:

* Call the provider and ask for an explanation. There may be an error.
* If the provider does not resolve the matter, call us at 1-800-410-7778 and explain the situation.
« If we do not resolve the issue, call or write:

THE HEALTH CARE FRAUD HOTLINE
202/418-3300
The United States Office of Personnel Management
Office of the Inspector General Fraud Hotline
1900 E Street, NW, Room 6400
Washington, D.C. 20415.

Penaltiesfor fraud Anyone who falsifies a claim to obtain FEHB Program benefits can be prosecuted for fraud. Also,
the Inspector General may investigate anyone who uses an ID card if they try to obtain services for
aperson who is not an eligible family member, or are no longer enrolled in the Plan and try to
obtain benefits. Your agency may also take administrative action against you.
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Section 1. Factsabout thisfee-for-service plan

ThisPlanisafeefor-service (FFS) plan. Y ou can choose your own physicians, hospitals, and other health care providers.

We reimburse you or your provider for your covered services, usually based on a percentage of the amount we allow. The type and
extent of covered services, and the amount we allow, may be different from other plans. Read brochures carefully.

Preferred Provider Organizations (PPO)

Our fee-for-service plan offers services through a PPO. When you use our PPO providers, you will receive covered services at
reduced cost. Contact us for the names of PPO providers. Y ou can aso go to our web page, which you can reach through the FEHB
web site, www.opm.gov/insure. Continued participation of any specific provider cannot be guaranteed. When you phone for an
appointment, please remember to verify that the health care professional or facility is still a PPO provider. Do not call OPM or your
agency for our provider directory.

The non-PPO benefits are the standard benefits of this Plan. PPO benefits apply only when you use a PPO provider. Provider
networks may be more extensive in some areas than others. We cannot guarantee the availability of every specialty in all areas. If no
PPO provider is available, or you do not use a PPO provider, the standard non-PPO benefits apply. If you receive non-covered
services from a PPO provider, the PPO discount will not apply and these services will be excluded from coverage.

When you use a PPO hospital, keep in mind that the professionals who provide servicesto you in the hospital, such as
radiologists, emergency room physicians, anesthesiologists, and pathologists, may not all be preferred providers. If they are
not, they will be paid by this Plan as non-PPO providers.

Managed Network Providers

This Plan has a contract with United Behavioral Health to administer our mental conditions/substance abuse benefits. They have
contracts with mental health professionals to provide these services. See Section 5(€) page 46.

M ultiPlan Participating Providers

This Plan has a contract with MultiPlan. MultiPlan has entered into contracts with non-PPO providers who have agreed to discount
their charges. The Plan will consider these providers as participating providers. Covered inpatient medical hospital claims will be
considered at 100% of the negotiated amount, subject to the applicable per-admission copayment. Covered services provided by
MultiPlan participating professionals are considered based on the MultiPlan negotiated amount less any applicable deductibles and
coinsurance.

Dental PPOs

This Plan offers access to a network of dentists who have agreed to provide services at a discounted rate. To find a preferred dentist in
your area, call 1-888-788-5702 or visit the Plan’s web site www.mhbp.com. For information about the Plan’s dental benefits, review
this brochure or call the Plan at 1-800-410-7778.

How we pay providers

When you use a PPO provider or facility, our Plan allowance is the negotiated rate for the service. Y ou are not responsible for charges
above the negotiated amount.

Non-PPO facilities and providers do not have special agreements with the Plan. Our payment is based on the Plan allowance for
covered services. Y ou may be responsible for amounts over the allowance.

If PPO providers are available in your area and you do not use them, your out-of-pocket expenses will increase. The Plan will base its
allowance on a fee schedule that represents an average of the PPO fee schedules for a particular servicein aparticular geographic area
(see definition of Plan allowance, page 70, for further details).

When we obtain discounts from MultiPlan participating providers, or through direct negotiations with non-PPO providers, we pass
aong your share of the savings.

Your Rights

OPM requiresthat all FEHB Plans provide certain information to their members. Y ou may get information about us, our networks,
providers, and facilities. OPM’'s FEHB web site (www.opm.gov/insure) lists the specific types of information that we must make
available to you.

You can find out about case management, which includes medical practices guidelines, and how we determine if procedures are
experimental or investigational.

If you want more information about us, call 1-800-410-7778, or write to: Mail Handlers Benefit Plan, P.O. Box 45118, Jacksonville,
FL, 32232-5118. You may also visit our web site at www.mhbp.com.
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Section 2. How we changefor 2002

Do not rely on these change descriptions; this page is not an official statement of benefits. For that, go to Section 5 Benefits. Also,
we edited and clarified language throughout the brochure; any language change not shown here is a clarification that does not change
benefits.

Program-wide changes

We changed the address for sending disputed claims to OPM. (Section 8)

Four states are added to the list of states designated as medically underserved in 2002: Georgia, Montana, North Dakota and Texas.
Louisianais no longer designated as medically underserved. (Section 3)

Changesto this Plan

Y our share of the non-Postal High Option Self Only premium will increase by 17.2%. For High Option Self and Family your share
will increase by 15.4%.

Y our share of the non-Postal Standard Option Self Only premium will increase by 17%. For Standard Option Self and Family your
share will increase by 17%.

We increased the calendar year deductible for High Option from $150 to $200 per person and from $450 to $600 per family.

We increased the calendar year deductible for Standard Option from $200 to $250 per person and from $600 to $750 per family.
We cover routine screening for chlamydial infection. (Section 5(a))

We now cover certain intestinal transplants. (Section 5(b))

We now cover ostomy supplies under Durable Medical Equipment. Previoudly, these supplies were covered as prescription drugs.
We added coverage for one routine cholesterol screening and one routine urinalysis per year.

We added coverage for outpatient services billed by the outpatient department of a hospital.

We changed the benefit for services performed and billed in conjunction with an outpatient office visit. Any same-day services
(except immunizations or allergy shots) will be subject to the annual deductible and coinsurance.

We now cover Department of Defense facilities as preferred providers. Previously, overseas facilities were not considered as
preferred providers.

We changed the service provider for the Performance Lab program from LabCorp to Quest Diagnostics.

2002 Mail Handlers Benefit Plan 6 Section 2



Section 3. How you get benefits

Identification cards

Whereyou get covered
care

* Covered providers

2002 Mail Handlers Benefit Plan

We will send you an identification (ID) card when you enroll. Y ou should carry your ID card with
you at all times. You must show it whenever you receive services from a Plan provider, or fill a
prescription at a Plan pharmacy. Until you receive your ID card, use your copy of the Health
Benefits Election Form, SF-2809, your health benefits enrollment confirmation (for annuitants), or
your Employee Express confirmation letter.

If you do not receive your 1D card within 30 days after the effective date of your enrollment, or if
you need replacement cards, call us at 1-800-410-7778.

You can get care from any “covered provider” or “covered facility.” How much we pay — and you
pay — depends on the type of covered provider or facility you use. If you use our preferred
providers, you will pay less.

We consider the following to be covered providers when they perform covered services within the
scope of their license or certification:

« alicensed doctor of medicine (M.D.)

« alicensed doctor of osteopathy (D.O.)
« alicensed doctor of podiatry (D.P.M.)
« alicensed dentist

- achiropractor

« alicensed clinical physical therapist

« alicensed occupational therapist

« alicensed speech therapist

« aclinical psychologist

- aclinical social worker

« an optometrist

« an audiologist

+ an acupuncturist

« aphysician’s assistant

+ anurse midwife

« anurse practitioner/clinical specialist
« anursing school-administered clinic

Medically underserved areas. Note: We cover any licensed medical practitioner for any covered
service performed within the scope of that license in states OPM determines are “ medically

underserved.” For 2002, the states are: Alabama, Georgia, |daho, Kentucky, Mississippi, Missouri,
Montana, New Mexico, North Dakota, South Carolina, South Dakota, Texas, Utah, and Wyoming.
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* Covered facilities Covered facilities include:

-+ Freestanding ambulatory facility. A facility which meets the following criteria: has
permanent facilities and equipment for the primary purpose of performing surgical and/or renal
dialysis procedures on an outpatient basis; provides treatment by or under the supervision of
doctors and nursing services whenever the patient isin the facility; does not provide inpatient
accommodations; and is not, other than incidentally, a facility used as an office or clinic for the
private practice of a doctor or other professional. The Plan will apply its outpatient surgical
facility benefits only to facilities that have been accredited by the Joint Commission on the
Accreditation of Healthcare Organizations (JCAHO) or the Accreditation Association for
Ambulatory HealthCare (AAAHC), or that have Medicare certification as an ASC facility.

- Managed In-Network providers. The Plan may approve coverage of providers who are not
currently shown as Covered providers, to provide mental conditions/substance abuse treatment
under the managed In-Network benefit. Coverage of these providersis limited to circumstances
where the Plan has approved the treatment plan.

« Hospital. Aninstitution that is accredited as a hospital under the Hospital Accreditation
Program of the Joint Commission on Accreditation of Healthcare Organizations (JCAHO), or
any other institution that is operated pursuant to law, under the supervision of a staff of doctors
(M.D. or D.0O.) and with 24-hour-a-day nursing services, and that is primarily engaged in
providing:

(a) general inpatient acute care and treatment of sick and injured persons through medical,
diagnostic, and major surgical facilities, al of which facilities must be provided on its
premises or under its control; or

(b) specialized inpatient acute medical care and treatment of sick or injured persons through
medical and diagnostic facilities (including X-ray and laboratory) on its premises under its
control, or through a written agreement with a hospital or with a specialized provider of
those facilities; or

(c) alicensed birthing center.

In no event shall the term “hospital” include any part of a hospital that provides long-term care,
rather than acute care, or a convalescent nursing home, or any institution or part thereof that:

(a) isused principally as a convalescent facility, rest facility, nursing facility, or facility for the
aged; or

(b) furnishes primarily domiciliary or custodial care, including training in the routines of daily
living; or

(c) is operated as a school; or

(d) isoperated as aresidential treatment facility regardless of its State licensure or
accreditation status.

» Hospice. A facility that:
(@) provides primarily inpatient care to terminally ill patients;
(b) islicensed/certified by the jurisdiction in which it operates;

(c) issupervised by a staff of doctors (M.D. or D.O.) with at least one such doctor on call 24
hours a day;

(d) provides 24-hour-a-day nursing services under the direction of aregistered nurse (R.N.)
and has a full-time administrator; and

(e) provides an ongoing quality assurance program.
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What you must doto
get covered care

Transitional care;

Hospital care:

How to get approval for...
* Your hospital stay

Warning:

How to precertify
an admission

2002 Mail Handlers Benefit Plan

It depends on the kind of care you want to receive. Y ou can go to any provider you want, but we
must approve some care in advance.

Specialty care: If you have a chronic or disabling condition and

+ lose accessto your specialist because we drop out of the Federal Employees Health Benefits
(FEHB) Program and you enroll in another FEHB Plan, or

« lose accessto your PPO specialist because we terminate our contract with your specialist for
other than cause,

you may be able to continue seeing your specialist and receiving any PPO benefits for up to 90
days after you receive notice of the change. Contact us or, if we drop out of the program, contact
your new plan.

If you arein the second or third trimester of pregnancy and you lose access to your specialist based
on the above circumstances, you can continue to see your specialist and any PPO benefits continue
until the end of your postpartum care, even if it is beyond the 90 days.

We pay for covered services from the effective date of your enrollment. However, if you arein the
hospital when your enrollment in our Plan begins, call our customer relations department
immediately at 1-800-410-7778.

If you changed from another FEHB plan to us, your former plan will pay for the hospital stay until:
+ You are discharged, not merely moved to an alternative care center; or

« The day your benefits from your former plan run out; or

- The 92nd day after you become a member of this Plan, whichever happensfirst.

These provisions apply only to the hospitalized person.

Precertification is the process by which — prior to your inpatient hospital admission — we
evaluate the medical necessity of your proposed stay and the number of days required to treat your
condition. Unless we are misled by the information given to us, we won'’t change our decision on
medical necessity.

In most cases, your physician or hospital will take care of precertification. Because you are till
responsible for ensuring that we are asked to precertify your care, you should always ask your
physician or hospital whether they have contacted us.

We will reduce our benefits for the inpatient hospital stay by $500 if no one contacts us for
precertification. In addition, if the stay is not medically necessary, we will not pay any benefits for
the room and board charges. If the reason for the admission isfor services or supplies we don't
cover, non-covered cosmetic surgery, for example, we will not pay any benefits.

Any stay greater than 23 hours must be precertified.

« You, your representative, your doctor, or your hospital must call the Plan at least two working
days before admission. The toll-free number is 1-800-410-7778.
« Provide the following information:
— Enrollee’ s name and Plan identification number;
— Patient’ s name, birth date and phone number;
— Reason for hospitalization, proposed treatment or surgery;
— Name of hospital or facility;
— Name and phone number of admitting doctor; and
— Number of planned days of confinement.

We will then tell the doctor and hospital the number of approved days of confinement for the care
of the patient’s condition. Written confirmation of the Plan’s certification decision will be sent to
you, your doctor, and the hospital. If the length of stay needs to be extended, follow the procedures
on the following page.
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Emer gency admissions

Mater nity care

If your hospital stay is
extended

What happens when
you do not follow the
precertification rules

Exceptions

* Other services

2002 Mail Handlers Benefit Plan

When there is an emergency admission due to a condition that puts the patient’s life in danger or
could cause serious damage to bodily function, you, your representative, the doctor, or the hospital
must telephone 1-800-410-7778 within two business days following the day of admission, even if
the patient has been discharged from the hospital. Otherwise, inpatient benefits otherwise payable
for the admission will be reduced by $500.

Y ou do not need to precertify a maternity admission for aroutine delivery. However, if your
medical condition requires you to stay more than 48 hours after avaginal delivery or 96 hours after
a cesarean section, then you, your representative, your physician or the hospital must contact us for
precertification of additional days. Further, if your baby stays after you are discharged, then you,
your representative, your physician or the hospital must contact us for precertification of additional
days for your baby.

If your hospital stay — including for maternity care — needs to be extended, you, your
representative, your doctor or the hospital must ask us to approve the additional days.

« When we precertified the admission but you remained in the hospital beyond the number of days
we approved and you did not get the additional days precertified, then:

— for the part of the admission that we determined was medically necessary, we will pay
inpatient benefits, but

— for the part of the admission that was not medically necessary, we will pay only 70% of the
covered medical services and supplies otherwise payable on an outpatient basis and will not
pay room and board benefits.

* |If no one contacted us, we will decide whether the hospital stay was medically necessary.

— If we determine that the stay was medically necessary, we will pay the inpatient charges, less
the $500 penalty.

- If we determine that it was not medically necessary for you to be an inpatient, we will not
pay room and board hospital benefits. We will only pay 70% for covered medical supplies
and services that are otherwise payable on an outpatient basis.

- If we denied the precertification request, we will not pay room and board inpatient hospital
benefits. We will only pay 70% for covered medical supplies and services that are otherwise
payable on an outpatient basis.

Y ou do not need precertification in these cases:
+ You are admitted to a hospital outside the United States.
« You have another group health insurance policy that is the primary payer for the hospital stay.

+ Your Medicare Part A isthe primary payer for the hospital stay. Note: If you exhaust your
Medicare hospital benefits and do not want to use your Medicare lifetime reserve days, then we
will become the primary payer and you do need precertification.

+ Your stay islessthan 23 hours.

Some services require areferral, precertification, or prior authorization.

« This Plan requires a prior authorization for medically necessary outpatient hospital services
provided in connection with dental procedures. Call 1-800-410-7778 to request preauthorization.

« This Plan requires preauthorization of mental conditions/substance abuse services under the
managed In-Network benefit. See Section 5(€) page 46.

« This Plan requires preauthorization of certain drugs. See Section 5(f) page 49.

10 Section 3



Section 4. Your cogsfor covered services

Thisiswhat you will pay out-of-pocket for your covered care:

« Copayments

* Deductible

« Coinsurance

2002 Mail Handlers Benefit Plan

A copayment is afixed amount of money you pay to the provider, facility, pharmacy, etc., when
yOu receive services.

Example: When you see your PPO physician you pay a copayment of $15 per visit.

A deductible is afixed amount of covered expenses you must incur for certain covered services and
supplies before we start paying benefits for those services. Copayments and coinsurance do not
count toward any deductible.

+ The calendar year deductible for covered medical services and suppliesis $200 per person under
High Option and $250 per person under Standard Option. Under a family enrollment, the
medical services and supplies deductible is satisfied for al family members when the combined
covered expenses applied to the calendar year deductible for family members reach $600 under
High Option and $750 under Standard Option.

+ The caendar year deductible for covered mental and nervous/substance abuse servicesis $200
per person under High Option and $250 per person under Standard Option. This deductibleisin
addition to the medical services deductible. Under afamily enrollment, the mental and
nervous/substance abuse services deductible is satisfied for al family members when the
combined covered expenses applied to the calendar year deductible reach $600 under High
Option and $750 under Standard Option.

» The calendar year deductible for prescription drugsis $250 per person under High Option and
$600 per person under Standard Option. Under afamily enrollment, this deductible is met when
the family hasincurred $500 under High Option and $1,200 under Standard Option.

Note: If you change plans during Open Season, you do not have to start a new deductible under
your old plan between January 1 and the effective date of your new plan. If you change plans at
another time during the year, you must begin a new deductible under your new plan.

And, if you change optionsin this Plan during the year, we will credit the amount of covered
expenses already applied toward the deductible of your old option to the deductible of your new
option.

Coinsurance is the percentage of our allowance that you must pay for your care. Coinsurance
doesn’t begin until you meet your deductible.

Example: Y ou pay 30% of our alowance for non-PPO office visits.

Note: If your provider routinely waives (does not require you to pay) your copayments,
deductibles, or coinsurance, the provider is misstating the fee and may be violating the law. In this
case, when we calculate our share, we will reduce the provider’s fee by the amount waived.

For example, if your physician ordinarily charges $100 for a covered service but routinely waives
your 30% coinsurance, the actual charge is $70. We will pay $49 (70% of the actual charge of
$70).
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« Differences between
our allowance and
thebill

Your catastrophic
protection .
§out-o_f-pocket maximum
or coinsurance)

2002 Mail Handlers Benefit Plan

Our “Plan allowance” is the amount we use to cal culate our payment for covered services. Fee-for-
service plans arrive at their allowances in different ways, so their allowances vary. For more
information about how we determine our Plan allowance, see the definition of Plan allowancein
Section 10.

Often, the provider’ s bill is more than afee-for-service Plan’s allowance. Whether or not you have
to pay the difference between our allowance and the bill will depend on the provider you use.

« PPO providersagreeto limit what they will bill you. Because of that, when you use a preferred
provider, your share of covered charges consists only of your deductible, coinsurance or
copayment. Hereisan example: Y ou see a PPO physician for an office visit who charges $150,
but our allowance is $100. Y ou are only responsible for your copayment. That is, you pay just
$15 of our $100 allowance. Because of the agreement, your PPO physician will not bill you for
the $50 difference between our alowance and his hill.

« Non-PPO providers, on the other hand, have no agreement to limit what they will bill you.
When you use a non-PPO provider, you will pay your deductible and coinsurance - plus any
difference between our alowance and the charges on the bill. Hereisan example: You see a
non-PPO physician who charges $150 and our allowanceis again $100. Because you've met
your deductible, you are responsible for your coinsurance, so you pay 30% of our $100
allowance ($30). Plus, because there is no agreement between the non-PPO physician and us, he
can bill you for the $50 difference between our allowance and his bill. For details on how we
determine the Plan allowance, please see Section 10.

« MultiPlan providers agree to limit what they can collect from you. Y ou will still have to pay
your deductible and coinsurance. These providers agree to write off the difference between
billed charges and the discount amount.

The following table illustrates the examples of how much you have to pay out-of-pocket for
services from a PPO physician vs. a non-PPO physician. The table uses our example of a service
for which the physician charges $150 and our allowance is $100. The table shows the amount you
pay if you have met your calendar year deductible.

EXAMPLE PPO physician Non-PPO physician
Physician's charge $150 $150
Our alowance Wesetitat:  $100 Wesetitat: $100
We pay $85 | 70% of our dlowance: $70
Y ou owe:

Copayment $15 30% of our dlowance: $30
+ Difference up to charge No: O Yes. 50
TOTAL YOU PAY $15 $80

For those services with coinsurance (excluding mental health and substance abuse care), we pay
100% of the Plan allowance for the remainder of the calendar year after your coinsurance expenses
total these amounts:

+ $2,500 for services of PPO providers/facilities under the High Option
+ $4,000 for services of PPO providers/facilities under the Standard Option

« $4,000 for services of PPO and Non-PPO providers/facilities, combined, under the High or
Standard Option.

For mental health and substance abuse benefits, we pay 100% of the Plan allowance for the
remainder of the calendar year after your coinsurance expenses total these amounts:

+ $2,500 for services of In-network providers/facilities under the High Option
+ $4,000 for services of In-network providers/facilities under the Standard Option
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Your catastrophic
protection _
§out-o_f-pocket maximum
or coinsurance)

(continued)

When gover nment
facilitiesbill us

If we overpay you

2002 Mail Handlers Benefit Plan

Note: Y our out-of-pocket maximum does not apply to these benefits:
- Skilled nursing care

Prescription drugs

Any out-of-network mental health and substance abuse care
Hospice

Dental services

Rehabilitative and alternative therapies

Worl dwide Assistance benefit

Note: The following cannot be counted toward out-of -pocket expenses:

Deductibles

Copayments

Expensesincurred under Prescription Drug Benefits

Expensesin excess of the Plan allowance or maximum benefit limitations

Any out-of-network expenses for mental health and substance abuse care

Amounts you pay for non-compliance with this Plan’s cost containment requirements
Coinsurance for skilled nursing care

Non-covered services and supplies

Coinsurance for alternative and rehabilitative therapy

Facilities of the Department of Veterans Affairs, the Department of Defense, and the Indian Health
Service are entitled to seek reimbursement from us for certain services and supplies they provide to
you or afamily member. They may not seek more than their governing laws allow.

We pay benefits for Department of Defense facilities as preferred providers.

We will make diligent efforts to recover benefit payments we made in error but in good faith. We
may reduce subsequent benefit payments to offset overpayments.
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When you are age 65 or over and you do not have Medicare

Under the FEHB law, we must limit our payments for those benefits you would be entitled to if you had Medicare. And, your
physician and hospital must follow Medicare rules and cannot bill you for more than they could bill you if you had Medicare. The
following chart has more information about the limits.

If you...
-+ areage 65 or over, and
« do not have Medicare Part A, Part B, or both; and
« have this Plan as an annuitant or as aformer spouse, or afamily member of an annuitant or former spouse; and
- are not employed in a position that gives FEHB coverage. (Y our employing office can tell you if this applies.)

Then, for your inpatient hospital care,

- the law requires us to base our payment on an amount — the “equivalent Medicare amount” — set by Medicare’ srules for what
Medicare would pay, not on the actual charge;

- you are responsible for your coinsurance and any applicable deductibles or copayments you owe under this Plan;

- you are not responsible for any charges greater than the equivalent Medicare amount; we will show that amount on the
explanation of benefits (EOB) form that we send you; and

« the law prohibits a hospital from collecting more than the M edicare equivalent amount.

And, for your physician car e, the law requires us to base our payment and your coinsurance on...
- an amount set by Medicare and called the “Medicare approved amount,” or
« theactual chargeif it islower than the Medicare approved amount.

If your physician... Then you areresponsiblefor...

Participates with Medicare or accepts your deductibles, coinsurance, and copayments;
Medicare assignment for the claim and
isa member of our PPO network,

Participates with Medicare and isnot in your deductibles, coinsurance, copayments, and any
our PPO network, balance up to the Medicare approved amount;
Does not participate with Medicare, your deductibles, coinsurance, copayments, and any

balance up to 115% of the Medicare approved amount

It is generally to your financial advantage to use a physician who participates with Medicare. Such physicians are permitted to collect
only up to the Medicare approved amount.

Our explanation of benefits (EOB) form will tell you how much the physician or hospital can collect from you. If your physician or
hospital tries to collect more than allowed by law, ask the physician or hospital to reduce the charges. If you have paid more than
allowed, ask for arefund. If you need further assistance, call us.
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When you havethe
Original Medicare Plan
(Part A, Part B, or both)

When you have a
Medicare Private
Contract with a
physician

2002 Mail Handlers Benefit Plan

We limit our payment to an amount that supplements the benefits that Medicare would pay under
Medicare Part A (Hospital insurance) and Medicare Part B (Medical insurance), regardless of
whether Medicare pays. Note: We pay our regular benefits for emergency servicesto an
institutional provider, such as a hospital, that does not participate with Medicare and is not
reimbursed by Medicare.

If you are covered by Medicare Part B and it is primary, your out-of-pocket costs for services that
both Medicare Part B and we cover depend on whether your physician accepts Medicare
assignment for the claim.

When Medicareis primary, all or part of your Plan deductibles and coinsurance will be waived as
indicated below:

+ When Medicare Part A is primary, the Plan will waive applicable per-admission copayments and
coinsurance for Inpatient Hospital Benefits and Inpatient Mental Conditions/Substance Abuse
Benefits

« When Medicare Part B is primary, the Plan will waive applicable deductibles, copayments and
coinsurance for surgical and medical services billed by physicians, durable medical equipment,
orthopedic and prosthetic appliances, and ambulance services.

« When Medicare Part B is primary, the Plan will waive the calendar year deductible (but not the
coinsurance) for nursing benefits and outpatient mental conditions and substance abuse benefits.

« When Medicare Parts A and B are primary, the Plan will waive the deductible for prescription
drugs purchased through the mail order prescription drug program.

Note: The Plan will not waive the deductible and coinsurance for retail prescription drugs.

If your physician does not accept Medicare assignment, the physician may not bill you for more
than 115% of the amount Medicare bases its payment on, called the “limiting charge.” The
Medicare Summary Notice (MSN) that Medicare will send you will have more information about
the limiting charge. If your physician tries to collect more than alowed by law, ask the physician
to reduce the charges. If the physician does not, report the physician to your Medicare carrier who
sent you the MSN form. Call usif you need further assistance.

A physician may ask you to sign a private contract agreeing that you can be billed directly for
services Medicare ordinarily covers. Should you sign an agreement, Medicare will not pay any
portion of the charges, and we will not increase our payment. We will still limit our payment to the
amount we would have paid after Medicare’ s payment.

Please see Section 9, Coordinating benefits with other coverage, for more information about how
we coordinate benefits with Medicare.
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Section 5. Benefits— OVERVIEW

(See page 6 for how our benefits changed this year and pages 78-79 for a benefits summary.)

NOTE: This benefits section is divided into subsections. Please read the important things you should keep in mind at the beginning of each subsection. Also read the General
Exclusionsin Section 6; they apply to the benefits in the following subsections. To obtain claims forms, claims filing advice, or more information about our benefits, contact us at
1-800-410-7778 or at our web site at www.mhbp.com.

(8 Medical services and supplies provided by physicians and other health Care ProfeSSIONAIS. ..o e e b 17-31
- Diagnostic and treatment services + Allergy care + Durable medical eguipment
- Lab, X-ray, and other diagnostic tests « Treatment therapies « Home health services
- Preventive care, adult - Rehabilitative therapies « Chiropractic
+ Preventive care, children + Hearing services « Alternative treatment
- Maternity care -+ Vision services « Educational classes and programs
« Family planning - Foot care
« Infertility services - Orthopedic and prosthetic devices
(b) Surgical and anesthesia services provided by physicians and other health Care ProfESSIONEIS...........ceiirieiiiree bbb 32-38
« Surgical procedures « Organ/tissue transplants
« Reconstructive surgery + Anesthesia
-+ Oral and maxillofacia surgery
(c) Services provided by ahospital or other facility, and AMDUIBNCE SEIVICES ........cceeiiiiieieiee st esteseesee st e et e s e e s e et e e te e teaeesseesaeesseeaseenseenseasseassesseesseesaeesseanseanseessnssenssanns 3943
« Inpatient hospital - Ambulance
- Hospice - Extended care benefit/Skilled nursing
- Outpatient hospital or ambulatory care facility benefit
surgical center
(0) EMENQENCY SEIVICET ACCIAENES. ... ... eueetertieetertee ettt ettt ettt b et e ss s es e s e e eseeb e s es e bt s eh e b e s es e 828 eR £ b £ £ es e R e R e R e e R £ £ oA £ AR £ E oA £ e R e b e e e RE AR e e e Rt AR e s e R e e b e b ese e b e s e st eb et e st e b e b et nb e b e e e 4445
- Accidental injury « Ambulance
+ Medical emergency
() Mental health and SUDSIANCE GNUSE DENEFITS. ..o bbb h b b s bt £ e s H e b e e e b £ e e e R b e e e Rt e b e e e R e e b e b e bt e b e s e st eb et e ne e b et et nbe b e e e 4648
IR e 1 oL eI |00 = (PSSP 49-51
() IS LS o = (U= TSSOSO 52
+ Flexible benefits option - Worldwide Assistance
()= a1t I o= 0 OO OSSOSO TSP ST 53-56
(i) Non-FEHB Benefits available tO PLaN MEMDEIS.........oo ettt s et e et e st et e e e e e estesaeesseesaeesaeeaseaaseaseeaseeasee st eesseenseeneesseesaeesReeseanseenseenteanaessaenseenseeseeneeennennns 57
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Section 5 (a). Medical servicesand supplies provided by physicians and other health care professionals

Here are some important things you should keep in mind about these benefits:
- Please remember that all benefits are subject to the definitions, limitations and exclusions in this brochure and are payable only when we determine they are medically necessary.

- The calendar year deductibleis: $250 per person ($750 per family) for Standard Option and $200 per person ($600 per family) for High Option. The calendar year deductible
appliesto ailmost all benefitsin this Section. We added “(No deductible)” to show when the calendar year deductible does not apply. See Section 4 for more information about
deductibles and other cost-sharing features such as coinsurance and copayments.

« The non-PPO benefits are the regular benefits of this Plan. PPO benefits apply only when you use a PPO provider. When no PPO provider is available, non-PPO benefits apply.

- Besureto read Section 4, Your costs for covered services, for valuable information about how cost sharing works, with special sections for members who are age 65 or over.
Also read Section 9 about coordinating benefits with other coverage, including with Medicare.

Benefit Description

You Pay

After the calendar year deductible ...

Standard Option

High Option

NOTE: The calendar year deductible appliesto almost all benefitsin this Section. We say “(No deductible)” when it does not apply.

Diagnostic and treatment services

You Pay — Standard Option

You Pay —High Option

Professional services of physicians

- In physician’s office (this includes eval uation and
management services related to chemotherapy,
hemodialysis and radiation therapy)

« At home

« Inanurgent care center

« Office medical consultations

- Second surgical opinions provided in a physician’s office

PPO: $15 copayment per office visit (No deductible)

Non-PPO: 30% of the Plan’s allowance and any
difference between our alowance and the billed
amount (No deductible)

PPO: $15 copayment per office visit (No deductible)

Non-PPO: 30% of the Plan’s allowance and any
difference between our alowance and the billed
amount (No deductible)

Same-day services performed and billed in conjunction with
the office visit (except allergy shots, rabies shots or
immunizations)

PPO: 10% of the Plan’s allowance

Non-PPO: 30% of the Plan’s allowance and any
difference between our alowance and the billed
amount (calendar year deductible applies)

PPO: 10% of the Plan’s allowance

Non-PPO: 30% of the Plan’s allowance and any
difference between our alowance and the billed
amount (calendar year deductible applies)

2002 Mail Handlers Benefit Plan
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Diagnostic and treatment services (continued)

You Pay — Standard Option

You Pay —High Option

Professional services of physicians during a hospital stay

Note: Outpatient cancer treatment (chemotherapy, X-rays, or
radiation therapy) and dialysis services are paid under
Treatment therapy, page 24.

PPO: 10% of the Plan’s allowance

Non-PPO: 30% of the Plan’s allowance and any
difference between our allowance and the billed
amount

PPO: 10% of the Plan’s allowance

Non-PPO: 30% of the Plan’s allowance and any
difference between our allowance and the billed
amount

Not Covered:

-+ Routine physical checkups and related tests except those
covered under preventive care

« Thermography and related visits
- Chelation therapy provided in an outpatient setting
« Orthoptic visitsand related services

All Charges

All Charges

Lab, X-ray, and other diagnostic tests

Tests, such as:

- Blood tests

« Urinalysis

- Non-routine pap tests

- Pathology

« X-rays

+ Non-routine Mammograms
« CAT ScansMRI

- Ultrasound

- Electrocardiogram and EEG

PPO: 10% of the Plan’s allowance

Non-PPO: 30% of the Plan’s allowance and any
difference between our allowance and the billed
amount

Note: If your PPO provider uses a non-PPO lab or

radiologist, we will pay non-PPO benefits for any lab

and X-ray charges.

PPO: 10% of the Plan’s allowance

Non-PPO: 30% of the Plan’s allowance and any
difference between our allowance and the billed
amount

Note: If your PPO provider uses a non-PPO lab or

radiologist, we will pay non-PPO benefits for any lab

and X-ray charges.

Performance Lab

Y ou can use this voluntary program if this Plan is your
primary insurance carrier. Y ou show your Mail Handlers
Benefit Plan identification card and ask your doctor to send
your lab order to Quest Diagnostics. Aslong as Quest
Diagnostics does the testing, you will not have to file any
claims. Tolearn of alocation near you, call 1-800-377-7220,
or visit the Plan’ s web site at www.mhbp.com.

Nothing (No deductible)

Nothing (No deductible)

Not Covered:
« Handling and administrative charges

- Routine lab services except as covered under Preventive
care

All charges

All charges

2002 Mail Handlers Benefit Plan
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Preventive car e, adult

You Pay — Standard Option

You Pay — High Option

Routine screenings, limited to:

« Mammogram for women age 35 and older:
— From age 35 to 39 — one during thisfive year period
— From age 40 to 64 — one every calendar year

— At age 65 and older — one every two consecutive
calendar years

» Pap smear — one per calendar year for women age 18 and
older

Note: The office visit is covered if pap test is received on the

same day.

- Prostate Specific Antigen (PSA) — one per calendar year
for men age 40 and ol der

« Colorectal cancer screening, including:

— Fecal occult blood (stool) test — one per calendar year
for members age 40 and ol der

— Screening sigmoidoscopy — one every two consecutive
calendar years for members age 50 and older

- Blood cholesterol — one per calendar year for al members
+ Urinalysis— one per calendar year for al members
« Chlamydia infection screening

PPO: 10% of the Plan’s allowance

Non-PPO: 30% of the Plan’s allowance and any
difference between our allowance and the billed
amount

PPO: 10% of the Plan’s allowance

Non-PPO: 30% of the Plan’s allowance and any
difference between our allowance and the billed
amount

Routine immunizations provided during an office visit

PPO: $15 copayment per office visit (No deductible)

Non-PPO: 30% of the Plan’s allowance and any
difference between our alowance and the billed
amount (No deductible)

PPO: $15 copayment per office visit (No deductible)

Non-PPO: 30% of the Plan’s allowance and any
difference between our alowance and the billed
amount (No deductible)

Not Covered:

Routine physical checkups and related tests except those listed
above

All Charges

All Charges

2002 Mail Handlers Benefit Plan
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Preventive care, children

You Pay — Standard Option

You Pay — High Option

Childhood immunizations recommended by the American
Academy of Pediatrics for members under age 22

PPO: Nothing (No deductible)

Non-PPO: The difference between our allowance and
the billed amount (No deductible)

PPO: Nothing (No deductible)

Non-PPO: The difference between our allowance and
the billed amount (No deductible)

Well-child visits to a doctor for covered dependents up to age
18

PPO: $15 copayment per office visit (No deductible).
All charges after the Plan has paid $100 per child per
calendar year.

Non-PPO: All charges after the Plan has paid $75 per
child per calendar year (No deductible)

PPO: $15 copayment per office visit (No deductible).
All charges after the Plan has paid $100 per child per
calendar year.

Non-PPO: All charges after the Plan has paid $75 per
child per calendar year (No deductible)

Routine screenings, limited to:
- Blood cholesterol — one per calendar year for al members
+ Urinalysis— one per calendar year for al members

PPO: 10% of the Plan’s allowance

Non-PPO: 30% of the Plan’s allowance and any
difference between our allowance and the billed
amount

PPO: 10% of the Plan’s allowance

Non-PPO: 30% of the Plan’s allowance and any
difference between our allowance and the billed
amount

2002 Mail Handlers Benefit Plan
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M ater nity care You Pay — Standard Option You Pay — High Option

Complete maternity (obstetrical) care, including: PPO: 10% of the Plan’s allowance PPO: 10% of the Plan’s allowance

+ Pre-natal care Non-PPO: 30% of the Plan’s allowance and any Non-PPO: 30% of the Plan’s allowance and any

. Delivery difference between our allowance and the billed difference between our allowance and the billed
) amount amount

« Anesthesia

+ Post-natal care
Note: Here are some things to keep in mind:

+ You do not need to precertify your admission for a normal
delivery; see page 10 for other circumstances such as
extended stays for you or your baby.

+ You may remain in the hospital/birthing center up to 48
hours after aregular delivery and 96 hours after a cesarean
delivery. We will cover an extended stay, if medically
necessary, but you, your representative, your doctor or your
hospital must precertify.

« We cover routine nursery care of the newborn child during
the covered portion of the mother’s maternity stay. We will
cover other care of an infant who requires non-routine
treatment if we cover the infant under a Self and Family
enrollment.

« We pay hospitalization and surgeon’s services (delivery) the
same as for illness and injury. See Hospital benefits
(Section 5(c)) and Surgery benefits (Section 5(b)).

- Newborn exams are payable under Section 5(a).

« Newborn chargesincurred as aresult of illness, are
considered expenses of the child, not the mother, and are
subject to a separate precertification and separate inpatient
copayment.

« Maternity benefits will be paid at the termination of
pregnancy.

Not Covered: All Charges All Charges
- Sandby doctors
- Home uterine monitoring devices

- Services provided to the newborn if the infant is not covered
under a self and family enrollment
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Family planning

You Pay — Standard Option

You Pay — High Option

Voluntary family planning services, limited to:
 Voluntary sterilization

- Surgicaly implanted contraceptives (such as Norplant)
- Intrauterine devices (IUDs)

PPO: 10% of the Plan’s allowance

Non-PPO: 30% of the Plan’s allowance and any
difference between our allowance and the billed
amount

PPO: 10% of the Plan’s allowance

Non-PPO: 30% of the Plan’s allowance and any
difference between our allowance and the billed
amount

- Injectable contraceptive drugs (such as Depo provera)

Note: We cover oral contraceptive drugs in Section 5(f).

PPO: $15 copayment per office visit (No deductible)

Non-PPO: 30% of the Plan’s allowance and any
difference between our alowance and the billed
amount (No deductible)

PPO: $15 copayment per office visit (No deductible)

Non-PPO: 30% of the Plan’s allowance and any
difference between our allowance and the billed
amount (No deductible)

Not covered:
- Reversal of voluntary surgical sterilization

All Charges

All Charges

Infertility services

Diagnosis and treatment of infertility, except as shown in Not
covered

Note: Certain prescription drugs for the treatment of infertility
are covered under Prescription drug benefits. Call the Plan for
alist of drugsthat are covered for this service, or go to
www.mhbp.com for alink to the list.

PPO: 10% of the Plan’s allowance

Non-PPO: 30% of the Plan’s allowance and any
difference between our allowance and the billed
amount

PPO: 10% of the Plan’s alowance

Non-PPO: 30% of the Plan’s allowance and any
difference between our allowance and the billed
amount

Not covered:
- Infertility services after voluntary sterilization

+ Assisted reproductive technology (ART) procedures such
as:

— artificial insemination
— invitrofertilization
— embryo transfer and Gamete Intrafallopian Transfer
(GIFT)
- intravaginal insemination (V1)
— intracervical insemination (ICl)
- intrauterine insemination (1Ul)
« Services and suppliesrelated to ART procedures
« Cost of donor sperm
+ Cost of donor egg

All Charges

All Charges
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Allergy care

You Pay — Standard Option

You Pay — High Option

Testing, including materials

PPO: 10% of the Plan’s alowance

Non-PPO: 30% of the Plan’s allowance and any
difference between our allowance and the billed
amount

PPO: 10% of the Plan’s alowance

Non-PPO: 30% of the Plan’s allowance and any
difference between our allowance and the billed
amount

Allergy serum

PPO: $5 copayment (No deductible)

Non-PPO: 30% of the Plan’s allowance and any
difference between our alowance and the billed
amount (No deductible)

PPO: $5 copayment (No deductible)

Non-PPO: 30% of the Plan’s allowance and any
difference between our alowance and the billed
amount (No deductible)

Allergy injections (not including alergy serum)

PPO: $5 copayment per visit (No deductible)

Non-PPO: 30% of the Plan’s allowance and any
difference between our alowance and the billed
amount (No deductible)

PPO: $5 copayment per visit (No deductible)

Non-PPO: 30% of the Plan’s allowance and any
difference between our alowance and the billed
amount (No deductible)

Not covered:

All Charges

All Charges

Any services or supplies considered by the National Institute
of Health and the National Ingtitute of Allergy and Infectious
Disease to be not effective to diagnose allergies and/or not
effective in preventing an allergy reaction
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Treatment therapy

You Pay — Standard Option

You Pay — High Option

- Chemotherapy and radiation therapy

Note: High dose chemotherapy in association with autologous
bone marrow transplantsis limited to those transplants listed
on page 37.

- Diaysis— Hemodialysis and peritoneal dialysis

« Intravenous (1V)/Antibiotic Infusion Therapy

« Hyperbaric oxygen therapy

+ Treatment room

+ Observation room

Note: These therapies (excluding the related office visits) are
covered under this benefit when billed by the outpatient
section of a hospital, clinic or a physician’s office. Retail
pharmacy charges for chemotherapy and prescription drugs to
treat the side effects of chemotherapy are covered under
Prescription Drugs, see Section 5(f).

PPO: 10% of the Plan’s allowance

Non-PPO: 30% of the Plan’s allowance and any
difference between our allowance and the billed
amount

PPO: 10% of the Plan’s alowance

Non-PPO: 30% of the Plan’s allowance and any
difference between our allowance and the billed
amount

Rabies shots and related services

Nothing

Nothing

Not covered:

» Chelation therapy, except if the covered services and
supplies are provided during a precertified inpatient
admission

» Chemotherapy supported by a bone marrow transplant or
with stem cell support for any diagnosis not listed as
covered under Section 5(b)

All Charges

All Charges
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Rehabilitative therapies

You Pay — Standard Option

You Pay — High Option

Outpatient physical therapy, speech therapy, and occupational
therapy

Note: The annual $2,000 combined rehabilitative, chiropractic
and alternative therapies maximum includes al covered
services and supplies billed for these therapies.

PPO: 10% of the Plan’s alowance and all charges after
the Plan has paid the $2,000 combined rehabilitative,
chiropractic and alternative treatment therapy
maximum

Non-PPO: 30% of the Plan’s allowance and any
difference between our alowance and the billed
amount. All charges after the Plan has paid the $2,000
combined rehabilitative, chiropractic and aternative
treatment therapy maximum.

PPO: 10% of the Plan’s alowance and all charges after
the Plan has paid the $2,000 combined rehabilitative,
chiropractic and alternative treatment therapy
maximum

Non-PPO: 30% of the Plan’s allowance and any
difference between our alowance and the billed
amount. All charges after the Plan has paid the $2,000
combined rehabilitative, chiropractic and aternative
treatment therapy maximum.

Not covered:

» Charges billed after the Plan has paid the combined $2,000
rehabilitative, chiropractic and alternative treatment
therapies maximum

» EXxercise programs

All Charges

All Charges
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Hearing services (testing, treatment
and supplies)

You Pay — Standard Option

You Pay — High Option

One hearing aid per ear and related services are covered only
when the hearing loss was caused by an accidental injury. The
hearing aid must be purchased within 120 days of the accident
and the patient must be covered by the Plan at the time of
purchase.

Note: The calendar year deductible applies.

All charges over $200 for one hearing aid per ear

All charges over $200 for one hearing aid per ear

Testing (non-routine)
Note: The calendar year deductible applies.

PPO: 10% of the Plan’s alowance

Non-PPO: 30% of the Plan’s allowance and any
difference between our allowance and the billed
amount

PPO: 10% of the Plan’s alowance

Non-PPO: 30% of the Plan’s allowance and any
difference between our allowance and the billed
amount

Not covered:

Routine hearing tests, hearing aids, and related services when
the hearing lossis not directly related to an accidental injury

All Charges

All Charges

Vision services (testing, treatment
and supplies)

One pair of eyeglasses or contact lenses to correct an
impairment directly caused by an accidental ocular injury or
intraocular surgery (such as for cataracts). The eyeglasses or
contact lenses must be purchased within one year of the injury
or surgery and the patient must be covered by the Plan at the
time of purchase.

Note: The calendar year deductible applies.

All charges over $50 for one set of eyeglasses or $100
for contact lenses (including examination)

All charges over $50 for one set of eyeglasses or $100
for contact lenses (including examination)

Not covered:
+ Routine eye exams

- Eye glasses, contact lenses and examinations not directly
related to an ocular injury or intraocular surgery

- Eye exercises, refractions and related office visits

- Radial keratotomy including laser keratotomy and other
refractive surgery

All Charges

All Charges
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Foot care

You Pay — Standard Option

You Pay — High Option

We pay the professional services for routine foot care for
established diabetics. We also pay for medically necessary
surgeries under the surgery benefit. See Section 5(b).

PPO: $15 copayment per office visit (No deductible),
and 10% of the Plan’s allowance for other services
performed during the visit (deductible applies)

Non-PPO: 30% of the Plan’s allowance and any
difference between our allowance and the billed
amount for the office visit (No deductible); 30% of the
Plan’s allowance and any difference between our
allowance and the billed amount for other services
performed during the visit (deductible applies)

PPO: $15 copayment per office visit (No deductible),
and 10% of the Plan’s allowance for other services
performed during the visit (deductible applies)

Non-PPO: 30% of the Plan’s allowance and any
difference between our allowance and the billed
amount for the office visit (No deductible); 30% of the
Plan’s allowance and any difference between our
allowance and the billed amount for other services
performed during the visit (deductible applies)

Not Covered:

Cutting, trimming and removal of corns, calluses or the free
edge of toenails, and similar routine treatment of conditions of
the foot except for the established diagnosis of diabetes

All Charges

All Charges

Orthopedic and prosthetic devices

Orthopedic and prosthetic devices (see Definitions — Section
10) when recommended by an MD or DO, including:

Artificial limbs and eyes, stump hose;

Externally worn breast prostheses and surgical bras, including
necessary replacements following a mastectomy;

Note: Call the Plan to locate a vendor.

10% of the Plan’s allowance

10% of the Plan’s allowance

Not Covered:

» Orthopedic and corrective shoes unless attached to a brace
 Arch supports

 Foot orthotics and related office visits

» Heel pads and heel cups

» Lumbosacral supports

» Corsets, trusses, elastic stockings, support hose, and other
supportive devices

* Prosthetic replacements provided less than 3 years after the
last one we covered unless a replacement is needed for
medical reasons

* Penile prosthetics

All Charges

All Charges
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Durable medical equipment

You Pay — Standard Option

You Pay — High Option

Durable Medical Equipment (DME) is equipment and supplies
that:

1. Areprescribed by your attending physician (i.e., the
physician who is treating your illness or injury);

2. Are medically necessary;

3. Areprimarily and customarily used only for a medical
purpose;

4. Aregeneraly useful only to a person with an illness or
injury;

5. Aredesigned for prolonged use; and

6. Serve a specific therapeutic purpose in the treatment of an
illness or injury.

We cover rental or purchase, at our option, including repair
and adjustment, of durable medical equipment such as oxygen
and dialysis equipment.

The Plan will limit its benefit for the rental of durable medical
equipment to an amount no greater than what it would have
paid if the equipment had been purchased.

Under this benefit we also cover:

» Wheelchairs

» Hospital beds

» Oxygen equipment

» Ostomy supplies (including supplies purchased at a
pharmacy)

Note: Call usat 1-800-410-7778 to get information about

durable medical equipment PPO providers. Any egquipment

billed by rehabilitative therapists or aternative medicine

providersis covered under that benefit and subject to the
combined annual maximum.

Note: For those members who have Medicare Part B astheir
primary payer, diabetic supplies will be covered under this
benefit.

PPO: 10% of the Plan’s allowance

Non-PPO: 30% of the Plan’s allowance and any
difference between our allowance and the billed
amount

PPO: 10% of the Plan’s alowance

Non-PPO: 30% of the Plan’s allowance and any
difference between our allowance and the billed
amount
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Durable medical equipment (continued)

You Pay — Standard Option

You Pay — High Option

Not Covered:

 Equipment replacements provided less than 3 years after
the last one we covered

» Charges for service contracts for purchased egquipment
» Safety, hygiene, convenience and exer cise equipment

» Household or vehicle modifications including seat, chair or
van lifts; computer switchboard

« Communication equipment including computer “ story
boards,” “ light talkers,” and enhanced vision systems

* Air conditioners, air purifiers, humidifiers, ultraviolet
lighting (except for the treatment of psoriasis)

* Wigsor hair pieces

» Motorized scooters, lifts, ramps, prone standers and other
items that do not meet the DME definition

» Dental appliances used to treat sleep apnea and/or
temporomandibular joint dysfunction

» Charges for educational/instructional advice on how to use
the durable medical equipment

« All rental charges above the purchase price

All Charges

All Charges
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Home health services— (nursing services)

You Pay — Standard Option

You Pay — High Option

A registered nurse (R.N.) or licensed practical nurse (L.P.N.)

is covered for outpatient services when:

* Prescribed by your attending physician (i.e., the physician
who istreating your illness or injury) for outpatient
services,

* The physician indicates the length of time or number of
visits the services are needed;

« The physician identifies the specific professional skills
required by the patient and the medical necessity for skilled
services.

PPO: 10% of the Plan’s allowance and all charges after
the Plan has paid the $700 annual maximum

Non-PPO: 30% of the Plan’s allowance and any
difference between our allowance and the billed
amount. All charges after the Plan has paid $700 for
these services.

PPO: 10% of the Plan’s alowance and all charges after
the Plan has paid the $700 annual maximum

Non-PPO: 30% of the Plan’s allowance and any
difference between our allowance and the billed
amount. All charges after the Plan has paid $700 for
these services.

Not covered:

* |npatient private duty nursing

* Nursing care requested by, or for the convenience of, the
patient’s family

» Services primarily for hygiene, feeding, exercising, moving
the patient, homemaking, companionship or giving oral
medication

* All charges after the Plan has paid $700 for covered
nursing services

All Charges

All Charges

Chiropractic

Chiropractic care
« Manipulation of the spine and extremities

* Adjunctive procedures such as ultrasound, electrical muscle
stimulation, vibratory therapy, and cold pack application

Note: The annual $2,000 combined rehabilitative, chiropractic
and alternative treatment therapies maximum includes al
covered services and supplies billed for these therapies.

PPO: 10% of the Plan’s allowance and all charges after
the Plan has paid the $2,000 combined rehabilitative,
chiropractic and alternative treatment therapy
maximum

Non-PPO: 30% of the Plan’s allowance and any
difference between our alowance and the billed
amount. All charges after the Plan has paid the $2,000
combined rehabilitative, chiropractic and alternative
treatment therapy maximum.

PPO: 10% of the Plan’ s allowance and all charges after
the Plan has paid the $2,000 combined rehabilitative,
chiropractic and aternative treatment therapy
maximum

Non-PPO: 30% of the Plan’s allowance and any
difference between our alowance and the billed
amount. All charges after the Plan has paid the $2,000
combined rehabilitative, chiropractic and aternative
treatment therapy maximum.
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Alternative treatment

You Pay — Standard Option

You Pay — High Option

Acupuncture

Note: The annual $2,000 combined rehabilitative, chiropractic
and alternative treatment therapies maximum includes all
covered services and supplies billed for these therapies.

PPO: 10% of the Plan’s allowance and all charges after
the Plan has paid the $2,000 combined rehabilitative,
chiropractic and aternative treatment therapy
maximum

Non-PPO: 30% of the Plan’s allowance and any
difference between our alowance and the billed
amount. All charges after the Plan has paid the $2,000
combined rehabilitative, chiropractic and alternative
treatment therapy maximum.

PPO: 10% of the Plan’s alowance and all charges after
the Plan has paid the $2,000 combined rehabilitative,
chiropractic and alternative treatment therapy
maximum

Non-PPO: 30% of the Plan’s allowance and any
difference between our alowance and the billed
amount. All charges after the Plan has paid the $2,000
combined rehabilitative, chiropractic and aternative
treatment therapy maximum.

Not covered:
* Naturopathic and homeopathic services

» Chelation therapy, except if the covered services and
supplies are provided during a precertified inpatient
hospitalization

» Thermography, biofeedback and related visits

* Charges after the $2,000 combined rehabilitative,
chiropractic therapies and alternative treatments annual
maximum has been paid by the Plan

Note: Services of certain alternative treatment providers may
be covered in medically underserved areas — see page 7.

All Charges

All Charges

Educational classes and programs

Smoking Cessation — Up to $100 for one smoking cessation
program per member per lifetime

Note: All benefits are paid directly to you.

Smoking deterrents are covered under prescription drugs. See
Section 5(f).

All charges over $100

All charges over $100

Not Covered:

» Self help or self management programs such as diabetic self
management

» Charges for educational/instructional advice on how to use
durable medical equipment

All Charges

All Charges
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Section 5 (b). Surgical and anesthetic services provided by physicians and other health care professionals

Here are some important things you should keep in mind about these benefits:

Please remember that all benefits are subject to the definitions, limitations and exclusions in this brochure and are payable only when we determine they are medically necessary.

The calendar year deductibleis: $250 per person ($750 per family) for Standard Option and $200 per person ($600 per family) for High Option. The calendar year deductible
appliesto almost all benefitsin this Section. We added “(No deductible)” to show when the calendar year deductible does not apply. See Section 4 for more information about
deductibles and other cost-sharing features such as coinsurance and copayments.

The non-PPO benefits are the regular benefits of this Plan. PPO benefits apply only when you use a PPO provider. When no PPO provider is available, non-PPO benefits apply.

Be sure to read Section 4, Your costs for covered services, for valuable information about how cost sharing works, with special sections for members who are age 65 or over.
Also read Section 9 about coordinating benefits with other coverage, including with Medicare.

The amounts listed below are for the charges billed by a physician or other health care professional for your surgery. Look in Section 5(c) for charges associated with the facility
charge (i.e. hospital, surgical center, etc.).

PLEASE REMEMBER THAT ANY SURGICAL SERVICESTHAT REQUIRE AN INPATIENT ADMISSION MUST BE PRECERTIFIED. Please refer to the
precertification information shown in Section 3.

You Pay
Benefit Description After the Calendar Year deductible ...
Standard Option High Option
NOTE: The calendar year deductible appliesto almost all benefitsin this Section. We say “(No deductible)” when it does not apply.
Surgical procedures You Pay — Standard Option You Pay —High Option
A comprehensive range of services, such as: PPO: 10% of the Plan’s allowance PPO: 10% of the Plan’s allowance
 Operative procedures (performed by the primary surgeon) Non-PPO: 30% of the Plan’s allowance and any Non-PPO: 30% of the Plan’s allowance and any
difference between our alowance and the billed difference between our allowance and the billed

Treatment of fractures, including casting;

Normal pre- and post-operative care by the surgeon;
Endoscopy procedures (diagnostic and surgical);
Biopsy procedures;

Electroconvulsive therapy;

Removal of tumors and cysts;

Correction of congenital anomalies (see Reconstructive
surgery);

amount amount

Surgical procedures— continued on next page
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Surgical procedur es (continued) You Pay — Standard Option You Pay —High Option

PPO: 10% of the Plan’s allowance

Non-PPO: 30% of the Plan’s allowance and any
difference between our allowance and the billed
amount

PPO: 10% of the Plan’s allowance

Non-PPO: 30% of the Plan’s allowance and any
difference between our allowance and the billed
amount

 Surgical treatment of morbid obesity — a conditionin
which an individual weighs 100 pounds or 100% over his or
her normal weight according to current underwriting
standards; eligible members must be age 18 or over;

* Insertion of internal prosthetic devices (See Section 5(a) —
Orthopedic and prosthetic devices— for device coverage
information);

» Voluntary sterilization, Norplant (a surgically implanted
contraceptives), and intrauterine devices (IUDs);

» Treatment of burns;
« Correction of amblyopia & strabismus.

PPO: 10% of the Plan’s allowance for the individual
procedure

PPO: 10% of the Plan’s allowance for the individual
procedure

When multiple or bilateral surgical procedures are performed
during the same operative session by the same surgeon, the

Plan’s benefit is determined as follows:

For the primary procedure:
— PPO: the Plan’s full allowance or

Non-PPO: 30% of the Plan’s allowance for the
individual procedure and any difference between the
Plan’s allowance and the billed amount

Non-PPO: 30% of the Plan’s allowance for the
individual procedure; and any difference between the
Plan’s allowance and the billed amount

— Non-PPO: the Plan’s full allowance
* For the secondary procedure:
— PPO: one-half of the Plan’s allowance or
— Non-PPO: one-half of the Plan’s allowance

* For the tertiary procedure and any other subsequent
procedures:

— PPO: one-quarter of the Plan’s allowance or
- Non-PPO: one-quarter of the Plan’s allowance

Surgical Procedures — continued on next page
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Surgical procedures (continued)

You Pay — Standard Option

You Pay —High Option

Co-surgeons

When the surgery requires two surgeons with different skills
to perform the surgery, the Plan’s allowance for each surgeon
is 50% of what it would pay a single surgeon for the same
procedure(s).

PPO: 10% of the Plan’s allowance

Non-PPO: 30% of the Plan’s allowance and any
difference between our allowance and the billed
amount

PPO: 10% of the Plan’s alowance

Non-PPO: 30% of the Plan’s allowance and any
difference between our allowance and the billed
amount

Assistant surgeon

When a surgery reguires an assistant surgeon, the Plan will
reduce its benefits for the assistant surgeon to 20% of the
allowance for the surgery.

PPO: Nothing

Non-PPO: The difference between our allowance and

the billed amount

PPO: Nothing

Non-PPO: The difference between our allowance and

the billed amount

Not covered:

» Multiple or bilateral surgical procedures performed
through the same incision that are “ incidental” to the
primary surgery. That is, the procedure would not add time
or complexity to patient care. We do not pay extra for
incidental procedures.

* Reversal of voluntary sterilization
» Services of a standby surgeon

» Routine treatment of conditions of the foot except for
services rendered to established diabetics

» Cosmetic surgery (See definition, page 35)
» Radial keratotomy, laser and other refractive surgery

All Charges

All Charges
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Reconstructive surgery

You Pay — Standard Option

You Pay — High Option

» Surgery to correct afunctional defect;
* Surgery to correct a condition caused by injury or illnessif:

The condition produces a mgjor effect on the member’s
appearance, and

The condition can reasonably be expected to be corrected
by such surgery.
Surgery to correct a condition that existed at or from birth and
isasignificant deviation from the common form or norm.
Examples of congenital anomalies are: protruding ear
deformities; cleft lip; cleft palate; birth marks; and webbed
fingers and toes.

All stages of breast reconstruction surgery following a
mastectomy, such as.

+ Surgery to produce a symmetrical appearance on the other
breast;

« Treatment of any physical complications, such as
lymphedemas.

(See Prosthetic devices for coverage of breast prostheses
and surgical bras and replacements.)

Note: If you need a mastectomy, you may choose to have this
procedure performed on an inpatient basis and remain in the
hospital up to 48 hours after the procedure.

PPO: 10% of the Plan’s allowance

Non-PPO: 30% of the Plan’s allowance and any
difference between our allowance and the billed
amount

PPO: 10% of the Plan’s allowance

Non-PPO: 30% of the Plan’s allowance and any
difference between our allowance and the billed
amount

Not Covered:

» Cosmetic surgery - any surgical procedure (or any portion
of a procedure) performed primarily to improve physical
appearance through a change in bodily form, except repair
of accidental injury or caused by illness

» Surgery related to sex transformation or sexual dysfunction

All Charges

All Charges
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Oral and maxillofacial surgery

You Pay — Standard Option

You Pay — High Option

Oral surgical procedures limited to:
» Reduction of fractures of the jaws or facial bones;

» Surgical correction of cleft lip, cleft palate or severe
functional malocclusion;

» Removal of impacted teeth that are not completely erupted
(bony, partial bony, and soft tissue impactions);

» Removal of stones from salivary ducts,
« Excision of leukoplakia, tori or malignancies,

» Excision of cysts and incision of abscesses when done as
independent procedures,

e Temporomandibular joint dysfunction surgery;

* Other surgical procedures that do not involve the teeth or
their supporting structures.

Note: The related hospitalization (inpatient and outpatient) are
covered if medically necessary. See Section 5(c).

PPO: 10% of the Plan’s allowance

Non-PPO: 30% of the Plan’s allowance and any
difference between our allowance and the billed
amount

PPO: 10% of the Plan’s alowance

Non-PPO: 30% of the Plan’s allowance and any
difference between our allowance and the billed
amount

Not covered:
« Oral/dental implants and transplants;

* Procedures that involve the teeth or their supporting
structures, such as the periodontal membrane, gingiva, and
alveolar bone(these procedures may be considered as
covered dental procedures under the High Option dental
benefits);

» Conservative treatment of temporomandibular joint
dysfunction (TMJ)

All Charges

All Charges
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Organ/tissue transplants

You Pay — Standard Option

You Pay — High Option

Limited to: PPO: 10% of the Plan’s allowance and all chargesover | PPO: 10% of the Plan’s allowance and all charges over

» Cornea $300,000 $300,000

. Heart Non-PPO: 30% of the Plan’s allowance and any Non-PPO: 30% of the Plan’s allowance and any
difference between our alowance and the billed difference between our allowance and the billed

* Heart/lung amount. All charges over $300,000. amount. All charges over $300,000.

* Kidney

o Liver

» Pancreas

* Singlelung Note: The maximum benefit for any organ/tissue Note: The maximum benefit for any organ/tissue

« Double lung transplant(s) is $300,000 per occurrence. Included in transplant(s) is $300,000 per occurrence. Included in

Intestinal transplants (small intestine) and the small
intestine with the liver or small intestine with multiple
organs such asthe liver, stomach, and pancreas

Allogenic (donor) bone marrow transplants for chronic
myelogenous leukemia, acute leukemia, aplastic anemia,
severe combined immuno-deficiency disease, Wiscott-
Aldrich syndrome, advanced Hodgkin’s lymphoma,
advanced non-Hodgkin’s lymphomas, and myelodysplastic
syndrome (in advanced form).

Autologous (self) bone marrow transplants (autologous
stem cell and peripheral stem cell support) for chronic or
acute lymphocytic or non-lymphocytic leukemia; advanced
Hodgkin's lymphoma; advanced non-Hodgkin's
lymphomas; resistant or recurrent neuroblastoma; testicular,
mediastinal, retroperitoneal, and ovarian germ cell tumors;
breast cancer; multiple myeloma; and epithelia ovarian
cancer.

the $300,000 maximum are hospital, surgical, and
medical expenses of the recipient but not the covered
expenses of the donor. Benefitsissued for charges
related to complications arising during the transplant
confinement (same admission) are subject to the
$300,000 maximum. The cost of outpatient
prescription drugs related to the transplant is not
subject to the $300,000 limit. Chemotherapy, when
supported by a bone marrow transplant or autologous
stem cell support, is covered only for the specific
diagnoses listed.

the $300,000 maximum are hospital, surgical, and
medical expenses of the recipient but not the covered
expenses of the donor. Benefits issued for charges
related to complications arising during the transplant
confinement (same admission) are subject to the
$300,000 maximum. The cost of outpatient
prescription drugs related to the transplant is not
subject to the $300,000 limit. Chemotherapy, when
supported by a bone marrow transplant or autologous
stem cell support, is covered only for the specific
diagnoses listed.

Note: We cover related medical and hospital expenses of the
donor when we cover the recipient.

Surgical transplant of body organ/tissue means transfer of a
body organ(s) tissue(s) from the donor to the recipient
(allogenic) or abone marrow graft in which the donor and
recipient are the same person (autol ogous).

Organ/tissue transplants — continued on next page
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Organ/tissue transplants (continued)

You Pay — Standard Option

You Pay — High Option

Not covered:

» Donor screening tests and donor search expenses, except

those performed on the actual donor;

» Services and supplies for or related to transplants not listed

as covered.
» Related services or suppliesinclude administration of

chemotherapy when supported by transplant procedures.

All Charges

All Charges

Anesthesia

Professional services for the administration of anesthesiain

hospital and out of hospital.

PPO: 10% of the Plan’s allowance

Non-PPO: 30% of the Plan’s allowance and any
difference between our allowance and the billed
amount

Note: If your PPO provider uses a non-PPO
anesthesiol ogist, we will pay non-PPO benefits for any
anesthesia charges.

PPO: 10% of the Plan’s allowance

Non-PPO: 30% of the Plan’s allowance and any
difference between our allowance and the billed
amount

Note: If your PPO provider uses a non-PPO
anesthesiologist, we will pay non-PPO benefits for any
anesthesia charges.
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Section 5 (c). Servicesprovided by a hospital or other facility, and ambulance services

Here are some important things you should keep in mind about these benefits:
 Please remember that all benefits are subject to the definitions, limitations and exclusions in this brochure and are payable only when we determine they are medically necessary.

» Unlike Sections 5(a) and 5(b), in this section the calendar year deductible appliesto only afew benefits. In that case, we added “(calendar year deductible applies)”. If
applicable, the calendar year deductible is $250 per person ($750 per family) for Standard Option and $200 per person ($600 per family) for High Option.

» The non-PPO benefits are the regular benefits of this Plan. PPO benefits apply only when you use a PPO provider. When no PPO provider is available, non-PPO benefits apply.

» Besureto read Section 4, Your costs for covered services, for valuable information about how cost sharing works, with special sections for members who are age 65 or over.
Also read Section 9 about coordinating benefits with other coverage, including with Medicare.

» The amounts listed below are for the charges billed by the facility (i.e. hospital or surgical center) or ambulance service for your surgery or care. Any costs associated with the
professional charge (i.e. physicians, etc.) are in Sections 5(a) or (b).

» Note: When you use a PPO hospital, keep in mind that the professionals who provide servicesto you in the hospital, such as radiol ogists, emergency room physicians,
anesthesiologists, and pathologists may not all be preferred providers.

* YOU MUST GET PRECERTIFICATION FOR HOSPITAL STAYS; FAILURE TO DO SOWILL RESULT IN A MINIMUM $500 PENALTY. Pleaserefer to the
precertification information listed in Section 3 to be sure which services require precertification.

Benefit Description

Standard Option High Option
NOTE: The calendar year deductible applies only when we say below: “ (calendar year deductible applies)”.
I npatient hospital You Pay — Standard Option You Pay —High Option
Room and board, such as PPO: $150 per admission PPO: Nothing
» Ward, semiprivate, or intensive care accommodations, Non-PPO: $300 per admission Non-PPO: $250 per admission

including birthing centers;
* general nursing care; and
» meals and special diets.

Note: We only cover a private room when you must be
isolated to prevent contagion. Otherwise, we will pay the
hospital’ s average charge for semiprivate accommodations.

Inpatient hospital — continued on next page
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I npatient hospital (continued)

You Pay — Standard Option

You Pay —High Option

Other hospital services and supplies, such as:
 Operating, recovery, maternity, and other treatment rooms
* Prescribed drugs and medicines

 Pathology tests

» Diagnostic laboratory and X-rays

 Blood or blood plasma

» Dressings, splints, casts, and sterile tray services

» Medical supplies and equipment, including oxygen
» Anesthetics, including nurse anesthetist services

* Autologous blood donations

e Interna prosthesis

Note: We base payment on whether the facility or a health
care professional hills for the services or supplies. For
example, when the hospital bills for its anesthetists' services,
we pay Hospital benefits and when the anesthetist bills
directly we pay under Section 5(b) Surgical and Anesthesia
Services benefits.

Note: The maximum benefit for any organ/tissue transplant, as
described on page 37 is $300,000 per occurrence. Benefits
issued for charges related to complications arising during the
transplant confinement (same admission) is subject to the
$300,000 maximum. Included in the $300,000 maximum are
hospital, surgical, and other medical expenses. The cost of
related outpatient prescription drugsis not subject to this limit.
Chemotherapy, when supported by a bone marrow transplant
or autologous stem cell support is covered only for the specific
diagnoses listed on page 37.

Note: The Plan pays Inpatient Hospital Benefits as shown
above in connection with dental procedures only when a non-
dental physical impairment exists that makes hospitalization
necessary to safeguard the health of the patient.

See page 39

See page 39
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I npatient hospital (continued)

You Pay — Standard Option

You Pay —High Option

Not covered:

* A hospital admission, or portion thereof, that is not
medically necessary (see definition), including an admission
for medical servicesthat did not require the acute hospital
inpatient (overnight) setting, but could have been provided
in a doctor’ s office, outpatient department of a hospital, or
some other setting without adver sely affecting the patient’s
condition or the quality of medical care rendered.

» Hospital admissions for medical rehabilitation unless the
admission isto an approved acute inpatient rehabilitation
facility and the patient can actively participatein a
minimum of 3 hours of acute inpatient rehabilitation to
include any combination of the following therapies:
physical, occupational, speech, respiratory therapy per day.

» Custodial care; see Section 10: Definitions.

» Non-covered facilities, such as nursing homes, subacute
carefacilities, extended care facilities, schools,
domiciliaries and rest homes.

» Personal comfort items, such as telephone, television,
barber services, guest meals and beds.

* Private inpatient nursing care.

 |nstitutions that do not meet the definition of covered
hospitals.

All Charges

All Charges

2002 Mail Handlers Benefit Plan

41

Section 5(c)



Outpatient hospital, freestanding ambulatory
surgical center, or clinic

You Pay — Standard Option

You Pay — High Option

 Operating, recovery, and other treatment rooms
* Prescribed drugs and medicines
 Diagnostic laboratory tests, X-rays and pathology services

« Administration of blood, blood plasma, and other
biologicals

» Blood and blood plasma, if not donated or replaced
» Pre-surgical testing

* Dressings, casts, and sterile tray services

» Medical supplies, including anesthesia and oxygen
* Anesthetics and anesthesia services

Note: We cover hospital services and supplies related to dental
procedures when necessitated by a non-dental physical
impairment.

Note: If the stay is greater than 23 hours, you need to
precertify the admission.

Note: For services billed by the surgeon and the anesthetist,
see Section 5(b), Surgical and anesthetic services provided by
physicians and other health care professionals.

PPO: Nothing after the calendar year deductible

Non-PPO: 30% of the Plan’s allowance and any
difference between our alowance and the billed
amount (calendar year deductible applies)

PPO: Nothing after the calendar year deductible

Non-PPO: 30% of the Plan’s allowance and any
difference between our alowance and the billed
amount (calendar year deductible applies)

Not covered:

Surgical facility charges billed by entities that are not
accredited by the Joint Commission on the Accreditation
of Healthcare Organizations (JCAHO) or the
Accreditation Association for Ambulatory HealthCare
(AAAHC), or which do not have Medicare certification as
an ASC facility.

All charges

All charges

Extended care benefit/skilled nursing care
facility benefit

No benefit

All Charges

All Charges
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Hospice care

You Pay — Standard Option

You Pay — High Option

Hospice is a coordinated program of maintenance and
supportive care for the terminally ill provided by a medically
supervised team under the direction of a Plan-approved
independent hospice administration.

» We pay $5,000 per lifetime for any combination of inpatient
and outpatient services. If you use a PPO provider, your
out-of-pocket expenses will be reduced.

PPO: All charges after the Plan has paid $5,000
Non-PPO: All charges after the Plan has paid $5,000

PPO: All charges after the Plan has paid $5,000
Non-PPO: All charges after the Plan has paid $5,000

Not covered:
* Independent nursing, and homemaker services
« Charges above $5,000.

All Charges

All Charges

Ambulance

Local professional ambulance service when medically
appropriate to the first hospital where treated and from that
hospital to the next nearest hospital or medical facility if
necessary treatment is not available at the first hospital

Air ambulance to the nearest hospital where treatment is
available and only if there is no emergency ground
transportation available or suitable and the patient’ s condition
requires immediate evacuation

PPO: 10% of the Plan’ s allowance (calendar year
deductible applies)

Non-PPO: 30% of the Plan’s allowance and any
difference between our alowance and the billed
amount (calendar year deductible applies)

PPO: 10% of the Plan’s allowance (calendar year
deductible applies)

Non-PPO: 30% of the Plan’s allowance and any
difference between our alowance and the billed
amount (calendar year deductible applies)

Not covered: Non-medically necessary transport

All Charges

All Charges
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Section 5 (d). Emergency servicesaccidents

Here are some important things you should keep in mind about these benefits:
 Please remember that all benefits are subject to the definitions, limitations and exclusionsin this brochure and are payable only when we determine they are medically necessary.

» The calendar year deductibleis: $250 per person ($750 per family) for Standard Option and $200 per person ($600 per family) for High Option. The calendar year deductible
appliesto aimost all benefitsin this Section. We added “(No deductible)” to show when the calendar year deductible does not apply. See Section 4 for more information about
deductibles and other cost-sharing features such as coinsurance and copayments.

» The non-PPO benefits are the regular benefits of this Plan. PPO benefits apply only when you use a PPO provider. When no PPO provider is available, non-PPO benefits apply.

» Besureto read Section 4, Your costs for covered services, for valuable information about how cost sharing works, with special sections for members who are age 65 or over.
Also read Section 9 about coordinating benefits with other coverage, including with Medicare.

You Pay
Benefit Description After the Calendar Year deductible ...
Standard Option High Option

NOTE: The calendar year deductible appliesto almost all benefitsin this Section. We say “(No deductible)” when it does not apply.
Accidental injury You Pay — Standard Option You Pay —High Option
If you receive outpatient care for your accidental injury ina PPO: 10% of the Plan’s allowance PPO: 10% of the Plan’s allowance
hospital emergency room or urgent care center, we cover: Non-PPO: 30% of the Plan’s allowance and any Non-PPO: 30% of the Plan’s allowance and any
» Non-surgical physician services and supplies; difference between our alowance and the billed difference between our allowance and the billed
« Related outpatient hospital services; amount amount
» Observation room;
» Surgery.

Note: We pay inpatient hospital benefitsif you are admitted.

Note: Repair of sound natural teeth due to an accidental injury
is covered under this benefit. The services and supplies must
be provided within one year of the accident and the patient
must be a member of the Plan at the time the services were
rendered.

Masticating (chewing) incidents are not considered to be
accidental injuries.

Accidental injury — continued on next page
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Accidental injury (continued)

You Pay — Standard Option

You Pay —High Option

Non-surgical physician services provided in adoctor’s office
for your accidental injury.

PPO: $15 copayment per office visit (No deductible);
and 10% of the Plan’s allowance for other services
performed during the visit (calendar year deductible
applies)

Non-PPO: 30% of the Plan’s allowance and any
difference between our alowance and the billed
amount per office visit (No deductible); 30% of the
Plan’s allowance and any difference between our
alowance and the billed amount for other services
(calendar year deductible applies)

PPO: $15 copayment per office visit (No deductible);
and 10% of the Plan’s allowance for other services
performed during the visit (calendar year deductible
applies)

Non-PPO: 30% of the Plan’s allowance and any
difference between our alowance and the billed
amount per office visit (No deductible); 30% of the
Plan’s allowance and any difference between our
allowance and the billed amount for other services
(calendar year deductible applies)

Medical emergency

Outpatient medical or surgical services and supplies for
services rendered in a hospital emergency room or urgent care
center (including observation room)

PPO: 10% of the Plan’s allowance

Non-PPO: 30% of the Plan’s allowance and any
difference between our allowance and the billed
amount

PPO: 10% of the Plan’s allowance

Non-PPO: 30% of the Plan’s allowance and any
difference between our allowance and the billed
amount

Non-surgical physician services and supplies provided in a
doctor’s office

PPO: $15 copayment per office visit (No deductible);
and 10% of the Plan’s allowance for other services
performed during the visit (calendar year deductible
applies)

Non-PPO: 30% of the Plan’s allowance and any
difference between our allowance and the billed
amount per office visit (No deductible); 30% of the
Plan’s allowance and any difference between our
allowance and the billed amount for other services
(calendar year deductible applies)

PPO: $15 copayment per office visit (No deductible);
and 10% of the Plan’s allowance for other services
performed during the visit (calendar year deductible
applies)

Non-PPO: 30% of the Plan’s allowance and any
difference between our allowance and the billed
amount per office visit (No deductible); 30% of the
Plan’s allowance and any difference between our
allowance and the billed amount for other services
(calendar year deductible applies)

Ambulance

Local professional ambulance service when medically
appropriate to the first hospital where treated and from that
hospital to the next nearest hospital or medical facility if
necessary treatment is not available at the first hospital.

Air ambulance to the nearest hospital where treatment is
available and only if there is no emergency ground
transportation available or suitable and the patient’s condition
warrants immediate evacuation.

PPO: 10% of the Plan’s allowance

Non-PPO: 30% of the Plan’s allowance and any
difference between our allowance and the billed
amount

PPO: 10% of the Plan’s allowance

Non-PPO: 30% of the Plan’s allowance and any
difference between our allowance and the billed
amount

Not covered: When used for non-emergency purposes

All Charges

All Charges
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Section 5 (e). Mental health and substance abuse benefits

Y ou may choose to get care Out-of-Network or In-Network. When you receive In-Network care, you must get our approval for services and follow a treatment plan we approve.
If you do, cost-sharing and limitations for In-Network mental health and substance abuse benefits will be no greater than for similar benefits of other illnesses and conditions. If
In-Network care is not authorized, Out-of-Network benefitswill be paid.

Here are some important things you should keep in mind about these benefits:

» Please remember that all benefits are subject to the definitions, limitations and exclusions in this brochure and are payable only when we determine they are medically necessary
and/or clinically appropriate.

» The Mental health and substance abuse benefits calendar year deductible is $250 per person ($750 per family) for Standard Option and $200 per person ($600 per family) for
High Option. The calendar year deductible applies to ailmost all benefitsin this Section. We added “(No deductible)” to show when the calendar year deductible does not apply.
This caendar year deductibleisin addition to the calendar year deductible for medical services and the calendar year deductible for prescription drugs.

» Besureto read Section 4, Your costs for covered services, for valuable information about how cost sharing works, with special sections for members who are age 65 or over.
Also read Section 9 about coordinating benefits with other coverage, including with Medicare.

« |If you do not obtain and follow an approved treatment plan we will provide Out-of-Network benefits.
* YOU MUST GET PREAUTHORIZATION OF THESE SERVICES. See theinstructions after the benefits descriptions below.

. In-Network mental health and substance abuse benefits are below, then Out-of-Network benefits begin on page 48.

You Pay
Benefit Description After the Calendar Year deductible ...
Standard Option High Option

NOTE: The calendar year deductible appliesto almost all benefitsin this Section. We say “(No deductible)” when it does not apply.
Managed In-Networ k Benefits You Pay — Standard Option You Pay —High Option
All diagnostic and treatment services contained in atreatment | Your cost sharing responsibilities are no greater than Y our cost sharing responsibilities are no greater than
plan that we approve. The treatment plan may include for other illnesses or conditions for other illnesses or conditions
services, drugs, and supplies described elsewhere in this
brochure.

Note: Managed In-Network benefits are payable only when
we determine the careis clinically appropriate to treat your
condition and only when you receive the care as part of a
treatment plan that we approve.

 OQutpatient professional services, including individual or $15 copayment per office visit (No deductible) $15 copayment per office visit (No deductible)
group therapy by providers approved by the Managed
In-Network vendor. This may include services provided by
aLicensed Professional Counselor or Licensed Marital
Family Therapist.

» Medication management

Managed I n-Network Benefits — conti