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Overview

GlatfelteFamily Medical Center PfanUnionHourlyEmployee®f 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.

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 doounmes tameahie@ar sappkyery O
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.
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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 fcafeteria plan,”
because 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 specific
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-
t ax d oBeforetaxso. i 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 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 eligibility,
your effective date of coverage will be the
31st day following your date of hire. If you
do not enroll within 30 days of your eligibility,
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
section).

Eligible dependents of the Plan include:

e your legal spouse (unless legally
separated);

e your unmarried child, if your child meets
all of the following criteria:

¢ is 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; and

¢ is under age 19, or age 25 if a full-
time student, or if totally dependent
upon you for support and lives with
you, and is not employed full-time.

e another person entitled to coverage
because of a
child support

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 19 (or
age 25 if a full-time student, or if totally
dependent upon you for support and lives
with you, and is not employed full-time).

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.

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
Company6s
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
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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
Aino coverage. 0

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
section).

ANNUAL OPEN ENROLNWE

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
enroliment.

SPECIAL ENROLLMENDCHANGHEN
STATUS

You have the right to enroll in the Plan
and/or make changes to your Plan elections
outside of open enrollment 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 other coverage is no longer available
because you or your dependent have
reached a lifetime limit for all benefits;

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
changes you may be eligible to make. You
have 30 days from the date of the
gualified life event to make changes, or
you must wait until the next open enroliment
period to make changes to your benefits.

HOW TO ENROLL IN RBENEFITS

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
Benefits

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, 9 a.m. to
5 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 Employer'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 questiorebout how your health and welfare p Glatfelter Benefits Servicee€ent
work, eligibility for benefits, qualified life event changg 88860PAPER (8&@072737)
To schedule an appointmenthe Glatfelter Family Me( Glatfelter Family Medical Center
Center 7407756119
SuperMed RlNetwork

To find e&SuperMed Plus Netwamtovider wwwsupermednetworgom

8066019208
To inquire about a claim or benefits coverage LBA Health Plans, Inc.

80067939403




Medical

PLANHIGHLIGHTS

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

e 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 the SuperMed Plus Network for
services. For transplant services, you
will be referred to a provider in the
United Resource Network (URN).

¢ 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
SuperMed Plus providers are covered
100 percent by the Plan.

¢ 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 Processor is LBA Health
Plans, Inc.

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
SuperMed 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 inthe Pl an 6 s
designated networks (such as SuperMed
and URN) have agreed to provide services at

set fees, referredtoas t he Aal |l owabl

a mo u mBecausde 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 the reasonable and customary
amount, referred to as R&C.

R&C is the charge for a particular service or
procedure that is customarily charged by
doctors in the community in which the
service or procedure is performed. The R&C
amount is determined by the Claim
Processor in accordance with generally
accepted principles and applied on a uniform
and consistent basis.

You are responsible for any non-covered
expenses and amounts that are over the R&C.

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.

e



HOW TO FINBUPERMED PLUS
NETWORK PROVIDERS

There are several ways to find SuperMed
Plus Network providers.

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

Call SuperMed Plus at 800-601-9208.

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

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

It is recommended that you call your

providero6és office prior to services being
performed to verify that the provider

belongs to the SuperMed 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 Processor. A non-network
provider may be authorized to perform the
service at the in-network benefit level based
on reasonable and customary.

Examples of services that may be approved
for in-network benefit level include:

e atreatment or service that is not
available within the 50-mile radius of
your home;

e an emergency admission while traveling
more than 50 miles from your home;

e services for anesthesiology, radiology,
pathology, consultation visits and
assistant surgeons when the services
are rendered at a network facility; or

e other services, if approved by case
management.


http://www.supermednetwork.com/

FAMILY MEDICAL CERTFLANSUMMARY 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. In-network benefits are paid by the Plan based on the set fees (allowable
amount). Most out-of-network benefits are paid by the Plan based on the R&C amount (unless
specified otherwise). Out-of-network providers may balance bill you for amounts over what the
Plan pays.

Outof-Network

SuperMedPlusNetwork

Annual Deductible
Effective January 1, 2008 $200 Individual / $375 Fa $375 Individual / $750 Famil

Effectie January 1, 2009 $250 Individual / $500 Fal  $500 Individual / $1,000 Fam
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 SuperMed Plus providers. Unless otherwise specified in this chart, you must satisfy the deductible for all
other services. In-network and out-of-network amounts will offset each other.

Annual Oubf-Pocket Maximum $1,500ndividual $2,000ndividual

$3,000ramily $4,000ramily
In-network and out-of-network amounts will offset each other. Deductible, co-pays, outpatient mental health, 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.

Lifetime Maximum | Unlinited

Family

Covered Physician Services . SuperMedlus Outof-Network
Medical Center
Network

Diagnostic Servicdsmdiology, laboratory and 0% 20% aftahe deductiblf 30%R&Cafter the
medical tesisperformed and/or billed outside the deductible
pri mary pRhysicianbs of
Physician Office Visits $5 cepay Primar]  $15 cepay Primary | 30%R&Cafterthe

$3 copay Specialist deductible
Preventive Care Servide®ll adult exaray, lab 0% 0% 30%R&Cafterthe
and immunizations; screening mammograngs; rol deductible
pap, GYN exam, colonoscopy, sigmoidoscopy, h
test and PSA test; whlld examssray, lab and
immunizations)

Gynecological exam and pap smear each limited to one per year. For those ages 40 and older: screening mammogram
limited to one per year, colonoscopy limited to one per 10 years, and sigmoidosocopy limited to one per five years.

Covered Facility and Professional Services SuperMe@lusNetwork Outof-Network

Acute Care Hospital Ro@and Board 20% after the deductible| 30%R&Cafter the deductib

and Associated Services
Preauthorization required

Allergy Services 20% after the deductiblg 30%R&Cafter the deductib
Blood and Administration 20% after the deductibleg 30%R&Cafterthe deductible
Diabetic Supplies and Education 20% after the deductiblg 30%R&Cafter the deductib




Covered Facility and Professional Services

Durable Medical EquipmerfP&sthetic Device
(induding orthotjcs
Preauthorization recommended for costs above $300.

SuperMedPlusNetwork
20% after the deductible

Outof-Network
30%R&Cafter the deductib

Wigs covered when medically necessary, maximum one per lifetime.

Emergency Services
Emergency care

Noremergency care
Co-pay waived if admitted.

$100 cepay
20%

$100 cqpay
30%R&C

Home Health Care Services |

Preauthorization required.

20% after the deductibl¢

30%R&Cafter the deductib

Hospice Car@npatient and outpatient) |

Preauthorization required for inpatient care.

20% after the deductible|

30%R&Cafter he deductible

Infusion/IV Therapy |

Preauthorization required

20% after the deductible|

30%R&Cafter the deductib

Maternity Care

20% after the deductible

30%R&Cafter the deductib

Medical Transpoftonemergencgmbulance and
emergencyir or ground ambulance)

20% after the deductible

20% allowable amount
after the deductible

Mental Health & Substance Abuse
Inpatient mental health
Outpatient mental health
Inpatient detox and rehabititatio
Outpatient rehabilitation

20% after the deductible
$D copay

20% after the deductible
$D copay

30%R&Cafter the deductib
30%R&Cafter the deductib
30%R&Cafter the deductib
30%R&Cafter the deductib

Preauthorization required for inpatient service. Two days of psychiatric day care/partial confinement equal one inpatient
stay. Outpatient mental health and outpatient alcohol and substance abuse limited to a total of 30 visits per year combined.

Outpatient Therapy Services
Chemothapy, radiation, renal dialysis,
cardiac and pulmonary rehab
Physical, occupational, speech, chiropracti

Physical, occupational, speech and chiropractic limited to 30 visits each per year.

20% after the deductible

$D copay

30%R&Cafter the deductib

30%R&Cafter the deductib

Professional Provider Evaluation & Manager
(E&M) And Consultatiofispatientnly

20% after the deductible

30%R&Cafter the deductib

Skilled Nursing Facility 20% after the deductiblg 30%R&Cafter theleductible
Preauthorization required. Limited to 60 days per year.
Surgeryand Surgical Facilifgurgical procedure, 20% after the deductibleg 30%R&Cafter the deductib

anesthesia,astectomy and related seraicds
sterilizatigreversal of sterilization not covered)

Urgent Care

$50 cepay per visit

$50 cepay per visit

Other Servicegliagnostic hearing screesiegtive
abortionsnfertility testiagd treatmeressisted

20% after the deductible

fertilization services not coyered

30%R&Cafter the deductib

URN Network

Outof-Network

Transplant Services
Evaluation, Acquisition and Transplantation

20% after the deductible

Not Covered

Preauthorization required. Travel and lodging expenses covered up to $10,000 when use URN Network.




Prescription Drug \

fiLi field0oycpag O

Glatfelter Family Medical Center CVS Caremark
Up to 34day supply Retail Pharmacy (up to-@y supply)
Generit $5 cepay Generit $10 cepay
Preferred $10 cepay Preferred $15 cepay
Nonpreferred $15 cepay Nonpreferred $30 cepay

fiLi field0oycpag O

35day to 9a@lay supply
Generit $10 cepay
Preferred $20 cepay
Nonpreferred $30 cepay
i Li field0oycpag O

MaitOrderor CVS Pharma¢gsday to 9@ay
supply)
Generid $20 cepay
Preferred $30 cepay
Nonpreferred $60 cepay
fiLi fielo0Roycpay O

Two 3@ay fills are allowed at retail pharmacy first; then you are required to use mail order for maintenance drugs

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




HEALTH CARE MANAGHRWE

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 Processor 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 should provide medical
information on the proposed treatment

to LBA Health Plans, Inc. by calling
800-793-9403.

It is your responsibility to obtain
preauthorization. Call LBA Health Plans,
Inc. toll-free at 800-793-9403 to obtain
necessary preauthorization. Your provider
may call on your behalf; however, it is
ultimately your responsibility. Failure to
obtain preauthorization may result in a
reduction or denial of benefits.

If your request for preauthorization is an
urgent care claim, you or your provider
may request an expedited review by
advising LBA Health Plans of the urgent
medical circumstances when the request

is submitted. LBA Health Plans will respond
to you and your provider no later than

72 hours after LBA receives the
preauthorization request.

A request for preauthorization 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.

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.

Preauthorization Procedures

LBA Health Plans will notify you and your health
care provider of the authorization or denial

of the requested procedures, services and/or
supplies within 15 days after LBA receives

the request. LBA may extend the 15-day

time period one time for up to 15 days for
circumstances beyond L B A éostrol. LBA will
notify you prior to the expiration of the original
time period if an extension is needed. An
extension may be required to obtain information
needed to process your preauthorization. If this
occurs, you and your provider will be notified
with a request for the additional information.

Preauthorization of elective admissions

and selected services should be obtained at
least seven days prior to the date of service.
Maternity admissions require notification within
two business days of the date of admission.

Services Requiring Preauthorization

The following services, regardless of whether
they are performed as an inpatient or
outpatient, require preauthorization:

e elective inpatient facility admissions
including acute care hospitals, skilled
nursing facilities, hospice, rehabilitation
hospitals and mental health and substance
abuse facilities, including partial
hospitalization;

e reconstructive surgery;
e home health care visits;

e |V fusion therapy; and

10



e transplant evaluation and services
(Note: preauthorization will include
referral assistance with URN.)

Preauthorization for durable medical
equipment, orthotics and prosthetics is not
required, but is strongly recommended,
especially for estimated costs greater than or
equal to $300 per item (including rentals that
would cost greater than or equal to $300 if
purchased).

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 Claim Processor
within 48 hours or two business days of the
admission. The hospital may perform the
notification; however it is ultimately your
responsibility, or the responsibility of the
party acting on your behalf to make the
notification.

COVERED SERVICES

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

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);

¢ 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:

e 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

¢ medical and surgical dressings, casts and
splints.

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.

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;

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

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

Blood and Blood Administration

Benefits for blood and blood administration
include:

whole blood if not replaced;
e the administration of blood;
e Dblood 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
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Association and subject to the criteria
determined by the Plan. This includes:

e medically necessary visits upon the
diagnosis of diabetes; and

e Visits when a physician identifies or
diagnosis a significant change in the
patientds symptoms or
necessitates changes
management and when a new
medication or therapeutic process
relating to the
management of diabetes has been
identified as medically necessary by a
licensed physician.

pati e

Diagnostic Services

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

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

¢ 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.

Durable Medical Equipment (DME) and
Prosthetic Devices

Covered expenses of DME include:

e rental (up to purchase price) or
purchase, whichever is less costly, that
is prescribed by a physician and
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.

Benefits for prosthetic devices include:

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

e wigs when medically necessary;

condi.tions that ,

i n us%oc} égltéalltavdes%b§e8u _n% %rogtpe]xlc
devices to replace breasttissue fremoved
due to a mastectomy; and

Pt glassed, cataract lénses, tontachlghses, r
and scleral shells prescribed after cataract
or intra-ocular surgery without a lens
implant, or used for initial eye replacement
(e.g., artificial eye).

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.

FEmergency 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.
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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;

¢ physical medicine, occupational therapy
and speech therapy;

e 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 person6s over al |

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

e palliative care by a physician;

¢ medical and surgical supplies and
durable medical equipment;

e prescribed drugs (drugs and
biologicals);

e oxygen and its administration;

¢ medical social service consultations;
o dietician services;

¢ home health aide services;

e family counseling services; and

e inpatient services arranged through the
hospice provider.

Infusion/IV 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.

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;

¢ 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

¢ a Phstetricians 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
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e services to treat an injury or iliness,
including care and treatment of
medically diagnosed congenital defects
and birth abnormalities.

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.

Mental Health and Substance Abuse

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

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

e treatment of a mental illness 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:

¢ 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;

¢ Dbed, 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.
Outpatient Therapy Services

Benefits for therapy services include evaluation
and treatment of a

injury when an expectation exists that the
therapy will result in significant or measurable
i mprovement in the
functioning within a reasonable period of time
appropriate to his or her condition. Covered

covered

covered

expenses include:

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

evaluation and treatment by physical means
or modalities, such as mechanical
stimulation, heat, cold, light, air, water,
electricity, sound, massage, mobilization,
and the use of therapeutic exercises or
activities performed to relieve pain and
restore a level of function following disease,
illness, or injury;
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¢ the evaluation and treatment of a e gynecological screening exams for covered
physically disabled person by means of females; and
constructive activities designed to

promote the restoration of the covered * routine screening Papanicolaou (pap)

personds ability to sat §mseqrsafocr Yo%epeg me)fileS'

accomplish the ordinary tasks of daily Professional Provider Evaluation &

living; Management (E&M) and Consultations
 services necessary for the evaluation, Covered evaluation and management expenses

diagnosis, and treatment of certain include:

speech and language disorders as well
as services required for the diagnosis
and treatment of swallowing disorders;

o medical care services provided by a
physician or other professional provider to a

covered person who is a hospital inpatient;
e chemotherapy drugs and the and

administration of these drugs provided

in an outpatient setting. e Outpatient visits to a professional provider

for the prevention, diagnosis and treatment
e treatment of acute or chronic lung of an injury or iliness.

conditions through the use of
intermittent positive breathing (IPPB)
treatments, chest percussion, postural e initial and follow-up inpatient consultation
drainage, and pulmonary exercises; services by another physician at the request
of the attending physician; and

Covered consultation expenses include:

e treatment of acute renal failure or
chronic renal insufficiency for removal of e office consultation visits.

waste materials from the body; Skilled Nursing Facility
illed Nursing Facili

Benefits for skilled nursing facilities include
services provided when a covered person
requires inpatient skilled nursing services on a

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

liness; and daily basis and these skilled nursing services
e treatment involving movement of the are provided in accordance
spinal or other body regions that has a order.
direct therapeutic relationship to the
patientods condition, S4%Ferformed for a
musculoskeletal condition, and is Benefits for surgery include facility and
expected to restore t ipefesBichdl seRibet forpre-bperativd car®, f
function lost due to the condition. surgical procedures, and post-operative care.

Preventive Care Services Covered expenses include:

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

Benefits for preventive care services
include:

e pediatric preventive care & routine

physical examinations, immunizations e surgical services required for the treatment

of a disease or injury when performed by a

and tests; - . .
physician or other professional provider on
e adult preventive care 8 routine physical a covered person in an inpatient hospital or
examinations, immunizations and tests; outpatient setting;
e physician-recommended screening and o after a medically necessary mastectomy,
diagnostic mammograms (may be breast reconstruction for

subject to cost-sharing amounts);
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0 reconstruction of the breast on which
the mastectomy was performed;

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

O prostheses; and

¢ complications for all stages of a
mastectomy, including
lymphedemas (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 LBA or your
Human Resources department.

e surgical extractions of full or partial bony
impactions, fractures and dislocations
of the face or jaw, surgical excisions
(e.g., cysts, tori, exostosis) and lingual
frenulum repairs under certain
conditions (orthognathic surgery is
limited to conditions resulting in
significant functional impairment);

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.

¢ 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

Transplant services must be provided through the
URN network to be covered.

Covered expenses for pre-transplant evaluation
include:

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

¢ 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:

¢ 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;

¢ 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®& benefits under this coverage).

Covered expenses for post-transplant services
include post-surgical care.
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When a transplant is performed at a United
Resource Network (URN) transplant
network facility designated for that
transplant type, certain benefits are
provided for travel, lodging, and meal
expenses for the covered person and

one support companion, or two support
companions if the covered person is an
eligible dependent child.

Centers of Excellence Program

The URN Centers of Excellence Transplant
Program uses medical facilities that have
met criteria for quality care in organ

¢ hearing screenings for diagnostic purposes;

e 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:

0 surgery for medical conditions,
symptomatic conditions and trauma,

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

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

transplantation. URN i's the nati onos pdffrAed;i N9

transplant network with approximately 60
medical centers across the United States.

Through regular recredentialing, URN
determines whether each network hospital
maintains the high-quality standards
evidenced at the initial selection, including
the performance and outcomes of transplant
services and the transplant team
composition. Transplant volumes and
outcomes are regularly monitored by the
URN Quality Credentialing Committee to
assure continued compliance with strict
established credentialing criteria.

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 the
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;

e elective abortions;

¢ infertility testing to diagnose the causes of
infertility, and some treatment of infertility,
excluding assisted fertilization (see the
AExclusions and Limitatio
specifics);

e 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;

e 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

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

EXCLUSIONS AND LIMIIONS

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

e non medically necessary services;
e experimental or investigational services;

e iliness or injury which occurs in the course
of employment if benefits or compensation
are available or required, in whole or in part,
under a workersd compensa
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and/or any federal, state or local

government 6s worker so

law or occupational disease law,
including, but not limited to, the United

States Longshoremanés

care of conditions that federal, state or local
C lavmrpggiresst@ e treatad in a public facility;

court ordered services when not medically
a MEGessay arn(yo(g l?ot a covered benefit;

Wor ker s6 Compasnsat i on eAservices rendered while in custody of, or

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
applicabl e workersbd
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,;

services related to military disability
received by veterans and active military
personnel at facilities operated by the
Department of Veterans Affairs or by the
Department of Defense if the recipient is
not required by law to pay for those
services;

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);

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
C 0 Mbgiltirg,aublgsPpByment 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 persond s i mme d i

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 of medical coverage;

services received in a country with o
which United States law prohibits
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, umbilical cord, 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, o
or respite care not related to hospice

services;

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
operating physician, the assistant to the
operating physician or the attending
physician;

cosmetic procedures or services related

to improving the appearance of any o
portion of the body, 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.g., drugs under
investigation; patient travel expenses; data
collection and analysis services), except for
costs directly associated with medical care
and complications, related to an LBA Health
Plans 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
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;

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
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;

treatment of temporomandibular joint
syndrome (TMJ) by any and all means
including, but not limited to, surgery, intra-
oral devices, splints, physical medicine, and
other therapeutic devices and interventions;

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;

donor services related to assisted
fertilization:;

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;

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,
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insertion, implantation and removal of to control diabetes or surgical treatment of
such devices (Note: this exclusion morbid obesity;

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 to treat the e inpatient stays to bring about non-surgical
non-contraceptive condition besides the weight reduction;

contraceptive drug);

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

e private duty nursing services;
routine foot care, including, but not . _
limited to, hygiene and preventive * Dbiofeedback;
maintenance (e.g., cleaning and soaking e acupuncture;
of feet, use of skin creams to maintain
skin tone), trimming of nails (except
surgery for ingrown nails), treatment of

e autopsies or any other services rendered
after a covered person6 demise;

corns, Ca”USES, keratoses, treatment of e non-neonatal CircumcisionS, unless

bunions (except capsular or bone medically necessary;

surgery) and treatment and debridement _ o

of mycotic nails not resulting in * membership dues, subscription fees,

functional impairment, unless otherwise charges for service policies, insurance

mandated by law; premiums and other payments analogous to
premiums which entitle enrollees to

non-custom-fabricated or over-the- services, repairs, or replacement of devices,

counter supportive devices of the feet, equipment or parts without charge or at a

unless an integral part of a leg brace or reduced charge;

otherwise mandated by law; _ _
e services related to or rendered in

treatment, medicines, devices, or drugs connection with a non-covered service,
in connection with sexual dysfunction, including, but not limited to, anesthesia,
both male and female, not related to diagnostic services, etc.;

organic disease or injury;
g iy e claims submitted more than one yearafter

treatment or procedures leading to or in the date of service; and
connection with transsexual surgery _
except for sickness or injury resulting e any other service or treatment except as
from such surgery; provided for in the Plan.
prescription and over-the-counter drugs PATIENTS TO EVALUKHERE
dispensed by a pharmacy or provider for
outpatient use, whether or not billed by The Company assumes no responsibility for the
a facility provider, except for allergy medical care reimbursed by the Plan which is
Serums; provided by any practitioner. Each patient

o should evaluate the quality of care and act
prescription and over-the-counter drugs accordingly. No Plan provision expressed in this
dispensed by a home health care SPD or the Plan documents should be
agency provider, with the exception of interpreted to restrict the access to or delivery
intravenous drugs administered under a of medically necessary services. A pati ent 0s
treatment plan approved by LBA Health decision to forego such care should not be
Plans; based on his or her interpretation of the SPD or
treatment of obesity and/or morbid the Plan documents.

obesity, except for treatment of obesity
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RETIREE MEDICAL CRXE&E
What Happens When You Retire

You and your eligible dependents may
receive extended medical benefits when
you reach retirement eligibility. You will be
required to contribute a portion of the cost of
coverage. The Company may share in the
per-participant cost of coverage depending
on your years of service.

If you are eligible for coverage, you will be
notified of your options and costs when you
leave the Company. Contact Human
Resources for age and service
requirements for retiree medical eligibility.

Although Glatfelter currently provides post-
retirement benefits as described in this
SPD, t he Companyos
reserves the right to change or eliminate
these benefits, or modify the contribution
requirement at any time. The benefits
provided upon retirement will be based on
the terms of the Plan at that time, and as
they may thereafter be amended.

Boar

Medical benefits for you will continue until
the earliest of:

e the first of the month preceding your 65"
birthday (which is when you become
eligible for age-65 Medicare); or

¢ the last day of any month that you make
a contribution, if you fail to make
subsequent contributions in a timely
manner.

Medical benefits for a spouse (to whom you
were married on your retirement date) will
continue until the earlier of:

¢ the first of the month preceding his/her
65" birthday (which is when he/she
becomes eligible for age-65 Medicare);
or

e the last day of any month that you make
a contribution, if you fail to make
subsequent contributions in a timely
manner.

Medical coverage for a dependent child will
continue until the earlier of:

¢ the date on which the child attains the
limiting age for coverage, marries or
otherwise ceases to meet the definition of a
dependent under the Plan; or

e the last day of any month that you make a
contribution, if you fail to make subsequent
contributions in a timely manner.

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 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.

u
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HOW TO FILA&MEDICACLAIM

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.

|| I

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 member ID or 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 within one
year from the date the services are rendered.
Send your claim to the address on the back of
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your medical ID card. Before submitting the
claim, check to ensure that you are not
duplicating a claim already submitted by
your provider.

Claim Processor for Medical

LBA Health Plans, Inc.
PO Box 981801

El Paso, TX 79998-1801
Phone: 800-793-9403

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
(DAW) on the prescription in order to avoid th
cost.

Lifestyle Drugs

Drugs in this category include, but are not
limited to, fertility drugs. You and your

ADi spel
is

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

pharmacies, suchas Wa | g r easdWalmsart,
as well as many independent chains. When you

use the retail service, you receive up to a 30-
day supply and typically pay a percentage of
the total cost. For generic and preferred
prescriptions filled at the Family Medical Cent
Pharmacy, you will pay a flat dollar co-pay.

Maintenance Medications

You have three options when purchasing
maintenance drugs, such as those used on a

er

regular basis, usually over a long period of time.

You may use the Glatfelter Family Medical
Center Pharmacy, the CVS Caremark mail-

order service or any CVS Pharmacy. Examples
of maintenance medications include, but are not

limited to, drugs used to treat high blood
pressure, high cholesterol or diabetes. You

must use the Family Medical Center Pharmacy,
CVS Caremark mail-order service, or any CVS

Pharmacy for up to 90-day supplies of
maintenance prescriptions. However, you will
be allowed up to two 30-day supplies through
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retail pharmacy before you are required to
transition to the Family Medical Center
Pharmacy, mail-order service, or CVS
Pharmacy. Mail-order prescriptions are
mailed to your home, or any address
requested, postage paid.

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 may
have your prescriptions filled at the Family
Medical Center Pharmacy or through the
CVS Caremark Specialty Drug Pharmacy
delivered via mail. You may experience
greater savings by filling your Specialty
prescription through the Family Medical
Center Pharmacy . For more information,
contact CVS 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.

Step Therapy Program

The Prescription Drug Plan utilizes a two-
step therapy program designed to
encourage the use of first-step medications
that are medically proven and cost-effective
for specific conditions. The program applies
to first-time prescriptions or prescriptions
that have not been filled within the prior 120
days for specific types of medications,
including those for high blood pressure, acid

reflux, asthma, depression, pain and
inflammation. Many step-one drugs are generic
medications which meet the same strict
standards as the brand name equivalents.

If after trying a step-one medication your doctor
feels that it does not work for you, you will then
be able to receive coverage for the step-two
medication at the normal benefit level.

To obtain a list of step therapy drugs, call CVS
Caremark at 888-202-1654.

How the Step Therapy Program Works

The incoming prescription that is part of this
program must meet the above requirements in
order to be eligible for coverage and/or must
have been used by the plan participant within
the prior 120 days in order to receive the
current prescribed drug. If the requirements are
not met and/or appeal is not approved, the
prescribed therapy is not considered. However,
if the prescribed therapy does meet the
requirements of the step therapy protocol it will
process under the plan benefit with applicable
copay.

Be sure to give your doctor a copy of the
preferred list and ask that generic drugs or
preferred brand drugs be prescribed when
possible.

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 drugsormedi ci ne | abeil ed:
limited by federal law to investigational useq

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);
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e any charge for the administration of a ¢ the date you cease to meet the eligibility

covered prescription drug; requirements of the Plan;

e any drug or medicine that is consumed ¢ the date your employment terminates, as
or administered at the place where it is defined by the personnel policies;
dispensed; ¢ the date you become a full-time, active

e adrug or medicine that is to be taken by member of the armed forces of any country;
the covered person, in whole or in part, or

while hospital confined, including being
confined in any institution that has a
facility for dispensing drugs;

¢ the date you cease to make any required
contributions.

e prescription drugs which may be For Dependents
properly received without charge under e the date employee coverage ends;

local, state or federal programs; and
prog ¢ the date the dependent no longer meets the

¢ non-legend drugs, other than as eligibility requirements;
specifically listed herein.
peciiically i ! ¢ the date the employee stops making

HOW TO FIL&PRESCRIPTIGNAM required contributions;

¢ the date your dependent becomes a full-
time, active member of the armed forces of
any country; or

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 e the date the Plan eliminates dependent
processed at time of purchase. If you coverage.

purchase a retail prescription without your

drug card or from a non-participating Please note: It is your responsibility to notify Human
pharmacy, you will need to file a paper Resources when your dependent is no longer
claim for reimbursement. Contact CVS eligible for coverage. Failure to do so will result in
Caremark at 888-202-1654 or log on to repayment or denial of incurred claims.
www.caremark.com for a copy of the claim

form, as well as instructions on filing a PLAN INFORMATION

claim. You must submit a completed claim
form within one year from the date the
services are rendered or the claim will be

The Family Medical Center Plan is part of the
Glatfelter Health and Welfare Benefits Plan.

denied. Glatfelter _ha_ls the primary responsibility as the
Plan Administrator to generally carry out the
TERMINATIOBFCOVERAGE duties involving EF\_’ISA compliance and related
correspondence with Plan members and
Subject to any continuation coverage government agencies.

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 earliest of the following
dates:

The Family Medical Center Plan is funded by

employee and Company contributions. Plan
benefits are paid from the
assets and are not insured by any insurance

carrier. The Company pays third party

administrators to process claims. Final

For Employees 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

e the date the Plan is terminated and no
other group health plan is offered;
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Plan details. These are contained in the
formal Plan documents which legally govern
the Plan.

Claim Administrator for Prescription
Drug

CVS CaremarkPO Box 52196
Phoenix, AZ 85072-2196

Administrative

YOUR RIGHTS UNOHRSA

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"):

e 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.

¢ 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
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.
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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 questions 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.

Notification will be provided typically within the
following timeframes, depending on the type of
claim being denied.

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

Within 72 hours. If notice
given orally, a written not
will follow within text 3
days.

Within sufficient time to
appeal.

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

Preservice Claim

Urgent Care Claim

Concurrent Care Claim

Postservice 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.

27



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

Appealing a Denied Claim
Level 1 Appeal

If you disagree with the reasons for a claim
denial, you may appeal the decision within 180
days after receiving written notice of the denial.
You will have the right to review relevant
documents free of charge, and may submit
issues and comments in writing. 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.

You may request an expedited review of

a denied urgent care health claim orally

(by contacting LBA Health Plans toll-free at
800-793-9403) or in writing and all necessary
information, including the Plan's determination

Pl ands review procedur easnrexienwlwiltbée traesmitted between the Plan

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;

¢ within five days for a pre-service claim;
or

e 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.

and the claimant by telephone, facsimile or
other available similarly expeditious method.

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

LBA Health Plans, Inc.
PO Box 981801
El Paso, TX 79998-1801

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:
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Preservice | Within 30 days of receiving
Claim member 6s app

Within 72 hours of receivin
the member 6s
decision provided orally, a
written nat@ will follow withi
the next 3 days)

Postservice | Within 60 days of receiving
Claim member 6s app

Urgent Care
Claim

If you disagree with the reasons for the
denial of an appealed claim, you have the
right to request without charge, copies of
any document, record or other information
submitted, considered, generated or used in
making the decision.

Optional Level 2 Appeal

If you are not satisfied with the first level

review, you may request an optional and
final review within 60 days after receiving
written notice of the denial.

Appeals must be written and should be
addressed to:

LBA Health Plans, Inc.
PO Box 981801
El Paso, TX 79998-1801

Your final appeal letter must include the
reasons for the appeal and copies of any
documents or records that support your
appeal.

Upon receipt of the final appeal, LBA Health
Plans will direct your appeal to a third party
reviewer, MCMC, which is comprised of a
panel of professional providers that were
not consulted in connection with the original
denial who will make a full and fair review of
your claim and make a final decision.
MCMC has full discretionary authority to
interpret the provisions of the Plan and
make factual determinations with respect to
benefit payments. All decisions of the Plan
administrator or MCMC are final and binding
on the parties.

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

Preservice | Within 30 dag$ receiving the
Claim me mb e‘appeal 2

Within 72 hour§receiving the
Urgent Care | me mb edappea{if @ecision

Claim provided orally, a written noti
will follow within the next 3 de

Postservice | Within 60 dags$ receiving the
Claim me mb e‘appeal 2

You will be notified if special circumstances
require more than 60 days for post-service

claims. In no case will the review process take
longer than 120 days from the date your claims

appeal was received.

This final level of review is strictly optional and

will have no effect on your rights to any other

benefits under the Plan or on your right to bring

a civil action under section 502(a) of ERISA if

you are not satisfied with the decision made at

this level.

In providing you with this optional and final Plan
review, the Plan agrees not to argue in a court
oflawthaty ou di

d

not

exhaust

claims procedures if you choose note to take
advantage of this optional level of appeal. In

addition, it will not consider any time that your

optional appeal is pending as running for
purposes of any statute of limitations or other
defenses the Plan may have based on
timeliness.

Upon written request, more information
regarding the voluntary appeal process is
available, free of charge, from the Plan
Administrator.

Claimant's Failure to Follow Procedures

You must follow the claims procedures

described above (except for the optional Level

2 Appeal, which is voluntary) to be entitled to

file any legal action for benefits under the Plan

(unless the Plan fails to follow those
procedures).
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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.

MEDICAL EXAMS

The Plan has the right to require that a
medi cal
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.

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.

Benefits 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

exam be perf or medglireménts of th® #pli¢ablealawd s

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
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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 prescribed

in each individual pl an
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
(AState Medicaid Pl an")
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 enrollment, 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
(éxgmingtilonao{ g,pergon qoyernedgunder the

lan 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
deemeg to give an%/ employee the right to be
retGihed il thd serlich of B4 Gofhiahy'ort
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.
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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 Plands own error
entity to whom it was made or from any
other appropriate party.

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.

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

CONTINUATION COVERAGOBRA
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
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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
ereated by anfederpl law, the Gonsolidated
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
about your rights and obligations under the Plan
and under federal law, you should contact the
Plan Administrator at the address provided in
this notice.

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
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