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Overview

Glatfelter Family Medical Center Plan for Union Hourly Employees of Chillicothe, Ohio
Operations

This document is the Summary Plan Description (SPD) for the Glatfelter Family Medical Center
Plan, which is offered to Ohio Operations employees who work or reside in the Chillicothe area.
This document is an extension of the Summary Plan Description for the Glatfelter Health and
Welfare Benefits Plan for Union Hourly Employees of Glatfelter at Chillicothe, Ohio. Please see
that document for a description of the other benefits available to union employees in the Ohio
Operations. If you are a salaried or non-union employee of Glatfelter, a different SPD describes
your medical benefits. Please contact your local Human Resources department

if you need a copy of that SPD.

The summary enclosed provides an overview of the Plan. It is not intended to be all-inclusive,
but rather summarize the main features of the Plan. Full Plan details are contained in the official
Plan document, which governs the operation of the Plan. All summaries can be found on
www.glatfelter.com and on Gceentral, the Company’s intranet.

The information contained in the document is not intended and does not constitute either an
employment agreement or contractual relationship, and does not guarantee employment for a
specified period of time.

As always, the Plan is subject to change or revision at the discretion of the Company.

Throughout this document, “Company” or “Glatfelter” means your employer, P.H. Glatfelter
Company.

The Glatfelter Family Medical Center Plan Summary Plan Description (SPD) is not intended to be all inclusive, but
rather summarize the main features of the Plan. If there are any conflicts between the information presented in this
SPD and the legal Plan document that governs the Family Medical Center Plan benefit, the legal Plan document will
govern. Nothing contained in these materials constitutes, or is intended to create, a promise of continued employment.


http://www.glatfelter.com/
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Benefits Overview

The Family Medical Center Plan is a part

of the Glatfelter Health and Welfare Benefits
Plan. The Glatfelter Health and Welfare
Benefits Plan is a form of an employee
welfare benefit plan called a “cafeteria plan.”
The Plan allows you to choose the benefits
you receive from the Company. You are
given the opportunity to direct the Company
to reduce your pay by a specified amount,
and can use the amount of the pay reduction
to purchase benefits under the Plan.

In the following summary of the Family
Medical Center Plan, you will note that this
medical plan may be purchased with before-
tax dollars. “Before-tax” refers to federal tax
only. Generally, if a benefit can be
purchased before federal tax is imposed,
state income tax will also not apply. Local
taxes may still apply in some areas.

Eligibility

If you are a regular full-time hourly employee
scheduled to work a minimum of 40 hours
per week, you and your dependents are
eligible to enroll in the Family Medical

Center Plan. Temporary and seasonal
employees are not eligible for benefits.

If you enroll within 30 days of your date of
hire, your effective date of coverage will be
your 31% day of employment.

If you do not enroll within 30 days of your
date of hire, you will have to wait until the
next open enrollment period to enroll, unless
you experience a qualified life event change
(see Special Enrollment/Change in Status).

Eligible Dependents

Eligible dependents for the medical plan
include:

e your legal spouse;

e your natural child, stepchild, legally
adopted child (if under age 18 when
adopted or when placed with you for
adoption), foster child (if not a ward of

the state), child for whom you have legal
guardianship, or grandchild who lives
with you in a parent-child relationship;
who is under age 26; and

e another person entitled to coverage
because of a divorce decree or “medical
child support order.”

Child(ren) coverage can extend beyond the
age limits listed if the child meets all of the
following conditions: unmarried; incapable of
self-sustaining employment; and disabled or
handicapped, provided the child was
covered under the Plan before age 26.

A person otherwise qualifying as your
eligible dependent will not be covered
unless you have elected to pay and have
paid the required additional contributions, if
any, for dependent coverage. A child will not
be considered the qualified dependent of
more than one employee.

e You are responsible for determining if
someone qualifies as your spouse or
dependent for purposes of the Plan's
dependent eligibility rules, subject to the
Company’s final approval. The Company
may require you to provide proof that an
individual satisfies the Plan's eligibility
requirements. Also, if at any time during
a Plan year, your eligible spouse or
dependent becomes ineligible for
coverage, you are responsible for
notifying the Company of the change in
eligibility.

Please note: It is your responsibility to notify
Human Resources when your dependent is no
longer eligible for coverage. Failure to do so will
result in repayment or denial of incurred claims.

If both you and your spouse are Glatfelter
employees: For purposes of the Family
Medical Center Plan, you and your spouse
may not be covered as both an employee
and a dependent at the same time. Only one
of you may elect to cover your dependent
children. You may each make a coverage
election for yourself. Alternatively, one of
you may elect coverage for the entire family
(covering your spouse as a dependent) in




which case the other spouse should choose
“no coverage.”

Family and Medical Leave Act of 1993
(FMLA)

If you take an FMLA leave, you may
continue coverage under the same
conditions as other active employees
covered by the Plan for the duration of the
leave. If you continue coverage, you will be
required to continue paying your share of
employee contributions. If you choose to
terminate coverage during the leave, or if
coverage terminates as a result of
nonpayment of contributions, coverage in
effect prior to your leave may be reinstated
on the date you return to active status.

Coverage Levels

You may choose from two levels of
coverage: employee only or family.

Contributions

If elected, you and the Company share in
the cost of medical coverage. Your
contributions will be withheld from your
paycheck on a before-tax basis.

Enrolling in Benefits

INITIAL ENROLLMENT

You must enroll yourself and your eligible
dependents in the Family Medical Center
Plan within 30 days of the date you become
an eligible employee. If you do not enroll
within the initial 30-day enrollment period,
you will have to wait until the next open
enrollment period to enroll, unless you
experience a qualified life event change (see
Special Enrollment/Change in Status).

ANNUAL OPEN ENROLLMENT

Once you enroll in the Plan, your benefit
elections will remain in effect throughout the
year. Your next opportunity to make a

change (unless you experience a qualified
life event change) will be during the annual
open enroliment period, typically held in the
fall. Prior to each open enrollment, you will
receive instructions on how to make benefit
election changes. You may not drop your
spouse in anticipation of divorce during open
enrollment.

SPECIAL ENROLLMENT AND CHANGE IN
STATUS

You have the right to enroll or drop coverage
in the Medical Plan and/or make changes to
your Plan elections outside of open
enroliment if you experience a qualified life
event, as follows:

e marriage, divorce, legal separation,
death, birth, adoption, commencement of
or return from an unpaid leave of
absence, change in residence or work
location, court order to provide coverage
for a child, or exhaustion of COBRA
(anticipation of divorce is not a qualified
life event);

e termination or commencement of
employment, or change in work
schedule;

e gain or loss of eligibility under other
coverage;

e asignificant change in the cost of
coverage or features under this Plan or
another plan;

e becoming entitled to Medicare or
Medicaid; or

e experiencing a COBRA qualifying event.

If any of these events occur, contact Human
Resources for more information on the
coverage you may be eligible to add and/or
drop. You have 30 days from the date of
the qualified life event to make changes,
or you must wait until the next open
enroliment period to make changes to your
benefits.

NEW Special Enrollment Period, effective
04/01/2009




Effective April 1, 2009, gain or loss of
eligibility for Medicaid or CHIP (state-
sponsored Children’s Health Insurance
Plans) coverage will now be treated as a
Special Enrollment Right. The Plan will
permit an employee or a dependent of an
employee who is eligible, but not enrolled, to
enroll under the PLAN if either of the
following two conditions are met:

(1) The employee or dependent is covered
under a Medicaid plan or under a state child
health plan and the coverage is terminated
due to loss of eligibility AND the employee
requests coverage under the group health
plan no later than 60 days after the loss of
eligibility.

(2) The employee or dependent becomes
eligible for assistance for coverage under
the group health plan (see below), Medicaid
plan or state child health plan AND the
employee requests coverage under the
group health plan no later than 60 days
after the employee or dependent is
determined to be eligible for assistance.

Since Internal Revenue Code permits a
change to your pre-tax enrollment when you
exercise a special enrollment right, the
change to your coverage under the Plan can
be done on a pre-tax basis. Note that this is
a longer enrollment period than the 30 days
that applies to other special enrollment
rights. This is the only Special Enrollment
period that lasts 60 days.

HOW TO ENROLL IN YOUR BENEFITS

To enroll in your benefits, contact Human
Resources for the enrollment form. You
must return your completed form to Human
Resources within 30 days of date of hire.

If you need a special enrollment due to a
gualified life event change, contact Human
Resources within 30 days after the event.

Managing Your
Benetits

Glatfelter provides employee benefit
services through the Glatfelter Benefits
Service Center.

To access your benefits, call the Glatfelter
Benefits Service Center at 888-60-PAPER
(888-607-2737). Representatives are
available Monday through Friday, 8 a.m. to
5:30 p.m., Eastern Time.

The Glatfelter Benefits Service Center can
assist you to verify benefit eligibility for you
and your dependents, help with benefit
claims that you were unable to resolve
through the benefit provider, and answer
general benefits questions.

Plan Information

The following details apply to the Family
Medical Center Plan and all benefits under
the Glatfelter Health and Welfare Benefits
Plan

Plan Name

Glatfelter Health and Welfare Benefits Plan
Plan Sponsor

P.H. Glatfelter Company

Employer ID Number

23-0628360

Plan Number

501

Plan Year

January 1 to December 31

Plan Administrator, Named Fiduciary
and Agent for Service of Legal Process

P.H. Glatfelter Company
Attn: Benefits Department
96 S. George Street



York, PA 17401
Phone: 717-225-4711

Type of Administration

The Plan is administered by the Plan
Administrator. Please note that participant
benefit accounts under the Plan are merely
bookkeeping entries, no assets or funds are
ever paid to, held in or invested in any
separate trust or account, and no interest is
paid on or credited to any benefit account.
Some benefits are provided through
insurance contracts. To the extent that any
benefits are not provided through insurance
contracts, they are paid from the Company’s
general assets.

Discretion of Plan Administrator

The Plan Administrator (or its delegate) has
full discretion to interpret and apply the
terms of the Plan, including determinations
of benefit eligibility, and all such
discretionary determinations shall be final
and binding on covered persons and
claimants. Benefits under this plan will be
paid only if the Plan Administrator (or its
delegate) decides in its discretion that the
applicant is entitled to them.



Whom to Contact With Questions

Contact

General questions about how your health and welfare plans Glatfelter Benefits Service Center
work, eligibility for benefits, qualified life event change, etc. 888-60-PAPER (888-607-2737)
To schedule an appointment at the Glatfelter Family Medical Glatfelter Family Medical Center
Center 740-775-6119

CIGNA Healthcare

. . www.cigna.com
To find a CIGNA Open Access Plus Network Provider www.mycigna.com
800-244-6224



http://www.cigna.com/

Family Medical
Center

PLAN HIGHLIGHTS

e Managed care plan provided to Ohio
Operations employees who work or
reside in the Chillicothe area.

¢ The Plan uses the providers of the
Glatfelter Family Medical Center with
services you receive being covered
100 percent after you pay a $5 co-pay.
Services received at the Center are not
subject to the deductible.

¢ You have the flexibility to use providers
in CIGNA’s Open Access Plus network
for services. For transplant services, you
will be referred to a provider in CIGNA’s
LIFESOURCE Transplant Network®
Facilities.

¢ You may choose to use a non-network
provider; however, in most cases, you
will pay a higher share in the cost of
covered services.

e Preventive services provided by the
Glatfelter Family Medical Center or
CIGNA Open Access Plus providers are
covered 100 percent by the Plan.

e The Plan includes prescription drug
benefits through the Family Medical
Center Pharmacy or the CVS Caremark
network of retail pharmacies and mail-
order service.

e The Claim Administrator is CIGNA
Healthcare and the network is the
national Open Access Plus network.

HOW THE PLAN WORKS

Designating a PCP and the Glatfelter
Family Medical Center

You and your covered family members must
designate a primary care physician (PCP).
Your PCP will manage your overall care and
recommend you to specialist care when
needed. At least one covered person from

your family must designate the Glatfelter
Family Medical Center as your primary care
practice. Then, other family members may
designate a physician or practice from the
CIGNA Open Access Plus Network. If a
physician is not designated within 60 days
after enrolling in the Family Medical Center
Plan, the Plan will designate the Glatfelter
Family Medical Center as your PCP.

Using Network Providers

Doctors, laboratories, hospitals and other
providers who participate in the Plan’s
designated networks (CIGNA Open Access
Plus) have agreed to provide services at set
fees, referred to as the “maximum
reimbursable charge.” Because of the set
fees, your out-of-pocket expenses are
typically lower with network providers. Plus,
network providers file claims for you
automatically.

Using Out-of-Network Providers

You and your covered dependents are free
to visit any health care provider you choose.
When you go out of network, you have
coverage for most services; however, some
services may not be covered, or your costs
may be higher since the Plan pays benefits
based on Maximum Reimbursable
Charges.*

* Maximum Reimbursable Charge is
determined based on the lesser of the provider’s
normal charge for a similar service or supply; or
a percentage of charges made by providers of
such service or supply in the geographic area
where the service is received.

NOTE: The provider may bill you for the
difference between the provider’s normal charge
and the Maximum Reimbursable Charge, in
addition to applicable deductibles, copayments
and coinsurance.

Specialist Referrals

You do not need a referral from your PCP to
see a specialist. It is recommended that you
speak with your family physician prior to
looking for a physician and that you use
network specialists to save costs.




FAMILY MEDICAL CENTER PLAN SUMMARY OF BENEFITS

This is a brief summary of your benefits. All interpretations will be governed by the Plan document.

The dollar amounts and percentages listed are the amounts you pay for each service, unless noted
otherwise. Out-of-network charges are subject to the maximum reimbursable charge.

In-Network You Pa Out-of-Network You Pa
Calendar Year Deductible

Effective January 1, 2010 $250 Individual / $500 Family $500 Individual / $1,000 Family

The annual deductible is waived for services provided by the Glatfelter Family Medical Center. The annual deductible
does not apply to most in-network primary care physician services or preventive/wellness care if provided by the
Glatfelter Family Medical Center or CIGNA Open Access Plus providers. Unless otherwise specified in this chart, you
must satisfy the deductible for all other services. The deductible will cross accumulate between in-and out-of-network.
The deductible will not apply to the annual out-of-pocket maximum.

Annual Out-of-Pocket Maximum

Effective January 1, 2010 $1,500 Individual / $3,000 Family $2,000 Individual / $4,000 Family

In-network and out-of-network amounts will offset each other. Deductibles, co-pays, pharmacy services and services as
a result of a failure to obtain preauthorization do not count toward the out-of-pocket maximum. Once the out-of-pocket
maximum is satisfied, applicable benefits will revert to 100 percent of the allowable amount. Out-of-pocket maximums
will cross accumulate between in- and out-of-network.

Lifetime Maximum | Unlimited

Covered Physician Services M !=am|Iy CIGNA Open Access Out-of-Network
edical Center
Plus Network

Diagnostic Services (radiology, laboratory and 0% 20% after the deductible 30% after the
medical tests if performed and/or billed outside the deductible
pri mary physician’s of
Physician Office Visits $5 co-pay Primary $15 co-pay Primary 30% after the

$30 co-pay Specialist deductible
Preventive Care Services (well adult exam, x-ray, lab 0% 0% 30% after the
and immunizations; screening mammograms; routine deductible
pap, GYN exam, colonoscopy, sigmoidoscopy, hemocult
test and PSA test; well-child exams, x-ray, lab and
immunizations)

Covered Facility and Professional Services CIGNA Open Access Plus Out-of-Network
Network
Allergy Services $15 co-pay Primary 30% after the deductible
$30 co-pay Specialist

Ambulance Services 20% after the deductible 20% after the deductible
Blood and Administration 20% after the deductible 30% after the deductible
Diabetic Supplies and Education 20% after the deductible 30% after the deductible
(Co-pay may apply for In-Network for Education)




Covered Facility and Professional Services

CIGNA Open Access Plus

Out-of-Network

Network

Durable Medical Equipment & Prosthetic Devices 20% after the deductible 30% after the deductible
(including orthotics)
Wigs covered when medically necessary, maximum one per lifetime.
Emergency Services and Urgent Care Services
Emergency care(co-pay waived if admitted) $100 co-pay $100 co-pay
Urgent care (co-pay waived if admitted) $50 co-pay $50 co-pay

Home Health Care Services
Preauthorization required.

20%, no deductible

30%, no deductible

Hospice Care (inpatient and outpatient) | 20% after the deductible 30% after the deductible
Preauthorization required for inpatient care.

Infusion/IV Therapy 20% after the deductible 30% after the deductible
Inpatient Hospital Facility Services 20% after the deductible 30% after the deductible
Preauthorization required

Inpatient Services at Other Health Care Facilities 20% after the deductible 30% after the deductible

Preauthorization required. Includes Skilled Nursing, Rehabilitation and Sub-Acute Facilities. Calendar Year Maximum of

60 days combined.
Maternity Care
Initial Visit $15 co-pay Primary 30% after the deductible
$30 co-pay Specialist
Subsequent Visits and Delivery 20% after the deductible 30% after the deductible
Mental Health & Substance Abuse
Inpatient 20% after the deductible 30% after the deductible
Out patient Physicia $15 co-pay Primary 30% after the deductible

Preauthorization required for inpatient service.

$30 co-pay Specialist

Outpatient Short-Term Rehabilitative Therapy

Calendar Year Maximum

Physical Therapy: 30 days

Occupational Therapy: 30 days

Speech Therapy: 30 days

Chiropractic Rehab: 30 days

Pulmonary Rehab: Unlimited

Qutpatient Cardiac Rehab: Unlimited
Chemotherapy, radiation, renal dialysis: Unlimited

$30 co-pay

20% after the deductible
20% after the deductible

30% after the deductible

30% after the deductible
30% after the deductible

Physicians Services and Consultations 20% after the deductible 30% after the deductible
(inpatient only)
Surgery
Physician’s Office $15 co-pay Primary 30% after the deductible
$30 co-pay Specialist
Surgical Procedure (including anesthesia, 20% after deductible 30% after the deductible

mastectomy and related services and sterilization;
reversal of sterilization not covered)




Covered Facility and Professional Services CIGNA Open Access Plus Out-of-Network
Network

Transplant Services 0% at CIGNA LIFESOURCE Not Covered
facility, otherwise 20% after

deductible
Preauthorization required. A travel expense is provided for pre-approved transplants up to a maximum of $10,000 per
transplant to an approved LIFESOURCE facility.
Other Services (diagnostic hearing screening, elective 20% after the deductible 30% after the deductible
abortions, infertility testing and treatment; assisted
fertilization services not covered)

NOTE: For some of the services listed above, you will pay based upon the place of service. For example,
if the service is performed in the doctor’s office, you would pay a co-payment, but if it was performed at an
outpatient or inpatient facility, you would pay the coinsurance amount after you have paid the deductible.

Prescription Drugs R

CVS Caremark Retail Pharmacy (34-day maximum supply)
Generic —$10 co-pay
Preferred —$20 co-pay
Non-preferred —$35 co-pay
“Li f-e180% op-pae ”

Mail-Order or CVS Pharmacy Maintenance Drugs (90-day
maximum supply)
Generic —$20 co-pay
Preferred —$40 co-pay
Non-preferred —$70 co-pay
“Li f-e180% op-pae ”
Glatfelter Family Medical Center Pharmacy Up to 34-day Supply
Generic —$5 co-pay
Preferred —$15 co-pay
Non-preferred —$20 co-pay
“Li f-e180% op-pae ”

35-day to 90-day Supply
Generic —$10 co-pay
Preferred —$30 co-pay
Non-preferred —$40 co-pay
“Li f-e180% op-pae ”

See the Preauthorization section for specifics about services needing prior approval. Failure to
follow Preauthorization requirements will result in a $300 penalty to inpatient facility charges.




HOW TO FIND IN-NETWORK MEDICAL
PROVIDERS

1. Go online to: www.cigna.com.

2. Call CIGNA Healthcare customer
service at 800-244-6224.

3. Call the Glatfelter Benefits Service
Center at 888-60-PAPER
(888-607-2737).

4. Contact the Human Resources
department for a listing of
in-network providers.

It is recommended that you call your
provider’s office prior to services being
performed to verify that the provider
belongs to the Open Access Plus network.

If there is not a provider in the network who
offers a service you require, call the phone
number on the back of your ID card to
contact the Claim Administrator. A non-
network provider may be authorized to
perform the service at the in-network
benefit level.

HEALTH CARE MANAGEMENT

Health Care Management is a process
designed to promote the delivery of cost-
effective medical care by assuring the

use of appropriate procedures, setting
and resources through Case Management
and preauthorization review requirements.

Your right to benefits for covered services
provided under the Plan is subject to
certain policies, guidelines and limitations.

Preauthorization

Preauthorization is the process of obtaining
approval from the Claim Administrator
before incurring expenses for certain
covered services. Preauthorization does not
guarantee coverage, payment of the service
or procedure reviewed.

If preauthorization is required, show your
ID card to your health care provider when
medical services or supplies are requested.
Your provider will be asked to provide
medical information on the proposed

treatment to CIGNA Healthcare’s Pre-
Admission Certification Department by calling
800-244-6224.

If you use a CIGNA HealthCare participating
provider, your doctor will work with CIGNA
HealthCare to arrange for preauthorization. If
you use a provider who does not participate
with CIGNA HealthCare, you are responsible
for obtaining preauthorization. For more
information call CIGNA HealthCare’s Pre-
Admission Certification Department by calling
1-800-244-6224

If you undergo a procedure requiring
preauthorization and fail to obtain
preauthorization, the Plan will provide benefits
for medically necessary covered services;
however, you will be responsible for a penalty
of $300.

Services Requiring Preauthorization

Services that require Pre-Authorization include,
but are not limited:

e inpatient hospital services;

e inpatient services at any participating Other
Health Care Facility;

e residential treatment;

e intensive outpatient programs;
e nonemergency ambulance; or
e transplant services.

Preauthorization requirements do not

apply to services provided by a hospital
emergency room provider. If an inpatient
admission results from an emergency

room visit, you must notify the Claims
Administrator within 48 hours or two business
days of the admission. The hospital may
perform the notification; however you or your
responsible party acting on your behalf is
ultimately responsible for the notification.

Case Management

The Plan offers Case Management

services at no cost. Case Management is

a process that assesses alternate methods of
treatment to provide the most appropriate and
cost-effective medical care. The customized

10
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service may approve otherwise non-covered
services for a patient.

COVERED SERVICES

The following services, when considered
medically necessary and not experimental
or investigative, are covered.

Allergy Services

Benefits for allergy services include testing,
immunotherapy, and allergy serums.
Covered expenses include:

e tests used in the diagnosis of allergy to
a particular substance including direct
skin testing and in vitro techniques;

e therapy provided to individuals with a
demonstrated hypersensitivity that
cannot be managed by avoidance or
environmental controls; and

e the immunizing agent (serum) used in
immunotherapy injections as long as the
immunotherapy itself is covered.

Ambulance Services (Medical Transport)

Benefits for medical transport services
include the use of specially designed and
equipped vehicles to transport ill or injured
patients. Medical transport services may
involve ground or air transports for
emergency situations, and ground
transports for non-emergency situations.

Air ambulance transportation is covered
only when the transport is medically
necessary, or the point of pick-up is not
accessible by land and the transport is to an
acute care hospital (whether for initial
transport or subsequent transfer to another
facility for special care).

Emergency ambulance services include
transportation to an acute care hospital
when the circumstances leading up to the
ambulance services qualify as emergency
services and the patient is transported to
the nearest acute care hospital with
appropriate facilities for treatment of the
injury or iliness involved.

Non-emergency ambulance services include
services only for inter-facility transportation if
the circumstances leading up to the ambulance
services do not qualify as emergency services,
but are medically necessary.

Blood and Blood Administration

Benefits for blood and blood administration
include:

¢ whole blood;
e the administration of blood;
¢ blood processing; and

¢ Dblood derivatives used to treat specific
medical conditions.

Diabetic Supplies and Education

Unless otherwise covered under a prescription
drug program, benefits include for supplies,
equipment and orthotics when prescribed by
a provider legally authorized to prescribe

such items.

Benefits for diabetes self-management include
participation in a diabetes self-management
training and education program under the
supervision of a licensed health care
professional with expertise in diabetes,
approved by the American Diabetes
Association and subject to the criteria
determined by the Plan. This includes:

¢ medically necessary visits upon the
diagnosis of diabetes; and

e visits when a physician identifies or
diagnosis a significant change in the
patient’s symptoms or conditions that
necessitates changes in a patient’s self-
management and when a new medication
or therapeutic process relating to the
patient’s treatment and/or management of
diabetes has been identified as medically
necessary by a licensed physician.

Durable Medical Equipment (DME) and
Supplies

Covered expenses of DME include:

e rental or purchase, whichever is less costly,
that is prescribed by a physician and
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required for therapeutic use by the
covered person; and

e reasonable repairs, adjustments and
certain supplies that are necessary to
maintain the DME in operating
condition.

Emergency Services

Benefits for emergency services include the
initial evaluation, treatment and related
services, such as diagnostic procedures
provided on the same day as the initial
treatment.

Surgeries performed in conjunction with
and/or under consultations received in the
emergency room are reimbursed at the
payment level for emergency services.

Inpatient hospital stays as a result of an
emergency are reimbursed at the level of
payment for inpatient benefits.

Benefits for emergency dental accident
services include treatment required only to
stabilize the covered person immediately
following an accidental injury.

Use of the emergency room for non-
emergencies is covered at a reduced rate.

Home Health Care Services

Benefits for home health care services
provided to a homebound patient include:

e professional services provided by a
registered nurse or licensed practical
nurse;

e physical medicine, occupational therapy
and speech therapy;

¢ medical and surgical supplies provided
by the home health care agency; and

e medical social service consultation.
Hospice Care

Benefits for hospice care include the
following services provided to a covered
person by a hospice provider responsible
for the covered person’s overall care:

o professional services provided by a
registered nurse or licensed practical nurse;

e palliative care by a physician;

e medical and surgical supplies and durable
medical equipment;

e prescribed drugs (drugs and biologicals);
e oxygen and its administration;

e medical social service consultations;

e (dietitian services;

e home health aide services;

e family counseling services; and

e inpatient services arranged through the
hospice provider.

Infusion/1V Therapy

Benefits for infusion/IV therapy include the
drugs and IV solutions, supplies and equipment
used to administer the drugs, and nursing visits
to administer the therapy.

Inpatient Hospital Facility Services (Acute
Care Hospital Room and Board and
Associated Charges)

Benefits for room and board in an acute care
hospital include bed, board and general nursing
services when a covered person occupies:

e a semi-private room (two or more beds);
e abed in a special accommodations unit; or

e a private room, if medically necessary or if
no semi-private accommodations are
available.

Benefits for associated services include, but are
not limited to:

¢ drugs and medicines provided for use while
an inpatient;

e use of operating or treatment rooms and
equipment;

e oxygen and administration of oxygen; and

e medical and surgical dressings, casts and
splints.
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Benefits for long-term acute care hospitals
include services provided when a covered
person is acutely ill and would otherwise
require an extended stay in an acute care
setting.

Inpatient Services at Other Health Care
Facilities (Acute Inpatient Rehabilitation
and Skilled Nursing Facility)

Benefits for acute inpatient rehabilitation
provided in a skilled nursing
facility/rehabilitation hospital include
services provided when a covered person
requires an intensive level of skilled
inpatient rehabilitation/skilled nursing
services on a daily basis and these skilled
rehabilitation services are provided in
accordance with a physician’s order.

Laboratory and Radiology Services
(Diagnostic Services)

Benefits for diagnostic services include, but
are not limited to, radiology tests, laboratory
tests, and medical tests. Covered expenses
include:

e X-rays, MRIs, CT scans, ultrasounds,
echography and other radiological
services performed for the purpose of
diagnosing a condition due to an illness
or injury;

e diagnostic pathology and laboratory
tests for the diagnosis or treatment of a
disease or condition; and

o EKGs, EEGSs, and other diagnostic
medical procedures performed for the
purpose of diagnosing or treating a
disease or condition.

Maternity Care

Benefits for maternity services include
prenatal, delivery and postpartum services
provided to a covered female for
pregnancies. Covered expenses include:

e the initial examination;

e tests and a series of follow-up exams to
monitor the health of the mother and
fetus;

o facility and professional services for vaginal
and cesarean section (c-section) deliveries;

e post-delivery hospital services and office
visits.

Coverage for the inpatient postpartum stay for
the mother and the newborn child in a hospital
will, at a minimum, be 48 hours for a vaginal
delivery and 96 hours for a C-section. The
length of stay is based on the prenatal
guidelines set forth by the American Academy
of Pediatrics and the American College of
Obstetricians and Gynecologists.

Group health plans and health insurance
issuers generally may not, under Federal law,
restrict benefits for any hospital length of stay in
connection with childbirth for the mother or
newborn child to less than 48 hours following a
vaginal delivery, or less than 96 hours following
a C-section. However, federal law generally
does not prohibit the attending physician, after
consulting with the mother, from discharging the
mother or her newborn earlier than 48 hours or
96 hours, as applicable. In any case, plans and
issuers may not, under federal law, require that
a provider obtain authorization from the Plan for
prescribing a length of stay not in excess of 48
hours or 96 hours, as applicable.

Coverage for a length of stay shorter than the
minimum period mentioned above may be
permitted if the attending physician, or the
nurse midwife in applicable cases, determines
further inpatient postpartum care is not
necessary for the mother or newborn child and
the mother agrees.

Benefits for in-patient newborn care include:

e ordinary nursery care and physical
examinations of the newborn infant while
the mother is an inpatient;

e prematurity services; and

e services to treat an injury or iliness,
including care and treatment of medically
diagnosed congenital defects and birth
abnormalities.
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Mental Health and Substance Abuse

Benefits for mental health care services
include services for mental illness
diagnoses. Covered expenses include:

e Dbed, board and general inpatient nursing
services when provided for the
treatment of mental illness;

e treatment of a mental iliness in a
planned therapeutic program during the
day only or during the night only; and

e outpatient treatment of mental iliness by
a hospital, a physician, or other eligible
provider.

Benefits for the treatment of substance
abuse include detoxification and
rehabilitation. Covered expenses include:

e detoxification to assist a covered person
who is alcohol and/or drug intoxicated or
dependent in the elimination of the
intoxicating alcohol or drug, as well as
alcohol or drug dependency factors
while minimizing the physiological risk to
the covered person;

e services to assist covered persons with
a diagnosis of substance abuse in
overcoming their addiction;

e bed, board and general inpatient nursing
services;

e services that would be covered on an
inpatient basis but are otherwise
provided for outpatient or partial
hospitalization.

To be eligible for coverage, these services
must be provided by a physician,
psychologist, or other eligible provider
employed by a substance abuse treatment
facility.

Orthotic Devices
Benefits for orthotic devices include:

e purchase, fitting, necessary adjustment,
repairs, and replacement of orthotic
devices;

e diabetic shoes and non-routine foot
orthotics; and

e orthopedic shoes and other supportive
devices of the feet when they are an integral
part of a leg brace.

Outpatient Short-Term Therapy Services
(Therapy Services)

Benefits for therapy services include evaluation
and treatment of a covered person’s illness or
injury when an expectation exists that the
therapy will result in significant or measurable
improvement in the covered person’s level of
functioning within a reasonable period of time
appropriate to his or her condition. Covered
expenses include:

e inpatient or outpatient treatment of a
disease by X-ray, gamma ray, accelerated
particles, mesons, neutrons, radium or
radioactive isotopes, including the cost of
the radioactive material;

e evaluation and treatment by physical means
or modalities, and the use of therapeutic
exercises or activities performed to relieve
pain and restore a level of function following
disease, illness, or injury;

e the evaluation and treatment of a physically
disabled person by means of constructive
activities designed to promote the
restoration of the covered person’s ability to
satisfactorily accomplish the ordinary tasks
of dalily living;

e services necessary for the evaluation,
diagnosis, and treatment of certain speech
and language disorders as well as services
required for the diagnosis and treatment of
swallowing disorders;

e chemotherapy drugs and the administration
of these drugs in an outpatient setting.

e treatment of acute or chronic lung
conditions through the use of intermittent
positive breathing (IPPB) treatments, chest
percussion, postural drainage, and
pulmonary exercises;
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e treatment of acute renal failure or
chronic renal insufficiency for removal of
waste materials from the body;

e regulated exercise programs that are
proven effective in the physiological
rehabilitation of a patient with a cardiac
illness; and

e treatment involving movement of the
spinal or other body regions that has a
direct therapeutic relationship to the
patient’s condition, is performed for a
musculoskeletal condition, and is
expected to restore the patient’s level of
function lost due to the condition.

Physician Services and Consultations
(Professional Provider Evaluation &
Management (£ & M) and Consultations

Covered evaluation and management
expenses include:

e medical care services provided by a
physician or other professional provider
to a covered person who is a hospital
inpatient; and

e oOutpatient visits to a professional
provider for the prevention, diagnosis
and treatment of an injury or iliness.

Covered consultation expenses include:

¢ initial and follow-up inpatient
consultation services by another
physician at the request of the attending
physician; and

e office consultation visits.
Preventive Care Services

Benefits for preventive care services
include:

e pediatric preventive care — routine
physical examinations, immunizations
and tests;

e adult preventive care — routine physical
examinations, immunizations and tests;

e physician-recommended screening and
diagnostic mammograms (may be
subject to cost-sharing amounts);

gynecological screening exams for covered
females; and

routine screening Papanicolaou (pap)
smears for covered females.

Prosthetic Appliances

Benefits for prosthetic appliances include:

purchase, fitting, necessary adjustment,
repairs, and replacements after normal wear
and tear of the most cost-effective
prosthetic devices and supplies;

wigs when medically necessary;

use of initial and subsequent prosthetic
devices to replace breast tissue removed
due to a mastectomy; and

glasses, cataract lenses, contact lenses,
and scleral shells prescribed after cataract
or intra-ocular surgery without a lens
implant, or used for initial eye replacement
(e.g., artificial eye).

Surgery

Benefits for surgery include facility and
professional services for pre-operative care,
surgical procedures, and post-operative care.
Covered expenses include:

the initial consultation or evaluation of the
problem by the surgeon to determine the
need for surgery;

surgical services required for the treatment
of a disease or injury when performed by a
physician or other professional provider on
a covered person in an inpatient hospital or
outpatient setting;

after a medically necessary mastectomy,
breast reconstruction for:

O reconstruction of the breast on which
the mastectomy was performed;

0 surgery and reconstruction of the other
breast to produce a symmetrical
appearance;

¢ prostheses; and

0 complications for all stages of a
mastectomy, including lymphedemas
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(swelling associated with the
removal of lymph nodes);

Breast reconstruction coverage will
be provided in consultation with the
attending physician and the patient.
Benefits are subject to the same co-
pay, deductible and/or coinsurance
amounts that apply to other benefits
provided. If you have questions,
contact CIGNA Healthcare or your
Human Resources department.

e surgical extractions of full or partial bony
impactions, root recovery, surgical
exposure of impacted or unerupted
teeth, fractures and dislocations of the
face or jaw, surgical excisions (e.g.,
cysts, tori, exostosis) and lingual
frenulum repairs under certain
conditions;

e neonatal circumcisions; and

e sterilization procedures, except for
reversal of sterilization.

If two or more surgical procedures are
performed in the same operative session,
the following rules apply:

¢ If the two or more surgeries are related,
or if any procedure is considered
incidental, the Plan will consider 100
percent of the allowable amount for the
primary procedure only.

e If the two or more surgeries are
unrelated, the Plan will consider 100
percent of the allowable amount for the
highest billed procedure, and 50 percent
of the allowable amount for remaining
billed procedures.

Transplant Services

Covered expenses for pre-transplant
evaluation include:

e testing for donor compatibility;
e pre-operative testing;

e medical examination of the donor in
preparation for harvesting the organ or
tissue;

e organ bank registry fees; and

¢ the cost of screening up to the identification
of one viable donor candidate.

Covered expenses for acquisition and
transplantation include:

e the removal of an organ from a living donor
or cadaver; and

e implantation of the organ or tissue into a
recipient.

Services, supplies and treatments in connection
with human-to-human organ and tissue
transplant procedures are covered, subject to
the following conditions:

¢ when both the donor and recipient are
covered by the Plan, benefits are provided
for each pursuant to the terms of the Plan;

e when only the transplant recipient is
covered by the Plan, benefits are provided
for the recipient and for the donor, but only
to the extent that donor benefits are not
available under another health plan or paid
by a procurement agency; and

¢ when the transplant recipient is covered by
the Plan and the donor is deceased, the
costs of recovering the organ or tissue
(including the cost of transportation) will be
paid if billed by a hospital (Note: such costs
are charged against, and limited by, the
recipient’s benefits under this coverage).

Covered expenses for post-transplant services
include post-surgical care.

When a transplant is performed at a
LIFESOURCE center designated for that
transplant type, certain benefits are provided for
travel, lodging, and meal expenses for the
covered person and one support companion.

CIGNA LIFESOURCE Transplant Program

The LIFESOURCE Transplant Program uses
medical facilities that have met criteria for
guality care in organ transplantation.

All Transplant services, other than cornea, are
covered at 100% when received at CIGNA
LIFESOURCE Transplant Network® facilities.
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Cornea transplants are not covered at
CIGNA LIFESOURCE Transplant Network®
facilities. Transplant services, including
cornea, received at participating facilities
specifically contracted with CIGNA for those
Transplant services, other than CIGNA
LIFESOURCE Transplant Network®
facilities, are payable at the In-Network
level. Transplant services received at any
other facilities, including Non-Participating
Providers and Participating Providers not
specifically contracted with CIGNA for
Transplant services, are not covered.

Transplant services are covered only if they
are required to perform any of the following
human to human organ or tissue
transplants: allogeneic bone marrow/stem
cell, autologous bone marrow/stem cell,
cornea, heart, heart/lung, kidney,
kidney/pancreas, liver, lung, pancreas or
intestine which includes small bowel-liver or
multi-visceral.

Urgent Care

Covered expenses for urgent care at an
urgent care facility include medical services
for unexpected illness or injury that does not
require emergency services but which may
need prompt medical attention to minimize
severity and prevent complications.

Other Services
Other covered services include:

e orthodontics, associated with treatment
of congenital cleft palates involving the
maxillary arch, performed in conjunction
with bone graft surgery to correct the
bony deficits associated with extremely
wide clefts affecting the alveolus, but not
to include normal dental-based
orthodontic services normally covered
by a dental benefit plan;

¢ dental treatment started within six
months of an injury to sound, natural
teeth, but not to include dental work
such as crowns;

e hearing screenings for diagnostic
purposes;

vision services, including only eye care that
is medically necessary to treat a condition
arising from an illness or accidental injury to
the eye, including:

¢ surgery for medical conditions,
symptomatic conditions and trauma;

0 vision screening related to a medical
diagnosis, only for diagnostic purposes;
and

0 benefits for vision services include lens
implants when cataract surgery is
performed,;

elective abortions;

infertility testing to diagnose the causes of
infertility, and some treatment of infertility,
excluding assisted fertilization (see the
“Exclusions and Limitations” section for
specifics);

non-routine foot care, including surgical
treatment of structural defects or anomalies
(such as fractures or hammertoes) and
surgical removal of ingrown toenails and
bunions when provided to covered persons
with specific medical diagnoses;

enteral feeding through a tube for
individuals with functioning gastrointestinal
tracts, but for whom oral feeding is
impossible and the enteral formula provides
the sole source of nutrition; and

enteral formulas when administered
by any method for the therapeutic treatment
of phenylketonuria, branch-chain ketonuria,
galasctosemia, and homocystinuria.

Medical Benefit Exclusions (by way of
example but not limited to):

The Plan does not provide services, supplies or
treatment relating to the following:

non-medically necessary services;
experimental or investigational services;

illness or injury which occurs in the course
of employment if benefits or compensation
are available or required, in whole or in part,
under a workers’ compensation policy
and/or any federal, state or local
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government’s workers’ compensation
law or occupational disease law,
including, but not limited to, the United
States Longshoreman’s and Harbor
Workers’ Compensation Act as
amended from time to time (Note: this
exclusion applies whether or not the
covered person makes a claim for the
benefits or compensation under the
applicable workers’ compensation
policy/coverage and/or the applicable
law);

illness or injury suffered after the
effective date of coverage which
resulted from an act of war, declared or
undeclared, a riot, civil disobedience,
nuclear explosion, or nuclear accident;

services received by veterans and
active military personnel at facilities
operated by the Veteran’s
Administration or by the Department of
Defense, unless payment is required by
law;

services received from a dental or
medical department maintained by or on
behalf of an employer, mutual benefit
association, labor union, trust, or similar
person or group, with the exception of
the Glatfelter Family Medical Center;

cost of hospital, medical, or other
benefits resulting from accidental bodily
injury arising out of a motor vehicle
accident, to the extent such benefits are
payable under any medical expense
payment provision (by whatever
terminology used, including such
benefits mandated by law) of any motor
vehicle insurance policy;

items or services paid for by Medicare
when Medicare is primary consistent
with the Medicare Secondary Payer
Laws (Note: this exclusion shall not
apply when the Plan is obligated by law
to offer the covered person the benefits
of this coverage as primary and the
covered person so elects this coverage
as primary);

care of conditions that federal, state or local
law requires to be treated in a public facility;

court ordered services when not medically
necessary and/or not a covered benefit;

services rendered while in custody of, or
incarcerated by, any federal, state,
territorial, or municipal agency or body,

even if the services are provided outside of
any such custodial or incarcerating facility or
building, unless payment is required by law;

services which are not billed by/or
performed by or under the supervision of an
eligible provider;

services rendered by a provider who is a
member of the covered person’s immediate
family or other relative for which, in the
absence of coverage, no charge would be
made;

telephone and electronic consultations
between a covered person and his/her
provider;

charges for failure to keep a scheduled
appointment with a provider, for completion
of a claim or insurance form, for obtaining
copies of medical records, or for the
decision to cancel a surgery;

services performed by a professional
provider enrolled in an education or training
program when such services are related to
the education or training program, including
services performed by a resident physician
under the supervision of a professional
provider;

charges which exceed the allowable amount
and/or reasonable and customary amount;

cost-sharing amounts required by the
covered person under the Plan;

any preauthorization penalty applied under
the preauthorization provision;

charges for which a covered person would
have no legal obligation to pay;

services incurred prior to the effective date
of coverage;
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services incurred after the date of
termination;

services received in a country with
which United States law prohibits o
transactions;

inpatient admissions which are primarily
for diagnostic studies or for inpatient
services which could have been safely
performed on an outpatient basis;

prophylactic blood or bone marrow
storage in the event of an accident or
unforeseen surgery or transplant;

custodial care, domiciliary care,
residential care, protective and
supportive care including educational
services, rest cures, convalescent care,
or respite care not related to hospice
services; o

services related to organ donation
where the covered person serves as an
organ donor to a non-covered person;

transplant services where human
organs were sold rather than donated,
or where artificial organs were used;

anesthesia when administered by the e
operating physician, the assistant to the
operating physician or the attending

physician;

cosmetic procedures or services related

to improving the appearance of any

portion of the body and from which no

significant improvement in the °
functioning of the bodily part can be
expected, except as otherwise required
by law (Note: this exclusion does not
apply to cosmetic procedures or
services related to correcting a
deformity resulting from accidental
injury, for which prior surgery is not
considered an accidental injury);

oral surgery, except as specifically
provided in the Plan;

maintenance therapy services;

physical medicine for work hardening,
vocational and prevocational

assessment and training, functional capacity
evaluations, as well as its use toward
enhancement of athletic skills or activities;

speech therapy for the following conditions:
psychological speech delay, behavior
problems, mental retardation (except when
disorders such as aphasia or dysarthria are
present), developmental delay, stuttering
and stammering, pervasive developmental
disorder, attention deficit disorder/attention
deficit hyperactivity disorder, and
conceptual handicap;

rehabilitative therapy, except as described
in the Plan, including, but not limited to,
play, music and recreational therapy;

sports medicine treatment intended to
primarily enhance athletic performance;

clinical cancer trial costs (e.qg., drugs under
investigation; patient travel expenses; data
collection and analysis services), except for
costs directly associated with medical care
and complications, related to a CIGNA
approved trial, which would normally be
covered under standard patient therapy
benefits;

dental services rendered after stabilization
in an emergency following an accidental
injury, including, but not limited to, oral
surgery for replacement of teeth, oral
prosthetic devices, bridges, or orthodontics,
unless identified as a covered service
elsewhere in the Plan;

travel expenses incurred in conjunction with
benefits unless specifically identified as a
covered service elsewhere in the Plan;

for the following mental health
care/substance abuse services: chronic
care, educational testing, evaluation testing,
hypnosis, marital therapy, methadone
maintenance, mental retardation services,
attention deficit disorder testing, other
learning disability testing and long-term care
services provided in extended care and
state mental health facilities;

durable medical equipment requested
specifically for travel purposes, recreational
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or athletic activities, or when the
intended use is primarily outside the
home;

replacement of lost or stolen durable o
medical equipment items within the
expected useful life of the originally
purchased durable medical equipment
or for continued repair of durable
medical equipment after its useful life
has exhausted;

personal hygiene, comfort and/or
convenience items such as, but not
limited to, air conditioners, humidifiers,
physical fitness or exercise equipment,
radio and television, beauty/barber shop
services, guest trays, chairlifts,
elevators, diapers, spa or health club
memberships, or any other modification
to real or personal property, whether or
not recommended by a provider;

supportive environmental materials and
equipment such as handrails, ramps,
telephones, and similar service
appliances and devices; o

enteral formulas, administered orally

and provided due to the inability to take
adequate calories by regular diet, unless

the enteral formula is the sole source of

nutrition and except as mandated by

law; °

blenderized baby food, regular shelf
food, or special infant formula, except as
specified in the Plan;

immunizations required for travel or
employment;

routine examination, testing,

immunization, treatment and preparation

of specialized reports solely for

insurance, licensing, or employment o
including, but not limited to, pre-marital
examinations, physicals for college,

camp, sports or travel;

services directly related to the care,
filling, removal, or replacement of teeth;
orthodontic care; treatment of injuries to
or diseases of the teeth, gums or

structures directly supporting or attached to
the teeth; or for dental implants, except as
specifically provided in the Plan;

hearing aids, examinations for the
prescription or fitting of hearing aids, and all
related services;

eyeglasses, refractive lenses (glasses or
contact lenses), replacement refractive
lenses, and supplies, including, but not
limited to, refractive lenses prescribed for
use with an intra-ocular lens transplant;

vision examinations, including, but not
limited to, routine eye exams, prescribing or
fitting eyeglasses or contact lenses (except
for aphakic patients) and refraction,
regardless of whether it results in the
prescription of glasses or contact lenses
(Note: this exclusion does not apply to
vision screening related to a medical
diagnosis for diagnostic purposes);

corneal surgery and other procedures to
correct refractive errors;

infertility services if the present condition of
infertility is due, in part or in its entirety, to
either party having undergone a voluntary
sterilization procedure and/or an
unsuccessful reversal of a voluntary
sterilization procedure;

donor services related to assisted
fertilization;

procedures to reverse sterilization;

treatment or procedure leading to, or in
connection with, assisted fertilization such
as, but not limited to, in vitro fertilization
(IVF), gamete intra-fallopian transfer (GIFT),
zygote intra-fallopian transfer (ZIFT), and
artificial insemination;

contraceptive therapeutic class of
prescription drugs, products, or devices,
including any services related to the fitting,
insertion, implantation and removal of such
devices (Note: this exclusion applies even if
such prescription drugs are medically
necessary to treat an illness or medical
condition unrelated to contraception as long
as there are other drugs which can be used
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to treat the non-contraceptive condition
besides the contraceptive drug);

routine foot care, including, but not
limited to, hygiene and preventive
maintenance (e.g., cleaning and soaking
of feet, use of skin creams to maintain
skin tone), trimming of nails (except
surgery for ingrown nails), treatment of
corns, calluses, keratoses, treatment of
bunions (except capsular or bone
surgery) and treatment and debridement
of mycotic nails not resulting in
functional impairment, unless otherwise
mandated by law.;

non-custom-fabricated or over-the-
counter supportive devices of the feet,
unless an integral part of a leg brace or
otherwise mandated by law;

treatment, medicines, devices, or drugs
in connection with sexual dysfunction,
both male and female, not related to
organic disease or injury;

treatment or procedures leading to or in
connection with transsexual surgery
except for sickness or injury resulting
from such surgery;

prescription and over-the-counter drugs
dispensed by a pharmacy or provider for
the outpatient use, whether or not billed
by a facility provider, except for allergy
serums and mandated pharmacological
agents used for controlling blood sugar;

prescription and over-the-counter drugs
dispensed by a home health care
agency provider, with the exception of
intravenous drugs administered under a
treatment plan approved by CIGNA,;

treatment of obesity and/or morbid
obesity, except for surgical treatment of
morbid obesity;

types of nutritional counseling (except
where mandated) including services
intended to produce weight loss;

inpatient stays to bring about non-
surgical weight reduction;

e private duty nursing services;
e biofeedback;
e acupuncture;

e autopsies or any other services rendered
after a covered person’s demise;

e non-neonatal circumcisions, unless
medically necessary;

¢ membership dues, subscription fees,
charges for service policies, insurance
premiums and other payments analogous to
premiums which entitle enrollees to
services, repairs, or replacement of devices,
equipment or parts without charge or at a
reduced charge;

e services related to or rendered in
connection with a non-covered service,
including, but not limited to, anesthesia,
diagnostic services, etc.; and

e claims submitted more than one year after
the date of service; and

e any other service or treatment except as
provided for in the Plan.

PATIENTS TO EVALUATE CARE

The Company assumes no responsibility

for the medical care reimbursed by the Plan
which is provided by any practitioner. Each
patient should evaluate the quality of care and
act accordingly. No Plan provision expressed in
this SPD or the Plan documents should be
interpreted to restrict the access to or delivery
of medically necessary services. A patient’s
decision to forego such care should not be
based on his or her interpretation of the SPD or
the Plan documents.

EXTENSION OF BENEFITS

If you are totally disabled due to an accident or
sickness, benefits under the Plan will

be continued up until the earliest of the
following:

e up to a maximum period of
24 consecutive months; or
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e until the maximum amount of benefits
has been paid; or

o until the total disability ends; or

e until the covered person becomes
covered under another health plan.

RETIREE MEDICAL COVERAGE
What Happens When You Retire

If you retire from employment between the
ages of 55 and 64 with at least five years
of vesting service, you and your eligible
dependents may receive extended medical
benefits. (Vesting service includes past
service with MeadWestvaco, Mead and
NewPage). Disabled retirees are also
eligible for retiree medical coverage.

Eligibility under the Company-sponsored
retiree medical plan ends for you and/or
your covered dependents upon attainment
of Medicare eligibility (the first of the month
before your our your spouse’s 65th
birthday).

Depending on when you leave the
Company (as outlined below), you may be
required to contribute a portion of the cost of
coverage. If you are eligible for coverage,
you will be notified of your options and costs
when you leave the Company.

e If you leave the Company between
ages 58 and 65 with five years of
vesting service or you are eligible to
receive disability pension payments
from the hourly pension plan: You will
be eligible for a 50 percent Company
contribution toward your monthly retiree
medical coverage premium. You will be
responsible for the remaining 50 percent
monthly premium.

e If you leave the Company between
ages 55 and 58 with five years of
vesting service: You will be
responsible for 100 percent of the
monthly retiree medical coverage
premium.

e If you leave the Company at age 65 or
older: You will not be eligible for

Company-sponsored retiree medical
coverage as you will be eligible for
Medicare.

Make Note!

If you fail to enroll in retiree medical coverage within
45 days from your date of retirement,

or if you or your spouse or dependent waives retiree
medical coverage when it first becomes available to
you, you will not have another opportunity to enroll.
Likewise, if you enroll and later drop retiree medical
coverage, you will not have an opportunity to re-
enroll.

HOW TO FILE A MEDICAL CLAIM

Once you are enrolled in the Plan, you will
receive a medical ID card. It is important to
show your ID card to your medical providers to
ensure that claims are submitted correctly and
you receive maximum benefits.

If you use a network provider, there are no
claim forms to file. The provider will file the
claim forms for you. You are responsible only
for any applicable co-payment, co-insurance or
deductible amounts.

If you use an out-of-network provider, you may
need to file the claim yourself. Be sure the
receipt includes the following:

e patient name and date of birth;

e name, address and Social Security number
of covered employee;

¢ name of employer and group number;

e name, address and tax identification
number of provider; and

e date, diagnosis (if applicable), description of
service, procedure number and charge for
service.

You must submit a completed claim form within
one year from the date the services are
rendered. Send your claim to the address on
the back of your medical ID card. Before
submitting the claim, check to ensure that you
are not duplicating a claim already submitted by
your provider.
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PRESCRIPTION DRUG
Plan Highlights

e You automatically receive prescription
drug coverage when you enroll in the
Glatfelter Family Medical Center Plan.

¢ The Plan provides quality, cost-effective
prescription drug benefits through CVS
Caremark.

e There is no annual deductible.

e Lower co-pays are available for
prescriptions filled at the Glatfelter
Family Medical Center Pharmacy.

¢ Retail and mail-order services are
available through CVS Caremark, as
well as 90-day supplies through CVS
Pharmacies.

How the Plan Works

The Plan offers prescription drug coverage
through CVS Caremark. Coverage is
available at the Glatfelter Family Medical
Center Pharmacy, participating CVS
Caremark network pharmacies or through
the CVS Caremark mail-order service. You
may use any CVS Pharmacy to obtain a 90-
day supply of maintenance medication.

Preferred Drug

CVS Caremark has developed a preferred
drug list that includes a wide variety of
commonly prescribed brand name and
generic drugs. If you have a prescription
filled at a participating pharmacy with a
generic or preferred drug, you pay less than
if you purchase a non-preferred brand drug.
Both retail and mail-order services are
available.

Generics Preferred

If you purchase a brand name drug when a
generic equivalent is available, you will be
charged the non-preferred brand drug co-
pay plus the price difference between the
brand drug and the generic equivalent. Your
physician cannot simply write “Dispense As
Written” (DAW) on the prescription in order
to avoid this cost.

Lifestyle Drugs

Drugs in this category include, but are not
limited to hair growth stimulants, hair removal
agents and fertility drugs. You and your
dependents will receive the Plan discounts with
your prescription drug card, but will be
responsible for 100 percent of the cost after the
discount is applied.

Filling a Prescription
Family Medical Center or Retail Service

Prescriptions can be filled at the Glatfelter
Family Medical Center Pharmacy or any
participating CVS Caremark network pharmacy.
Participating pharmacies include many large
chain pharmacies, such as Walmart and
Walgreen'’s, as well as many independent
pharmacies. When you use the retail service,
you receive up to a 34-day supply and pay a flat
co-pay.

Mail-order for Specialty Injectable Drugs

Specialty injectables are drugs used to treat
chronic diseases, such as HIV/Aids, rheumatoid
arthritis, cancer, hepatitis, multiple sclerosis,
infertility and growth hormone deficiency.

If you are on a specialty injectable drug due to a
complex medical condition, you must have your
medication filled at the Family Medical Center
Pharmacy or through the Caremark Specialty
Drug Pharmacy delivered via mail. For more
information, contact Caremark at
www.caremark.com or 800-237-2767 to utilize
the Specialty injectable mail-order service or to
obtain a list of specialty injectables covered
under the Plan.

Non-participating Pharmacies

Prescriptions filled at non-participating
pharmacies must be paid for in full and then a
paper claim can be submitted to CVS
Caremark. You will be reimbursed the normal
contracted amount and will be responsible for
any cost difference between the amount the
non-participating pharmacy charges you and
the CVS Caremark standard contracted
amount.
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Prescriptions Not Covered By the Plan

The following is a list of services not
covered by the Plan:

e drugs or medicine that can be legally
purchased without a written prescription
with just a few exceptions at the Family
Medical Center Pharmacy (not applied
to injectable insulin);

e immunization agents or biological sera,
blood or blood plasma,;

e drugs or medicine labeled: “Caution -
limited by federal law to investigational

use ;

e experimental drugs and medicines, even
though a charge is made to the covered
person, including DESI drugs (drugs
determined by the FDA as lacking
substantial evidence of effectiveness);

e any charge for the administration of a
covered prescription drug;

e any drug or medicine that is consumed
or administered at the place where it is
dispensed;

e adrug or medicine that is to be taken by
the covered person, in whole or in part,
while hospital confined, including being
confined in any institution that has a
facility for dispensing drugs;

e prescription drugs which may be
properly received without charge under
local, state or federal programs; and

e non-legend drugs, other than as
specifically listed herein.

HOW TO FILE A PRESCRIPTION CLAIM

You will receive an ID card that will contain
information regarding prescription benefits.
Present your ID card to the pharmacist.
Both retail and mail-order prescriptions are
processed at time of purchase. If you
purchase a retail prescription without your
drug card or from a non-participating
pharmacy, you will need to file a paper
claim for reimbursement. Contact CVS
Caremark at 888-202-1654 or log on to

www.caremark.com for a copy of the claim
form, as well as instructions on filing a claim.
You must submit a completed claim within one
year from the date the services are rendered.

TERMINATION OF COVERAGE

Subject to any continuation coverage options
that may apply under COBRA or USERRA (as
described later in this SPD), medical and
prescription drug coverage under the Plan ends
for you and your dependents on the last day of
the month in which any of the following occurs:

For Employees

e the date the Plan is terminated and no other
group health plan is offered;

¢ the date you cease to meet the eligibility
requirements of the Plan;

¢ the date employment terminates, unless you
or your dependents qualify for continued
coverage due to disability;

¢ the date you stop making any required
contributions;

¢ the date you become a full-time, active
member of the armed forces of any country;

¢ the date you are no longer enrolled
in the Plan; or

e the date you retire.
For Dependents
¢ the date employee coverage ends;

e the date the dependent no longer meets the
eligibility requirements;

¢ the date the employee stops making
required contributions;

¢ in the event of an employee’s death,
coverage ends for dependents 60 days
following the end of the month in which the
death occurs;

¢ the date the dependent becomes covered
as a Company employee; or

o the date the Plan eliminates dependent
coverage.
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Please note: It is your responsibility to notify
Human Resources when your dependent is no
longer eligible for coverage. Failure to do so will
result in repayment or denial of incurred claims.

PLAN INFORMATION

The Family Medical Center Plan is part of
the Glatfelter Health and Welfare Benefits
Plan. Glatfelter has the primary
responsibility as the Plan Administrator to
generally carry out the duties involving
ERISA compliance and related
correspondence with Plan members and
government agencies.

The Family Medical Center Plan is funded
by employee and Company contributions.
Medical Plan benefits are paid from the
Company’s general assets and are not
insured by any insurance carrier. The
Company pays third party administrators to
process claims. Final determination of all
benefits will be made in accordance with the
Plan document. This summary describes
the major provisions of the Plan. It is not a
full statement of all the Plan details. These
are contained in the formal Plan documents
which legally govern the Plan.

Claim Administrator for Medical

General Questions and Claims
Submission:

CIGNA Healthcare

P.O. Box 5200

Scranton, PA 18505-5200
Phone: 800-244-6224

Claim Administrator for Prescription
Drug

CVS Caremark

PO Box 52196
Phoenix, AZ 85072-2196

Administrative

YOUR RIGHTS UNDER ERISA

As a participant in the Plan, you are entitled to
the following rights and protections under the
Employee Retirement Income Security Act of
1974 ("ERISA"):

¢ You can examine, free of charge, at the
Plan Administrator's office and at other
locations, all of the Plan documents,
including insurance contracts, if any,
collective bargaining agreements and
copies of all documents filed by the Plan
(such as detailed annual reports) with the
U.S. Department of Labor and available at
the Public Disclosure Room of the
Employee Benefits Security Administration.

e You can obtain copies of all Plan
documents governing the operation of the
Plan, by writing to the Plan Administrator.
You may have to pay a reasonable charge
to cover the cost of photocopying.

¢ In some cases, the law may require the
Plan Administrator to provide you with a
summary of the Plan's annual financial
report.

In addition to creating rights for Plan
participants, ERISA imposes duties upon the
people who operate the Plan. These people are
called fiduciaries and have a duty to act
prudently and in the interest of you and other
Plan participants and beneficiaries.

No one, including the employer or any other
person, may fire you or otherwise discriminate
against you in any way to prevent you from
obtaining a benefit under the Plan or exercising
your rights under ERISA. If your claim for a
Plan benefit is denied or ignored, in whole or in
part, you must receive a written explanation of
the reason for the denial, and you have the right
to obtain copies of documents relating to the
decision, without charge and have the Plan
review and reconsider your claim, all within
certain time schedules.

Under ERISA, there are steps you can take to
enforce the preceding rights. For instance, if
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you make a written request for materials
from the Plan and do not receive them
within 30 days, you may file suit in federal
court. In such a case, the court may require
the Plan Administrator to provide the
materials and pay you up to $110 a day until
you receive the materials, unless the
materials were not sent because of reasons
beyond the control of the Plan
Administrator. If you have a claim for
benefits which is denied after review and
reconsideration by the Plan or is ignored, in
whole or in part, you may file suit in a state
or Federal court. In addition, if you disagree
with the Plan's decision or lack thereof
considering the qualified status of a medical
child support order, you may file suit in
Federal court.

If it should happen that Plan fiduciaries
misuse Plan funds, if any, or if you are
discriminated against for asserting your
rights, you may seek assistance from the
U.S. Department of Labor, or you may file
suit in a federal court. The court will decide
who should pay court costs and legal fees.
If you are successful, the court may order
the person you have sued to pay these
costs and fees. If you lose, the court may
order you to pay these costs and fees, for
example, if it finds your claim is frivolous.

You may have the right to continued health
coverage for yourself, spouse or
dependents if there is a loss of coverage
under the Plan as a result of a qualifying
event. You or your dependents may have to
pay for such coverage. You should review
this Summary Plan Description and the
documents governing the Plan on the rules
governing your COBRA continuation
coverage.

You have the right to a reduction or
elimination of exclusionary periods of
coverage for preexisting conditions under a
group health plan, if you have creditable
coverage from another health plan. You
should receive a certificate of creditable
coverage, free of charge, from the group
health plan when you become entitled to
elect COBRA continuation coverage or

when your COBRA continuation coverage
ceases. You are also entitled to receive a
certificate of coverage if you request it before
losing coverage or up to 24 months after losing
coverage. Without evidence of creditable
coverage, you may be subject to a pre-existing
condition exclusion for 12 months (18 months
for late enrollees) after your enrollment date in
your coverage.

If you have any questions about the Plan, you
should contact the Plan Administrator (c/o
Glatfelter Benefits Service Center at 888-60-
PAPER (888-607-2737). If you have any
guestions about this statement or your rights
under ERISA, you should contact the nearest
office of the Employee Benefits Security
Administration, U.S. Department of Labor, listed
in your telephone directory or the Division of
Technical Assistance and Inquiries, Employee
Benefits Security Administration, U.S.
Department of Labor, 200 Constitution Avenue,
N.W., Washington, D.C. 20210. You may also
obtain certain publications about your rights and
responsibilities under ERISA by calling the
publications hotline of the Employee Benefits
Security Administration.

NOTE: The rights described above apply
to benefits that are subject to ERISA.

CLAIMS PROCEDURE

Claims are initially submitted as described
earlier in this SPD. The following describes how
initial claims are reviewed and procedures for
appealing any denied claims.

If the Plan partially or fully denies a claim
for benefits submitted by you, you will be
notified.

Initial notification will be provided typically within
the following timeframes, depending on the type
of claim being denied.
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Within 15 days, but with
notice may be extended
another 15 days, if necessary.

Pre-service Claim

Within 72 hours. If notice is
given orally, a written notice
will follow within the next 3
days.

Urgent Care Claim

Within sufficient time to

Concurrent Care Claim
appeal.

Within 30 days, but with
notice may be extended
another 15 days, if necessary.

Post-service Claim

A claim is considered an urgent care claim if
waiting for determination based on the
typical timeline could seriously jeopardize
your life or health or your ability to regain
maximum function, or, in the opinion of a
physician with knowledge of your medical
condition, would subject you to severe pain
that could not be adequately managed
without the care or treatment which is the
subject of the claim. Whether a claim is an
urgent care claim is determined at each
step in the claims or appeal process, so a
claim that starts as an urgent care claim
may be treated as a pre-service or post-
service claim if it ceases to qualify as an
urgent care claim.

A pre-service claim is a claim that requires
approval, in part or in whole, in advance of
obtaining the health care in question

A post-service claim is a request for
payment of services which the claimant has
already received.

If the Plan has approved an ongoing course
of health care treatment to be provided over
a period of time or number of treatments,
any reduction or termination by the Plan of
the previously approved course of treatment
(other than by Plan amendment or
termination) before the approved time
period or number of treatments constitutes
an adverse benefit determination. This is
considered a concurrent care claim.

Any request by a claimant to extend a
previously approved course of urgent care
treatment beyond the approved period of
time or number of treatments will be

decided as soon as possible, taking into
account the medical exigencies, and the
Reviewer will notify the Claimant of the benefit
determination, whether adverse or not, within
24 hours after the Plan receives the claim,
provided that any such claim is made to the
Plan at least 24 hours before the expiration of
the prescribed period of time or number of
treatments

Any claims denial notice will describe the
specific reasons for the adverse determination
and the specific Plan provisions on which the
determination was based, and will include a
description of the Plan’s review procedures and
time limits applicable to such procedures. If
applicable, the notice will also include a
description of any additional information
necessary to approve the claim.

If you fail to provide information necessary to
process the claim, you will be notified of the
information needed to complete the review of
your claim:

e within 24 hours for an urgent care claim;
e within five days for a pre-service claim; or
¢ within 15 days for a post-service claim.

For an urgent claim, you will have 48 hours to
provide the information needed and you will be
notified of the determination at the end of that
period, or, within 48 hours of when you provide
the necessary information, if earlier.

For a pre-service or post-service claim, you will
have 45 days to provide the required
information. If you do not provide the
information within 45 days, your claim may be
denied.

If you are informed that you need to submit
additional information in order to perfect the
claim, then you should make arrangements to
submit all requested information if and when
you file an appeal. Failure to provide the
requested additional information may result in
the denial of your claim or appeal.

If you disagree with the reasons for a claim
denial, you may appeal the decision within 365
days of the date you receive notice of the
adverse benefit determination. (Requests for
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appeals of concurrent care and urgent care
claims may be made orally).

You will have the right to submit written
comments, documents, records, and other
information relating to your claim for
benefits. You also have the right to receive,
upon request and free of charge, copies of
all documents, records and other
information related to the adverse benefit
determination. . You also have the right to
request the identity of any experts whose
advice was obtained on behalf of the Plan in
connection with the adverse determination.

A request for information regarding your
claim does not constitute an appeal.
Requests for copies of information, relating
to an adverse benefit determination must be
mailed to:

Document Record Request
CIGNA

PO Box 5200

Scranton, PA 18505-5200

You may request an expedited review of a
denied urgent care health claim orally (by
contacting CIGNA’s Customer Service
Department toll-free at 800-244-6224) or in
writing and all necessary information,
including the Plan's determination on
review, will be transmitted between the Plan
and the claimant by telephone, facsimile or
other available similarly expeditious method.

Otherwise, appeals must be written and
should be addressed to:

Medical Claims Prescription Claims
Caremark
Appeals Department
CIGNA Healthcare MC 109
P.0. Box 5200 PO Box 52084
Scranton, PA 18505-5200 Phoenix, AZ 85072-
2084

Appeals will take into account all comments,
documents, records and other information
submitted by you and will:

e be conducted promptly;

e not defer to the initial determination; and

¢ not be made by the person, or a
subordinate of that person, who made the
initial adverse claim determination.

Appeals of claims will be reviewed and notice of
the appeals decision will be made after the
receipt of the appeal as follows:

Pre-service Within 30 days of receiving
Claim the member

tn

Within 72 hours of receiving

t he member’ ¢
provided orally, CIGNA will
notify the 1
Urgent Care care provider and the

Claim member of the outcome of

the appeal via telephone or
facsimile no later than 72
hours after receipt of the

appeal.
Post-service Within 60 days of receiving
Claim t he member ’ ¢

If you disagree with the reasons for the denial
of an appealed medical claim, you are
encouraged to voluntarily pursue further
appeals through CIGNAS’s Customer Service
Department. For information about the
voluntary appeals process, members may call
the Customer Service Department at
1.800.244.6224.

To initiate a level-two appeal, follow the same
procedure as indicated above. Most requests
for a second review will be conducted by a
committee which consists of a minimum of
three people not involved in the prior decision.

If you are not satisfied with the decision of
CIGNA’s level-two appeal review regarding
your medical necessity or clinical
appropriateness issue, you may request that
your appeal be referred to an Independent
Review Organization. The Independent Review
Organization is composed of persons who are
not employed by CIGNA HealthCare, or any of
its affiliates.

In order to request a referral to an Independent
Review Organization, the reason for the denial
must be based on a Medical Necessity or
clinical appropriateness determination by
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CIGNA. Administrative, eligibility or benefit
coverage limits or exclusions are not eligible
for appeal under this process.

To request a review, you must notify the
Appeals Coordinator within 180 days of your
receipt of CIGNA’s level-two appeal review
denial. CIGNA will then forward the file to
the Independent Review organization. The
Independent Review Organization will
render an opinion within 30 days. When
requested and when a delay would be
detrimental to your medical condition, as
determined by CG's Physician reviewer, the
review shall be completed within 3 days.

Your decision as to whether or not to submit
a benefit dispute to the voluntary level of
appeal will not affect your rights to other
benefits under your coverage or your right
to file a legal action for benefits under the
Plan.

Please contact the prescription vendor to
obtain their processes for any voluntary
second level of appeal.

Claimant's Failure to Follow Procedures

You must follow the claims procedures
described above to be entitled to file any
legal action for benefits under the Plan
(unless the Plan fails to follow those
procedures).

Plan's Failure to Follow Procedures

If the Plan fails to follow the claims
procedures described above, you will be
deemed to have exhausted the
administrative remedies available under the
Plan and will be entitled to pursue any
available remedy under ERISA on the basis
that the Plan has failed to provide a
reasonable claims procedure that would
yield a decision on the merits of the claim.

Designating an Individual to Act on Your
Behalf

You may designate another individual to act
on your behalf in pursuing a benefit claim or
appeal of an unfavorable benefit decision.
To designate an individual to serve as your
“authorized representative,” you must

complete, sign, date, and return a CIGNA
Member Authorization Form. You may request
this from CIGNA’s Customer Service
Department at 800.244.6224.

Insured Benefits and State Law

For any insured benefit under this Plan,
nothing in the Plan's claims procedures will be
construed to supersede any provision of any
applicable state law that regulates insurance,
except to the extent that the state law prevents
application of the Plan's claims procedures.

Medical Exams

The Plan has the right to require that a medical
exam be performed, at the Plan’s expense,

on any claimant for whom a medical claim is
pending. In the case of death, the Plan has
the right to request an autopsy.

Fiduciary for Medical Claims

CIGNA generally is a named fiduciary for the
medical plan for purposes of making decisions
about whether a benefit is payable under the
Plan and generally has the final decision about
a benefit payable under the plan.

However, Glatfelter also is a fiduciary for
purposes of the medical Plan and, at the
discretion of Glatfelter, the final decision about
whether a benefit is payable under the medical
plan may be made by Glatfelter as Plan
Administrator in consultation with CIGNA.

Named Fiduciary

The named fiduciary with respect to any
specific claim or appeal, has full and sole
discretionary authority to interpret all plan
documents and to make all interpretive and
factual determinations as to whether any
member is entitled to receive benefits under the
terms of the plan. Any construction of terms of
any plan document and any determination of
fact adopted by the named fiduciary will be final
and legally binding on all parties, subject to
review only if such construction or
determination is arbitrary, or capricious, or
otherwise an abuse of discretion.
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GENERAL PROVISIONS

Assignment

The Plan will pay benefits under the Plan to
the employee unless payment has been
assigned to the service provider for which
benefits are provided herein. No assignment
of benefits shall be binding on the Plan
unless the Claims Administrator is notified in
writing of the assignment before payment is
to be made.

This Plan will pay benefits to the
responsible party of an alternate recipient
as designated in a Qualified Medical Child
Support Order.

Benetfits Not Transferable

Except as otherwise stated in this Summary
or in the Plan, no person other than an
eligible covered person is entitled to receive
benefits under the Plan. Rights to benefits
are not transferable.

Clerical Error

No clerical error on the part of the Company
or Claims Administrator shall operate to
defeat any of the rights, privileges, services,
or benefits of any employee or any
dependent under the Plan, nor create or
continue coverage which would not
otherwise validly become effective or
continue in force. An equitable adjustment
of contributions or benefits will be made
when the error or delay is discovered.
However, if more than six months has
elapsed prior to discovery of any error, any
adjustment of contributions normally will be
waived. No party will be liable for the failure
of any other party to perform.

Conformity with Applicable Law

If any provision of the Plan conflicts with
applicable law (as determined by the
Company), that provision will be treated as
being amended to conform to the minimum
requirements of the applicable law.

Incapacity

If, in the opinion of the Company, a covered
person for whom a claim has been made is

incapable of furnishing a valid receipt of
payment due, and in the absence of written
evidence to the Plan of the qualification of a
guardian or personal representative for his or
her estate, the employer may on behalf of the
Plan, at his or her discretion, make any and all
such payments to the provider of services or
other person providing for the care and support
of such person. Any payment so made will
constitute a complete discharge of the Plan's
obligation to the extent of such payment.

Incontestability

All statements made by the Company or by

the employee covered under the Plan shall be
deemed representations and not warranties.
Such statements shall not void or reduce the
benefits under the Plan or be used in defense
to a claim unless they are contained in writing
and signed by the Company or by the covered
person, as the case may be. A statement made
shall not be used in any legal contest unless a
copy of the instrument containing the statement
is or has been furnished to the other party to
such a contest.

Legal Actions

No action at law or in equity may be
commenced or maintained to recover benefits
under the Plan more than 12 months after

the final review/appeal decision by the Plan
Administrator or an Insurer has been rendered
(or deemed rendered).

Limits on Liability

Liability under the Plan is limited to the services
and benefits specified, and the Company is not
liable for any obligation of the covered person
incurred in excess of that amount. The liability
of the Plan is limited to the reasonable cost of
covered expenses and does not include any
liability for suffering or general damages.

Lost Distributes

Any benefit payable under the Plan is deemed
forfeited if the Plan Administrator is unable to

locate the covered person to whom payment is
due, provided, however, that such benefits will
be reinstated if a claim is made by the covered
person for the forfeited benefits within the time
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prescribed in each individual plan’s claim
filing procedure section of this document.

Medicaid Eligibility and Assignment of
Rights

The Plan will not take into account whether
an individual is eligible for, or is currently
receiving, medical assistance under a State
plan for medical assistance as provided
under Title XIX of the Social Security Act
(“State Medicaid Plan") either in enrolling
that individual as a covered person or in
determining or making any payment of
benefits to that individual. The Plan will pay
benefits with respect to such individual in
accordance with any assignment of rights
made by or on behalf of such individual as
required under a State Medicaid plan
pursuant to § 912(a)(1)(A) of the Social
Security Act. To the extent payment has
been made to such individual under a State
Medicaid Plan and this Plan has a legal
liability to make payments for the same
services, supplies or treatment, payment
under the Plan will be made in accordance
with any State law which provides that the
State has acquired the rights with respect
to such individual to payment for such
services, supplies or treatment under the
Plan.

Misrepresentation

If the covered person or anyone acting on
behalf of a covered person makes a false
statement on the application for enroliment,
or withholds information with intent to
deceive or affect the acceptance of the
enrollment application or the risks assumed
by the Plan, or otherwise misleads the Plan,
the Plan will be entitled to recover its
damages, including legal fees, from the
covered person, or from any other person
responsible for misleading the Plan, and
from the person for whom the benefits were
provided. Any material misrepresentation by
a covered person in applying for coverage
or for benefits under the Plan will render the
coverage under the Plan null and void.

Physical Examinations Required By the Plan

The Plan, at its own expense, may require an
examination of a person covered under the
Plan when and as often as it may reasonably
require during the pending of a claim.

Plan Is Not a Contract

The Plan shall not be deemed to constitute a
contract between the Company and any
employee or to be a consideration for, or an
inducement or condition of, the employment
of any employee. Nothing in the Plan shall be
deemed to give any employee the right to be
retained in the service of the Company or to
interfere with the right of the Company to
terminate the employment of any employee at
any time.

Plan Amendment or Termination

The Company expects to maintain the Plan
indefinitely as a program of employee benefits.
However, the Company has the right, in its sole
discretion,

to terminate or amend any provision of the Plan
at any time. Therefore, no Plan participant
(including any future retiree or retiree who has
already retired) has a right to the continued
enjoyment of any particular benefit under the
Plan after a Plan termination or amendment
affecting those benefits.

Recovery for Overpayment

Whenever payments have been made from
the Plan in excess of the maximum amount

of payment necessary, the Plan has the right
to recover the excess payments. If the Plan
makes any payment that, according to the
terms of the Plan, should not have been made,
the Plan may recover that incorrect payment,
whether or not it was made due to the Plan’s
own error, from the person or entity to whom it
was made or from any other appropriate party.

Time Effective

The effective time with respect to any dates
used in the Plan shall be 12:00 a.m. (midnight)
as may be legally in effect at the address of the
Plan Administrator.
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Wor ker sé Compensat i onabdhpyour righfs Ang ebligatiarts under the Plan

This Plan is not in lieu of, and does not
affect any requirement for, coverage by
Workers' Compensation Insurance.

CONTINUATION COVERAGE (COBRA
NOTICE)

Under the Consolidated Omnibus Budget
Reconciliation Act of 1985 (COBRA), you
and your dependents may elect to
temporarily continue health care coverage
under the Family Medical Center Plan in
certain instances where coverage would
otherwise end.

This "COBRA Notice" section of your
Summary Plan Description applies to
employees and covered spouses and
dependents who have health coverage
under the Plan. For purposes of this notice,
"Plan" refers only to the medical, and
prescription drug benefits described in this
Summary and this notice is not intended

to apply to any other type of benefit.

You are receiving this notice because you
are covered under a group health plan
offered under the Plan. This notice contains
important information about your right to
COBRA continuation coverage, which is a
temporary extension of coverage under the
Plan. This notice generally explains COBRA
continuation coverage, when it may become
available to you and your family, and what
you need to do to protect the right to receive
it. (Both you and, if you are married and
your spouse is covered by the plan, your
spouse should take the time to carefully
read this notice.)

The right to COBRA continuation coverage
was created by a federal law, the
Consolidated Omnibus Budget
Reconciliation Act of 1985 (COBRA).
COBRA continuation coverage can become
available to you when you would otherwise
lose your group health coverage. It can also
become available to other members of your
family who are covered under the Plan
when they would otherwise lose their group
health coverage. For additional information

and under federal law, you should contact the
Plan Administrator at the address provided in
this notice.

What is COBRA Continuation Coverage?

COBRA continuation coverage is a continuation
of health coverage under the Plan when
coverage would otherwise end because of a life
event known as a "qualifying event." Specific
qualifying events are listed later in this notice.
After a qualifying event, COBRA continuation
coverage must be offered to each person who
is a "qualified beneficiary." You, your spouse,
and your dependent children could become
qualified beneficiaries if coverage under the
Plan is lost because of the qualifying event.
Under the Plan, qualified beneficiaries who
elect COBRA continuation coverage must pay
for COBRA continuation coverage.

If you are an employee, you will become a
gualified beneficiary if you lose your coverage
under the Plan because either one of the
following qualifying events happens:

e Your hours of employment are reduced; or

e Your employment ends for any reason other
than your gross misconduct.

If you are the spouse of an employee, you will
become a qualified beneficiary if you lose your
coverage under the Plan because any of the
following qualifying events happens:

e Your spouse dies;

e Your spouse's hours of employment are
reduced,;

e Your spouse's employment ends for any
reason other than his or her gross
misconduct;

e Your spouse becomes entitled to Medicare
benefits (under Part A, Part B, or both); or

e You become divorced or legally separated
from your spouse.

Your dependent children will become qualified
beneficiaries if they lose coverage under the
Plan because any of the following qualifying
events happens:
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e The parent-employee dies;

e The parent-employee's hours of
employment are reduced,;

e The parent-employee's employment
ends for any reason other than his or
her gross misconduct;

e The parent-employee becomes entitled
to Medicare benefits (Part A, Part B, or
both);

e The parents become divorced or legally
separated; or

¢ The child stops being eligible for
coverage under the plan as a
"dependent child."

Sometimes, filing a proceeding in
bankruptcy under title 11 of the United
States Code can be a qualifying event.

If a proceeding in bankruptcy is filed with
respect to the Employer, and that
bankruptcy results in the loss of coverage
of any retired employee covered under the
Plan, the retired employee will become a
gualified beneficiary with respect to the
bankruptcy. The retired employee's spouse,
surviving spouse, and dependent children
will also become qualified beneficiaries if
bankruptcy results in the loss of their
coverage under the Plan.

When is COBRA Coverage Available?

The Plan will offer COBRA continuation
coverage to qualified beneficiaries only
after the Plan Administrator has been
notified that a qualifying event has occurred.
When the qualifying event is the end of
employment or reduction of hours of
employment, death of the employee,
commencement of a proceeding in
bankruptcy with respect to the employer, or
the employee becoming entitled to Medicare
benefits (under Part A, Part B, or both), the
employer must notify the Plan Administrator
of the qualifying event.

You Must Give Notice of Some Qualifying
Events

For the other qualifying events (divorce or legal
separation of the employee and spouse or a
dependent child's losing eligibility for coverage
as a dependent child), you must notify the Plan
Administrator within 60 days after the later of
the date the qualifying event occurs, or the date
coverage would end because of the qualifying
event. This notice must be provided, along with
any required documentation to:

P.H. Glatfelter Company

c/o Corporate Benefits Department
96 S. George St.

York, PA 17401

Your notice must be provided in writing in a
letter addressed to the Plan Administrator. The
notice must include:

¢ Your hame, address, phone number and
health plan ID number.

e The name, address, phone number and
health plan ID number for any dependent or
spouse whose eligibility is affected by the
gualifying event.

e A description of the qualifying event and the
date on which it occurred.

¢ The following statement: "By signing this
letter, | certify that the qualifying event
described in this letter occurred on the date
described in this letter."

e Your signature.

You should also provide, along with the letter,
documentation of the event that occurred, such
as a photocopy of a divorce order or legal
separation order showing the date the divorce
or legal separation began. If you have any
guestion about what type of documentation

is required, you should contact the Plan
Administrator at the address provided in

this notice.

In addition to accepting a letter with the
information described above, the Plan
Administrator, in its discretion, may develop and
make available a form, which may then be
completed to provide the required notice. If
such a form is available, you may obtain a copy
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by requesting it from the Plan Administrator
at the address provided in this notice.

How is COBRA Coverage Provided?

Once the Plan Administrator receives

notice that a qualifying event has occurred,
COBRA continuation coverage will be
offered to each of the qualified beneficiaries.
Each qualified beneficiary will have an
independent right to elect COBRA
continuation coverage. Covered employees
may elect COBRA continuation coverage on
behalf of their spouses, and parents may
elect COBRA continuation coverage on
behalf of their children.

COBRA continuation coverage is a
temporary continuation of coverage. When
the qualifying event is the death of the
employee, the employee's becoming
entitled to Medicare benefits (under Part A,
Part B, or both), your divorce or legal
separation, or a dependent child's losing
eligibility as a dependent child, COBRA
continuation coverage lasts for up to a total
of 36 months. When the qualifying event is
the end of employment or reduction of the
employee's hours of employment, and the
employee became entitled to Medicare
benefits less than 18 months before the
gualifying event, COBRA continuation
coverage for qualified beneficiaries other
than the employee lasts until 36 months
after the date of Medicare entitlement. For
example, if a covered employee becomes
entitled to Medicare

8 months before the date on which his
employment terminates, COBRA
continuation coverage for his spouse and
children can last up to 36 months after the
date of Medicare entitlement, which is equal
to 28 months after the date of the qualifying
event (36 months minus 8 months).
Otherwise, when the qualifying event is the
end of employment

or reduction of the employee's hours of
employment, COBRA continuation coverage
generally lasts for only up to a total of 18
months. There are two ways in which this
18-month period of COBRA continuation

coverage can be extended, as described in the
next two sections of this Notice.

Disability Extension of 18-Month Period of
Continuation Coverage

If you or anyone in your family covered under
the Plan is determined by the Social Security
Administration to be disabled and you notify the
Plan Administrator in a timely fashion (following
the same procedures described above under
"You Must Give Notice of Some Qualifying
Events", including providing documentation of
the Social Security Administration's decision),
you and your entire family may be entitled to
receive up to an additional 11 months of
COBRA continuation coverage, for a total
maximum of 29 months. The disability would
have to have started at some time before the
60th day of COBRA continuation coverage and
must last at least until the end of the 18-month
period of continuation coverage. Further, the
disabled qualified beneficiary (or another
person on his or her behalf) must also notify the
Plan Administrator of the SSA determination.
The SSA Notice of Disability (called a “Disability
Award” Notice) must be sent to the Plan
Administrator within 60 days, starting from the
latest of: (1) the date on which the SSA issues
the disability determination; (2) the date on
which the Qualifying Event occurs; or (3) the
date on which the Qualified Beneficiary
receives the COBRA general notice.

Second Qualifying Event Extension of 18-
Month Period of Continuation Coverage

If your family experiences another qualifying
event while receiving 18 months of COBRA
continuation coverage, the spouse and
dependent children in your family can get up

to 18 additional months of COBRA continuation
coverage, for a maximum of 36 months, if
notice of the second qualifying event is properly
given to the Plan (following the same
procedures described above under "You Must
Give Notice of Some Qualifying Events"). This
extension may be available to the spouse and
any dependent children receiving continuation
coverage if the employee or former employee
dies, becomes entitled to Medicare benefits
(under Part A, Part B, or both), or gets divorced
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or legally separated, or if the dependent
child stops being eligible under the Plan as
a dependent child, but only if the event
would have caused the spouse or
dependent child to lose coverage under the
Plan had the first qualifying event not
occurred. [Note: Since the Medicare
Secondary Payer Rules prohibit employers
and plan sponsors from forcing plan
participants off the Plan due to Medicare
eligibility, an employee’s entitlement to
Medicare, after they are on COBRA, is
never a second qualifying event. The result
is that while the Medicare recipient no
longer continues under COBRA, his or her
dependents may continue for the remainder
of the initial 18-month continuation period.]

Additional Continuation Coverage
FElection Period for "TAA-Eligible
Individuals"'

In addition to the other COBRA rules
described in this section of your Summary
Plan Description, there are some special
rules that apply if you are classified as a
"TAA-eligible individual" by the U.S.
Department of Labor. (This applies only if
you qualify for assistance under the Trade
Adjustment Assistance Reform Act of 2002
because you become unemployed as a
result of increased imports or the shifting of
production to other countries.)

If you are classified by the Department of
Labor as a TAA-eligible individual, and you
do not elect continuation coverage when
you first lose coverage, you may qualify for
an election period that begins on the first
day of the month in which you become a
TAA-eligible individual and lasts up to 60
days. However, in no event can this election
period last later than 6 months after the date
of your TAA-related loss of coverage. If you
elect continuation coverage during this
special election period, your continuation
coverage would begin at the beginning of
that election period, but, for purposes of the
required coverage periods described in this
Notice, your coverage period will be
measured from the date of your TAA-related
loss of coverage.

The Trade Adjustment Assistance Act also
provides for a tax credit of 65% of the cost of
premiums paid for qualified health insurance.
You should consult with a financial advisor if
you have guestions about the tax credit.

How much does COBRA continuation
coverage cost?

Generally, each qualified beneficiary may be
required to pay the entire cost of continuation
coverage. The amount a qualified beneficiary
may be required to pay may not exceed 102
percent (or, in the case of an extension of
continuation coverage due to a disability, 150
percent) of the cost to the group health plan
(including both employer and employee
contributions) for coverage of a similarly
situated plan participant or beneficiary who is
not receiving continuation coverage. The
required payment for each continuation
coverage period for each option is described in
this notice.

The Trade Act of 2002 created a new tax credit
for certain individuals who become eligible for
trade adjustment assistance and for certain
retired employees who are receiving pension
payments from the Pension Benefit Guaranty
Corporation (PBGC) (eligible individuals).
Under the new tax provisions, eligible
individuals can either take a tax credit or get
advance payment of 65% of premiums paid for
qualified health insurance, including
continuation coverage. ARRA made several
amendments to these provisions, including an
increase in the amount of the credit to 80% of
premiums for coverage before January 1, 2011
and temporary extensions of the maximum
period of COBRA continuation coverage for
PBGC recipients (covered employees who have
a nonforfeitable right to a benefit any portion of
which is to be paid by the PBGC) and TAA-
eligible individuals. If you have questions about
these new tax provisions, you may call the
Health Coverage Tax Credit Customer Contact
Center toll-free at 1-866-628-4282. TTD/TTY
callers may call toll-free at 1-866-626-4282.

If You Have Questions

Questions concerning your Plan or your
COBRA continuation coverage rights should be
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addressed to the Plan Administrator at the
address provided in this Summary. For
more information about your rights under
ERISA, including COBRA, the Health
Insurance Portability and Accountability Act
(HIPAA), and other laws affecting group
health plans, contact the nearest Regional
or District Office of the U.S. Department of
Labor's Employee Benefits Security
Administration (EBSA) in your area or visit
the EBSA website at www.dol.gov/ebsa.
(Addresses and phone numbers of Regional
and District EBSA Offices are available
through the EBSA's website.)

Keep Your Plan Informed of Address
Changes

To protect your family's rights, you should
keep the Plan Administrator informed of any
changes in the addresses of family
members. You should also keep a copy, for
your records, of any notices you send to the
Plan Administrator.

Plan Contact Information

If you have questions or need more
information about COBRA continuation
coverage under the Plan, please contact the
Plan Administrator at the address or phone
number provided in this Summary.

UNIFORMED SERVICES EMPLOYMENT
AND REEMPLOYMENT RIGHTS ACT OF
1994 (USERRA)

Under USERRA, covered employees who
leave employment for service in the
uniformed services, including the
performance of duty on a voluntary or
involuntary basis in the Armed Forces, the
Army National Guard, the Air National
Guard, the Public Health Service, or any
other category of persons designated by the
President in the time of war or emergency,
are entitled to continue coverage under the
Plan for a period of not less than 24 months
beginning on the day that the uniformed
services leave begins or for a period ending
on the day after the employee fails to return
to employment within the time allowed by
USERRA, if shorter. USERRA continuation

coverage runs concurrently with COBRA
coverage and is similar to COBRA coverage,
except that if the period of absence for military
service is less than 31 days, you will not be
required to pay more than the employee
contribution for such continued coverage.
However, in all other respects, your USERRA
continuation coverage will operate under
COBRA rules and regulations, such as the
timing of payments, grace periods for making
payments, etc. Please see the COBRA section
(as described later in this SPD).

MATERNITY STAY COVERAGE

The Plan and any health insurance company
insuring health benefits under the Plan, generally
may not, under Federal law, restrict benefits for
any hospital length of stay in connection with
childbirth for the mother or newborn child to less
than 48 hours following vaginal delivery, or less
than 96 hours following a cesarean section.
However, Federal law generally does not prohibit
the mother's or newborn's attending provider,
after consulting with the mother, from
discharging the mother and/or her newborn
earlier than 48 hours or 96 hours, as applicable.
In any case, the Plan and any health insurance
company may not, under Federal law require
that a provider obtain authorization from the Plan
or health insurance company, if any, for
prescribing a length of stay not in excess of 48
hours or 96 hours, as applicable.

For any coverage provided on an insured basis,
different maternity stay coverage rights may
apply. If your medical coverage is insured,
please see the Benefits Handbook for that
coverage for details.

WOMEN® S HE ANCERRIGATS D
In compliance with the Women's Health and
Cancer Rights Act of 1998, the Medical Plan
provides the following benefits to all Plan
participants who elect breast reconstruction in
connection with a mastectomy, to the extent
that the benefits otherwise meet the
requirements for coverage under the Plan:

e Reconstruction of the breast on
which the mastectomy has been
performed,
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e Surgery and reconstruction of
the other breast to produce a
symmetrical appearance; and

e Coverage for prostheses and
physical complications of all
stages of the mastectomy,
including lymphedemas.

The benefits shall be provided in a manner
determined in consultation with the
attending physician and the patient.

The Plan will not deny eligibility, or
continued eligibility, to enroll or to renew
coverage solely to avoid providing these
benefits. Further, the Plan will not penalize
or otherwise reduce or limit the
reimbursement of an attending provider, or
provide incentives (monetary or otherwise)
to an attending provider, to induce the
provider to provide care to an individual
participant or beneficiary in a manner
inconsistent with the Women's Health and
Cancer Rights Act of 1998.

Of course, Plan terms such as any annual
maximums, deductibles, coinsurance and
so on, as described in the Plan, apply to
these benefits. Please contact the Plan
Administrator or refer to your Medical Plan
Certificate of Coverage for more detailed
information regarding deductibles and
coinsurance for these benefits under the
Plan.

QUALIFIED MEDICAL CHILD SUPPORT
ORDER (QMCSO)

The Family Medical Center Plan is required
to provide benefits to your dependents if it
receives a “qualified medical child support
order” (QMCSO). A medical child support
order is an order issued by a court or by an
administrative agency pursuant to state law
directing a member to provide health
coverage for an otherwise eligible
dependent child, even if the member is the
non-custodial parent. A medical child
support order must include all of the
following to be a QMCSO:

e child’s name and address for whom
coverage must be furnished;

e description of the coverage to be furnished;

¢ length of time for which coverage must be
furnished; and

¢ the benefit plan for which the coverage must
be provided.

The order may not require the plan to provide
benefits not otherwise available under the plan.
If you are not a covered person in the plan, you
should be aware that the Plan Administrator
may be required to enroll you as a covered
person and your dependent without your
consent in order to comply with the order.

To notify the Human Resources department of

a qualified medical child support order, mail the
order to 96 S. George St. York, PA 17041 with

attention to the Benefits Department.

As required by applicable law, the Plan uses
procedures to determine whether a medical
child support order is a "Qualified Medical Child
Support Order" which is to be honored by the
Plan. Upon request to the Plan Administrator,
you may receive, without any charge, a copy of
these procedures.

CERTIFICATES OF COVERAGE

Under a federal law known as the Health
Insurance Portability and Accountability Act of
1996 (HIPAA), the Plan is required to provide a
"Certificate of Group Health Plan Coverage"
(also known as a "Certificate of Creditable
Coverage"), upon request from any person who
is currently covered under the Plan's medical
coverage or who had medical coverage under
the Plan within the previous 24 months. A
current or former participant or dependent may
request a Certificate of Group Health Plan
Coverage by writing, visiting or calling the Plan
Administrator at the address or phone number
provided later in this Summary.

A Certificate of Group Health Coverage is
evidence of your (and/or one or more of your
dependent's) coverage under this plan. Under
HIPAA, you or a dependent may need evidence
of coverage to reduce a preexisting condition
exclusion period under another plan, to help get
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special enrollment in another plan, or to get
certain types of individual health coverage
even if you have (or your dependent has)
health problems.

If a current or former participant or
dependent requests a certificate from the
Plan, the Plan will mail the certificate to the
person requesting it, by first class mail,
within a reasonable time after receiving a
request. If an individual requests that a
certificate be sent to another person or
entity, such as another employer's plan, the
Plan will mail the certificate to the
designated recipient, within the same time
period.

If a Certificate of Group Health Coverage
applies to more than one person and the
coverage information is identical for each
person, one certificate may be provided for
all individuals for whom a certificate was
requested, as long as they all reside at the
same address (according to information
provided to the Plan Administrator).
Separate certificates will be provided to an
individual if the information regarding that
individual is not identical or if he or she
resides at a different address.

The Certificate of Group Health Coverage
requirements apply only to the Plan's
medical coverage. If you have any
guestions about your coverage under any of
the Plan's other benefits, you may also
contact the Plan Administrator for help, but
the Plan is not required to provide a
certificate of coverage.

PROTECTED HEALTH INFORMATION
(PHI)

HIPAA also requires that Health Plans
maintain procedures for protecting any
personal health information maintained

by the Plan, which HIPAA refers to as
protected health information or “PHI”
against unauthorized use and disclosures.
Protected health information includes
identifiable information about you and your
covered dependents, and your patient
records. In addition, HIPAA also provides
you with new rights to control the release of

your protected health information and imposes
penalties if your rights are violated.

Glatfelter will only use or disclose your
protected health information for purposes of
plan operation or benefits delivery. The Plan
Administrator may grant access to protected
health information only as necessary to fulfill its
obligations to the plan or as otherwise required
by applicable law. In no way may protected
health information be used or disclosed for
employment purposes.

You have the right to request a copy of your
health information, and you may request
changes you believe are necessary to correct
errors. You may also request an accounting of
certain non-routine disclosures of your
protected health information. To do so, send a
written request to Glatfelter’s Privacy Officer,
Benefits Manager, at P.H. Glatfelter Company,
96 S. George Street, York, PA 17401 (717)
225-4711.

If you believe your privacy rights have been
violated, you may file a formal complaint with
Glatfelter’s Privacy Officer or with the U.S.
Department of Health and Human Services.
You will not be penalized for filing a complaint.
See the Notice of Privacy Practices at the back
of this Summary Plan Description.

COORDINATION OF BENEFITS (COB)

The Family Medical Center Plan has a
Coordination of Benefits provision that
determines how benefits are coordinated with
any other health coverage under which a
covered person or dependent is covered.
Additional health coverage would include
another health care plan, Medicare or other
insurance coverage resulting from a personal
injury or workers’ compensation. The
coordination of benefits provision ensures you
receive the correct level of benefits under each
plan.

To establish how coordination of benefits
works, it must first be determined which plan is
primary, and which plan is secondary. The
primary plan is the plan that pays benefits first.
The plan that pays benefits next is called the
secondary plan. If you are actively employed,
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but not actively at work (for example, on
disability) and you become Medicare
eligible, Medicare will pay primary until such
time you return to work.

The Glatfelter benefit plans will always be
considered secondary unless the other plan
has coordination of benefit rules that require
the Glatfelter benefits plans to pay first. In
that case, the following rules will determine
which plan is primary:

¢ The plan that covers the patient as an
employee, rather than as a dependent,
will be considered primary.

e If achild is covered under both parents’
plans, except in the case of a dependent
child whose parents are divorced or
separated, the parent whose birthday
falls earlier in the year will be
considered to have the primary plan for
covering the dependent child. If both
parents have the same birthday, the
parent whose plan has covered the
parent longer will be considered the
primary plan. If the other plan does not
have this provision regarding birthdays,
the rule in the other plan will determine
the order of benefits.

e If achild is covered under both parents’
plans, and the parents are divorced or
separated, if a court has established
financial responsibility for a child’s
health care expenses, the plan of the
parent with the financial responsibility
will be considered primary. If the parent
of the child who has financial
responsibility does not have coverage
but that parent’s spouse does, the
spouse’s plan is primary.

If there is no such court decree, the
primary plan will be determined in the
following order of priority:

¢ the plan of the parent with custody;

¢ the plan of the spouse of the parent
with custody;

¢ the plan of the parent not having
custody; or

¢ the plan of the spouse of the non-
custodial parent.

e If a court decree has given both parents
joint custody and has not stated which
parent is financially responsible for a child’s
health care expenses, the birthday rule will
establish the primary plan.

¢ The plan that covers the patient as an
employee or as a dependent of an
employee will be considered primary before
a plan that covers you as a former
employee or as a dependent of a former
employee.

e |f a person has coverage both under
COBRA and under another plan, the other
plan will be considered primary over a
COBRA plan.

¢ If none of the above rules determines the
primary plan, the plan that covered the
covered person the longest will be
considered the primary plan.

When the Glatfelter Plan is primary, it will pay
up to the amount established by the service
provided. All remaining expenses may be
submitted to a secondary plan, the other plan’s
coordination provision will determine how that
plan will pay.

When the Glatfelter Plan is secondary, it will
provide reimbursement on the following basis.

If the Other Plan Pays Then this Plan Pays:

Equal to or more than
what the Glatfelter Plan
would pay if it were the

primary plan

No additional benefits

The difference between
Less than what the what the Glatfelter Plan
Glatfelter Plan would pay | would pay if it were the
if it were the primary plan | primary plan and what
the other plan paid

From time to time you may receive
correspondence asking you to furnish
information about any other health care
coverage for you or your dependents.

39



RIGHT OF RECOVERY

The Family Medical Center Plan reserves
the right to recover payments made in error
or for an allowable expense under the Plan
in amounts which exceed the maximum
amount the plan is required to pay. This

right of recovery applies to the Plan against:

e any person(s) to, for or with respect to,
whom such payments were made; or

e any other insurance companies or other
organizations which, according to these
provisions, owe benefits due for the
same allowable expense under any
other plan.

The plan will determine against whom this
right of recovery will be exercised.

SUBROGATION

As a condition to receiving benefits under
the Family Medical Center Plan, covered
person(s), including all dependents, agree
to transfer to the Plan their rights to make a
claim, sue and recover damages when the
injury or iliness giving rise to the benefits
occurs through the act or omission of
another person. Alternatively, if a covered
person receives any recovery, by way of
judgment, settlement or otherwise, from
another person or business entity, the
covered person agrees to reimburse the
Plan, in first priority, for any medical,
disability or any other benefits paid by it
(i.e., the Plan shall be first reimbursed fully,
to the extent of any and all benefits paid by
it, from any monies received, with the
balance, if any, retained by the covered
person).

The obligation to reimburse the Plan, in full,
in first priority, exists regardless of whether
the judgment or settlement, etc. specifically
designates the recovery, or a portion
thereof, as including medical, disability or
other expenses. Also, the obligation to
reimburse the Plan, in full, in first priority,
exists regardless of whether the judgment,
settlement or other recovery, together with
all other previous or anticipated recoveries,

fully compensates the covered person for any
damages the covered person may have
experienced. This provision is effective
regardless of whether an agreement to this
effect is actually signed.

The Plan's rights of full recovery, either by way
of subrogation or right of reimbursement, may
be from funds the covered person receives or is
entitled to receive from the third party, any
liability or other insurance covering the third
party, the covered person's own uninsured
motorist insurance or underinsured motorist
insurance, any medical, disability or other
benefit payments, no-fault or school insurance
coverage, or other amounts which are paid or
payable to or on behalf of the covered person.
The Plan may enforce its reimbursement or
subrogation rights by requiring the covered
person to assert a claim to any of the foregoing
coverage to which he or she may be entitled.
The Plan will not pay attorney fees or costs
associated with the covered person's claim
without prior express written authorization by
the Plan. The Plan will not be subject to any
"make whole" or other subrogation rule.

NOTICE OF PRIVACY PRACTICES

This notice describes how medical information
about you may be used and disclosed and how
you may get access to this information. Please
review it carefully. If you have any questions,
please contact the Glatfelter Benefits
Department.

Introduction

This Notice applies to all benefit plans
sponsored by Glatfelter that provide any of the
following benefits: medical, dental, vision,
prescription drug, health flexible spending
accounts, and employee assistance programs.
For convenience, this Notice uses the term
“Plan” to refer to these different benefit plans to
the extent they provide these benefits.

Some of the benefits under the Plan are provided
through insurance companies. If you receive Plan
benefits through insurance companies, you may
receive separate notices from our insurers
describing how they use and disclose protected
health information. This Notice does not apply to
other Glatfelter health and welfare benefits or fringe
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benefits such as long- and short-term disability,
workers’ compensation, life insurance, and sick

pay.

The Plan is required by law to maintain the
privacy of members’ protected health
information and to provide members with
notice of its legal duties and privacy
practices regarding protected health
information.

Your health information is highly personal,
and the Plan is committed to safeguarding
your privacy. Please read this Notice of
Privacy Practices thoroughly. For Plan
administration purposes, the Plan and
various outside service providers hired by
the Plan (referred to as a “Vendor”) create
records (such as records of health claims),
and this Notice applies to all such records.
Other notices and practices may apply to
records created or maintained by your
doctor or other health care provider.

This Notice summarizes how the Plan may
use and disclose your protected health
information for:

e your treatment,
e payment of your claims,

¢ health care operations functions of the
Plan, and

e other uses and disclosures of such
information allowed by law.

It also describes your ability to access and
control the use and disclosure of your
protected health information.

The Plan must abide by the terms of this
Notice of Privacy Practices as currently in
effect. The terms of this Notice may change
and new notice provisions effective for all
protected health information held by or on
behalf of the Plan may be added. In the
event of a change to this Notice of Privacy
Practices, you will receive a revised notice.

Use or Disclosure of Your Protected Health
Information for Plan Administration

This section describes different ways that the
Plan uses and discloses protected health
information. Not every possible use or
disclosure is listed, but all of the ways your
information may be disclosed for Plan
administration fall into three categories:

(i) treatment, (ii) payment, and (iii) health care
operations.

Treatment

Your protected health information may be used
or disclosed to carry out medical treatment or
services by health care providers. For example,
in carrying out treatment functions, the Plan or
its Vendors (such as a pharmacy benefit
manager) could use or disclose your protected
health information to protect you from receiving
inappropriate medications or share information
about prior prescriptions if a newly prescribed
drug could cause problems for you. The Plan
also may share information about prior
treatment with a health care provider who
needs such information to treat you or your
family properly.

Payment

Your protected health information may be used
or disclosed to determine your eligibility for Plan
benefits, to coordinate coverage between this
Plan and another plan, and to facilitate payment
for services you receive. For example, your
information may be shared with a Vendor that
the Plan has hired to review use of certain
services or medications, or a Vendor hired to
help the Plan ensure that it is properly
reimbursed if a third party is responsible for
medical costs the Plan would otherwise pay.

Health Care Operations

Your protected health information may be used
for various administrative purposes that are
called “health care operations” of the Plan. For
example, your information might be included as
part of an audit designed to ensure that the
Plan’s outside claims administrator is
performing its job as well as it should for the
Plan. And your information, along with that of all
other members, may be used each year to set
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appropriate premiums for the Plan or to help
secure insurance that is needed to protect
the Plan or Plan sponsor financially.

Disclosures for Treatment, Payment and
Health Care Operations

The Plan often relies on Vendors to handle
important administrative tasks on behalf of
the Plan. When these tasks involve the use
or disclosure of protected health information
for payment, treatment, or health care
operations, the Plan is permitted to share
your information with these Vendors (for
example, the companies that may process
claims for benefits under the Plan or
administer your prescription drug benefits
under the Plan). Whenever an arrangement
between the Plan and a Vendor involves the
use or disclosure of your protected health
information, that Vendor will be required to
keep your information confidential.

The Plan also may share your information
with the Plan sponsor. For instance, the
Plan may disclose whether you are
participating in, enrolled in, or disenrolled
from the Plan. Generally, the Plan sponsor
may use the information to carry out its Plan
administrative functions. The Plan sponsor
has agreed to prevent unauthorized use or
disclosure of the information and to limit the
employees who have access to such
information. In no event may the Plan
sponsor use the protected health
information it receives from the Plan for
benefit programs that do not provide health
benefits, to make any employment-related
decisions, or for any other purpose other
than as required by law or permitted by the
Plan.

Additional Uses and Disclosures Allowed
by Law

Federal law on health record privacy also
allows covered health care entities,
including our Plan, to use and disclose
protected health information without
obtaining written authorization in the
following circumstances:

e As authorized by and to the extent
necessary to comply with workers’
compensation or similar laws;

e For judicial and administrative proceedings,
such as lawsuits or other disputes in
response to a court order or subpoena; and

e For public health activities, such as
preventing or controlling disease and
reporting reactions to medications.*

No Other Uses or Disclosures without Your
Authorization

Other than the uses and disclosures described
in this Notice, the Plan may not disclose your
protected health information or make any other
use of it without your written authorization. You
may revoke any such authorization in writing
except to the extent that the Plan has already
taken action in reliance on your authorization.

You May Access Your Protected Health
Information Maintained by the Plan

You may inspect and copy your protected
health information that is maintained by a
Vendor (or by the Plan Administrator) on behalf
of the Plan, as described in this Notice. This
right of access does not apply to certain narrow
types of information, such as psychotherapy
notes and certain information that may be used
in a civil, criminal or administrative action or
proceeding. Of course, it also does not apply to
information that is not part of the records
maintained by or on behalf of the Plan.

NOTE: The rights described in this section and
the following sections generally will be
exercised by contacting a Vendor because
most of the PHI maintained by the Plan is
maintained by Vendors. However, in some
cases, Glatfelter maintains some PHI on behalf
of the Plan. To the extent that you are trying to
exercise a right that involves protected health
information maintained by Glatfelter, the
references in the following sections to “Vendor”
should also be treated as a reference to
Glatfelter, as the Plan Administrator.

Generally, your information will be provided to
you in a form regularly maintained by the
Vendor. If you consent, the Vendor may provide
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a summary or explanation of your
information that it holds instead of providing
you access to the information.

Requesting Access

You must make your request for access to
your information in writing to the Vendor.

The Vendor will respond to your request
within 30 days after its receipt if the
information is maintained or accessible on-
site or 60 days after receipt if the
information is not maintained or accessible
on-site. If additional time is needed, you will
be notified in writing to explain the delay
and to give you the date by which your
response will be sent. In any event, the
Vendor will act on your request within 60
days after its receipt if the information is
available on-site or 90 days after receipt if
the information is not available on-site. You
will receive written notification of the
Vendor’s decision.

Denial of Request for Access

The Vendor may deny your request for
access to your protected health information
only under certain limited circumstances.? In
the event of a denial, the Vendor will
provide access to any part of the requested
material that would not cause these
problems.

Requesting Review of Access Denial

In most situations, you are entitled to
request review of an access denial.? In
these instances, a health care professional
that the Vendor has chosen may review
your protected health information. This
person will not have been involved in the
original decision to deny your request.

If your request for access to your
information is denied and you will be able to
request review of the denial, you may
request review by writing to the Vendor.
You will receive written notification of the
decision on review within a reasonable time
after you submit your request for review.

Copying Fees

You may be charged a reasonable fee to cover
costs related to copying your information,
preparation of an explanation or summary of
the protected health information, and postage.
You will be informed of any charges in advance
and generally have the right to inspect
documents at designated locations at no cost,
so these charges will apply only if you request
copies or summaries.

Amendment of Your Protected Health
Information

Requesting Amendment

You may request to have your protected health
information amended, as described in this
Notice, for as long as it is maintained by the
Plan or on behalf of the Plan. This type of
request must be made in writing to the Vendor.
You also must provide a reason to support the
requested amendment.

The Vendor will respond to your request within
60 days after its receipt. If additional time is
needed, you will be notified in writing to explain
the delay and to give you the date by which
your response will be sent. In any event, the
Vendor will act on your request within 90 days
after its receipt.

Grant of Request for Amendment

If your request for amendment of your protected
health information is granted, the Vendor will
make the appropriate amendment by identifying
the records that are affected by the amendment
and appending (or otherwise linking) the
amendment to the original record. The Vendor
will notify you that the amendment has been
made and request your permission to notify
others of the amendment. These other
individuals may include those you have
identified to receive the amendment as well as
individuals the Vendor knows have the original
protected health information and may have
relied, or could foreseeably rely, on that
information to your detriment.

If the Vendor is informed of an amendment to
your protected health information, it will revise
its records accordingly.

Denial of Request for Amendment
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Your request for amendment may be denied

if:

e The Plan (or its Vendors) did not create
the information;

¢ The information is not part of the
records maintained by the Vendor on
behalf of the Plan;

¢ The information would not be available
for your inspection (for one of the
reasons described above); or

e The Vendor determines that the
information is accurate and complete
without the amendment.

If your request for changes in your protected
health information is denied, you will be
notified in writing with the reason for the
denial. You also will be informed of your
right to submit a written statement
disagreeing with the denial that is a
reasonable length. A rebuttal statement to
your statement of disagreement may be
prepared by the Vendor. You will be
provided a copy of any such rebuttal
statement.

Your statement of disagreement and any
corresponding rebuttal statement will be
included with any subsequent disclosures of
applicable information. If you do not file a
statement of disagreement, the Vendor
must submit your request for amendment
(or a summary of such request) with any
disclosure of the applicable information.

Accountings of Disclosures of Your
Protected Health Information

If the Plan or its Vendors disclose your
protected health information to anyone
besides you for reasons that you have not
authorized (other than disclosures for
“payment, treatment, and health care
operations” purposes described above), you
will be able to receive information about
such disclosures upon request, as
described in this Notice. This information is
called an “accounting.”

A few minor exceptions apply. By law, no
accountings are required for disclosures to

persons involved in your care, for national
security or intelligence purposes, for
disclosures to correctional institutions or law
enforcement officials, or for disclosures that are
part of a limited data set that contains no more
information than: (i) your age or date of
admission, discharge or death and (ii) your city,
state, county, precinct or zip code. Additionally,
the Vendor may temporarily suspend the right
to receive an accounting of disclosures made to
a health oversight agency or law enforcement
official.

Requesting an Accounting

You must make your request for an accounting
of disclosures of your protected health
information in writing to the relevant Vendor.
Your request must specify a time period, which
may not be longer than six years. (Remember,
though, that information is available only for
disclosures made on or after April 14, 2003.)
The Vendor will respond to your request within
60 days after its receipt. If additional time is
needed, you will be notified in writing to explain
the delay and to give you the date by which
your response will be sent. In any event, the
Vendor will act on your request within 90 days
after its receipt.

For each disclosure, you will receive:
e the date of the disclosure;

e the name of the receiving entity and
address, if known;

e a brief description of the protected health
information disclosed; and

e a brief statement of the purpose of the
disclosure or a written copy of the request
for the information, if any.

Accounting Fee

In any given 12-month period, you may receive
one accounting of the disclosures of your
protected health information at no charge. Any
additional request for an accounting during that
period will be subject to a reasonable fee to
cover the Vendor’s costs in preparing the
accounting.
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You May Request Restrictions

You may request restrictions on certain
uses and disclosures of your protected
health information to carry out treatment,
payment or health care operations functions
as described in this Notice. For example,
ordinarily if your spouse were to contact a
Vendor to request information regarding
your health care claims, the Vendor would
disclose that information without requesting
your authorization (if the disclosure seemed
reasonable under the circumstances). If you
do not want a Vendor to disclose your
health information to a family member, you
should contact the appropriate Vendor (or
the Plan) to request a restriction on such
disclosures. If the Vendor or the Plan
agrees to the restrictions you request, it will
abide by the terms of those restrictions.
However, under the law, the Plan is not
required to accept any restriction. If the Plan
or a Vendor determines that a requested
restriction will interfere with the efficient
administration of the Plan or is otherwise
inappropriate, it may decline the restriction.

If a Vendor agrees to a restriction, your
information will not be used or disclosed in
the way you specified unless it is needed
to provide emergency treatment. If your
information is disclosed due to an
emergency, the Vendor will request
assurances from the service provider that
it will not further disclose your restricted
information.

You may make your requests to restrict the
use and disclosure of your protected health
information in writing to the Vendor. Your
request must state the specific restriction
requested and to whom you want the
restriction to apply.

If a Vendor earlier agreed to a restriction,
you may also have that restriction removed.
Requests to remove a restriction should be
sent to the appropriate Vendor. Your
request for removal of a restriction must
state the specific restriction to be removed.
If you orally inform the Vendor of your
desire to remove the restriction, the Vendor

may terminate the restriction if it documents
your request.

Additionally, a Vendor may remove a restriction
without your consent on a going-forward basis,
which means that previously restricted
information would remain restricted but new
information would not be subject to the
restriction.

You May Request Confidential
Communications

In certain circumstances, you may ask to
receive confidential communications of
protected health information by other means or
at different locations. For example, if receiving
communications at a particular location could
put you in danger, you may request that the
Vendor contact you only at your work telephone
number or address. Reasonable requests that
clearly state, in writing, that the disclosure of
all or part of your protected health information
could endanger you will be honored by the
Vendor. The Plan reserves the right to reject a
request that would impose too much of an
administrative burden or financial risk on the
Plan.

Copy of Notice

If this Notice is provided to you in electronic
form, you may obtain a paper copy of this
Notice of Privacy Practices upon request to:

P.H. Glatfelter Company

Attn: Corporate Benefits Department
96 S. George St.

York, PA 17401

Complaints

If you believe the Plan or one of its Vendors has
violated your privacy rights, you may file a
complaint with the Plan or with the Secretary of
Health and Human Services. For contact
information regarding filing a complaint, please
contact the Glatfelter Benefits Service Center at
888-60-PAPER (888-607-2737). Complaints to
the Plan should be filed in writing.

You will not be penalized in any way for filing
such a complaint.
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Additional Information

For further information regarding the issues
covered by this Notice of Privacy Practices,
please contact:

P.H. Glatfelter Company

Attn: Corporate Benefits Department
96 S. George St.

York, PA 17401
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Notes:

1 Several other uses and disclosures are allowed by law but are unlikely to affect the Plan, including: to
government agencies for victims of abuse, neglect or domestic violence; for health oversight activities (audits,
investigations, inspections, licensure, etc.); for law enforcement purposes (responding to a court order or
subpoena, identifying a suspect or a missing person, providing information about a crime victim or criminal
conduct, etc.); to coroners and medical examiners for identification of or to determine a cause of death of
deceased persons or as otherwise authorized by law; to funeral directors as necessary to carry out their duties;
to an organ procurement organization or entity for organ, eye or tissue donation purposes; for certain research
purposes, or to avert a serious threat to health or safety of a person or the public; and under specialized
government functions that warrant the use and disclosure of protected health information (these government
functions may include military and veterans’ activities, national security and intelligence activities, and protective
services for the President and others). Information also may be disclosed to correctional institutions and other
law enforcement officials with lawful custody of an inmate or other person.

2 Your request may be denied if: a licensed health care professional determines that your request is reasonably
likely to endanger your or anyone else’s life or physical safety; the information you request refers to another
person, and a licensed health care professional determines that the access requested is reasonably likely to
cause substantial harm to that person; or the request is made by your personal representative and a licensed
health care professional determines that providing access to your representative is reasonably likely to cause
substantial harm to you or to another person.

3 In the following limited cases, your request for access to your protected health information may be denied
without giving you an opportunity to request review of that decision: the information you seek to access is
excepted from the right to access as described above; the information you seek was created or obtained in the
course of ongoing research; you are an inmate at a correctional institution and obtaining a copy of the
information would risk the health, safety, security, custody or rehabilitation of you or of other inmates (a Vendor
or the Plan Administrator will not provide your information if it would threaten the safety of any officer, employee
or other person at the correctional institution who is responsible for transporting you); the information you seek to
access is contained in records protected by the Federal Privacy Act and the denial satisfies the requirements of
that law; or the information you seek to access is obtained from someone other than a health care provider under
a promise of confidentiality and your access request would be reasonably likely to reveal the source of the
information.

4 If the Department of Health and Human Services requests any of your restricted health information during an
investigation of the Plan, the Plan must disclose the information even though it is restricted. Additionally, if the
disclosure is of the type for which your authorization is not required and you would not otherwise be given an
opportunity to object to the disclosure, the Plan may disclose the restricted information.
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