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Overview

ForChillicotheUnionHourlyEmployees

This document is the Summary Plan Description (SPD) for the Glatfelter Health and Welfare
Benefits Plan and includes summaries of the various benefits available under the Plan.

The summaries enclosed provide an overview of each Plan. They are not intended to be all-
inclusive, but rather summarize the main features of the plans. Full Plan details are contained in
the official Plan documents, insurance contracts and bargaining agreement, which govern the
operation of the plans. There is an additional summary not attached to this document entitled

ASummary Pl an Description for théeUGdné&dauflyel t er

Empl oyees in the Chillicothe, Ohi o Ogxtensiantofi on s
this SPD, and is also governed by the Plan documents, insurance contracts and bargaining
agreement. All summaries can be found on www.glatfeltercomand on GNet, t he
intranet.

The information contained in the documents 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 plans are subject to change or revision at the discretion of the Company.
What Is th&latfelteiHealth andVelfare Benefits Plan

The Glatfelter Health and Welfare Benefits Plan is a package of benefits that allows you to select
the plans that meet the needs of you and your family. Some benefits are paid in full by the
Company, some benefits are paid fully by you, and some benefits have a shared cost between
you and the Company.

When you are hired, you will receive information about enrolling in your benefits from the Human
Resources department. You may enroll when you are eligible for benefits (see Eligibility in the
Overview section). You will continue in the benefits for the calendar year, unless you have a
gualified life event change (see Special Enrollment/Changes in Coverage in the Overview
section). During the open enrollment period, typically held in the fall of each year, you may make
certain changes to your benefits, which will go into effect the following January 1.

Throughout this doounmes tmeahte@uar ssppkmyery RH. Glatfelter
Company.

The Glatfelter Health and Welfare Summary Plan Description (SPD) is not intended to be all inclusive, but rather
summarize the main features of each Plan. If there are any conflicts between the information presented in this SPD
and the legal Plan documents that govern each benefit, the legal Plan documents will govern. Glatfelter reserves the
right to change or terminate any or all benefits plans at our discretion and in accordance with collective bargaining
agreement provisions.

Fami
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Benefits Overview

TYPE OF PLAN

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

In the following summary of the available
benefits, you will note that some benefits
may be purchased with before-tax dollars,
some may be purchased with after-tax
dollars, and others are provided by the
Company at no cost to you.

fBefore-t a x 0 sto fedemltax. Generally,
if a benefit can be purchased before federal
tax is imposed, state income tax will also not
apply, but this is not always true. Local taxes
may also apply in some areas.

MEDICAL

The Company offers a preferred provider
organization (PPO) medical plan that offers
choice and flexibility. The Medical Plan
includes prescription drug coverage with
both retail and mail-order services. You will
share in the cost of Medical Plan coverage
with before-tax dollars.

OPT OUT

The Company offers an opt out incentive in
the amount of $1,200 per year if you enroll
i n your neegaolyplaneaidddo not
enr ol | i n
plans. You must provide proof of other
coverage. By selectingthei Opt Ou't
| ncent i v eut@amaticalyrecane |l |
$1,200 annually (taxed and pro-rated per
paycheck). If your spouse loses coverage,
this is considered a qualified life event, and
you will have 30 days from the event to
enroll you and your family in one of

Gl atfelteros

Gl atfelterds plans.
payments will cease at that time.

Glatfelter employees married to other
Glatfelter employees are ineligible to receive
the opt out incentive payment.

DENTAL

You have two dental options: Schedule
Dental and UCR Dental (also known as,
Coinsurance-MPA). Both options offer
coverage for preventive, basic and major
services. UCR Dental also provides
orthodontia coverage. If you elect this
benefit, you may share in the cost of
coverage with before-tax dollars.

VISION

The Vision Plan provides coverage for eye
exams, lenses/frames and contact lenses. If
elected, you pay the cost before tax. If you
do not enroll in the full vision plan, you may
still receive discounts on glasses and
contacts through the vision discount plan.

FLEXIBLE SPENDINGCAUNTS

Flexible spending accounts (FSAs) allow
you to pay for certain unreimbursed health
care and dependent day care expenses with
tax-free money. There are two types of
FSAs: health care FSA and dependent day
care FSA. You fund FSAs with before-tax
dollars.

BASIC LIFE AND AD&D

Basic life insurance pays a benefit in the
event of your death or accidental death and
dismemberment (AD&D). The Company

Rravides ??&%’gegck"%ra@% 3ng 35‘ paua)

amount o no cost to you.

DEPENDENT LIFE

Dependent life insurance pays a benefit to
you in the event of the death of a covered
dependent. You can elect dependent life
coverage on your spouse and eligible
dependent child(ren). If elected, you pay the
cost of coverage with after-tax dollars.

Your



BUSINESS TRAVEL AGENIT

Business Travel Accident provides coverage
while you are traveling anywhere on
Company business. The Company provides
the benefit at no cost to you.

ACCIDENANDSICKNESS

Accident and Sickness coverage provides a
benefit in the event you need to miss work
due to a qualifying non-occupational
sickness or accident. The Company
provides coverage at no cost to you.

EMPLOYEE ASSISTANKEOGRAM

A confidential Employee Assistance
Program (EAP) is available to all employees
and their families to assist with emotional
and other personal problems. There is no
cost to employees for short-term EAP care.

Eligibility

MEDICAL, DENTAMISIONFLEXIBLE
SPENDING ACCOUNTS

If you are a regular full-time hourly employee
scheduled to work a minimum of 40 hours
per week, you and your dependents are
eligible to enroll in the Medical, Dental,
Vision and FSA plans, or if you waive
medical coverage, to receive an opt out
incentive. Temporary, seasonal and part-
time employees are not eligible for benefits
or to receive the opt out incentive. You are
also not eligible for the opt out incentive if
you are married to another Glatfelter
employee.

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).

FEligible Dependents

Eligible dependents for the medical, dental
and vision plans 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;

¢ isunder age 19, or age 25 if a full-
time student, or if totally dependent
upon you for support and lives with
you, is not employed full-time, and
is not covered under any other
empl oyerés group insura
pre-payment health care plan.

e another person entitled to coverage
because of a divorce decHt
child support order. o

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).

A person otherwise qualifying as your
eligible dependent will not be covered
unless you have elected to pay and have
paid the required additional contributions,

if any, for dependent coverage. A child will
not be considered the qualified dependent of
more than one employee.

e You are responsible for determining if
someone qualifies as your spouse or
dependent for purposes of the Plan's
dependent eligibility rules, subject to the
Companyods final approval
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 medical,
dental and vision plans, 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
Glatfelter employees married to another
Glatfelter employee are ineligible to receive
the opt out incentive.

Special Note Regarding Dependent Day
Care FSA Eligibility

Only dependent care expenses incurred for
an eligible dependent may be reimbursed
from a dependent care FSA. Eligible
dependents include children under the age
of 13, or handicapped family members of
any age who are unable to care for
themselves. You must be able to declare the
person as a dependent on your tax return.

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

n

effect prior to your leave may be reinstated
on the date you return to active status.

BASICLIFE AD&DANDDEPENDENT
LIFE

As a regular full-time hourly employee, you
are eligible for Basic Life and AD&D on the
31st day following your date of hire. After
you have become eligible, you will be
automatically enrolled in Basic Life and
AD&D and may elect Dependent Life.

If you do not purchase Dependent Life within
30 days of your date of hire or life event, you
may be required to provide evidence of
insurability. A child will not be considered
the qualified dependent of more than one
employee. If your spouse or child is an
active Glatfelter employee covered under
the Employee Term Life Coverage, then
he/she is not eligible as your Qualified
Dependent while insured under your

n Employee Eermd.eCovgrage of the Group

Contract.

BUSINESS TRAVEL AOENT

All full-time employees are eligible for
business travel accident insurance on date
of hire. You will be automatically enrolled in
the Plan.

ACCIDENANDSICKNESS

If you are a regular full-time hourly employee
working at least 40 hours per week, you are
eligible for Accident and Sickness benefits.
You will be automatically enrolled in the Plan
on the 31st day following your date of hire.
Part-time employees are not eligible for
Accident and Sickness.

EMPLOYEE ASSISTANBOGRAM

All regular full-time employees are eligible
for the Employee Assistance Program (EAP)
on date of hire. You are automatically
enrolled in the program. Your family
members are also eligible to take advantage
of the EAP.



Coverage Levels

MEDICAIDENTALVISION

For medical and dental benefits, you

may choose from two levels of coverage:
employee only or family. For vision
benefits, you may choose from four levels
of coverage: employee only, employee plus
spouse, employee plus child(ren) or family.

Contributions

MEDICAL, DENTAMISION

If elected, you and the Company share in
the cost of medical coverage. The Company
pays the full cost of the Schedule Dental
option. If you elect the UCR Dental
(Coinsurance-MPA) option, you will help
pay a share of the cost of coverage. You
pay the full cost of vision coverage. Your
contributions for medical, dental and/or
vision will be withheld from your paycheck
on a before-tax basis.

FLEXIBE SPENDING ACCOUNTS

If elected, you contribute to an FSA through
before-tax payroll deductions.

BASIC LIFE AND AR&IEPENDENT LIFE

The Company pays the full cost of Basic Life
and AD&D. If elected, you pay the full cost
of Dependent Life through before-tax payroll
deductions.

BUSINESS TRAVEL AGENIT,
ACCIDENAND SICKNESBAP
The Company pays the full cost of Business

Travel Accident, Accident and Sickness and
the EAP.

Enrolling in Benefits

INITIAL ENROLLMENT

You must enroll yourself and your eligible
dependents in your benefits 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 enroliment
period to enroll, unless you experience a
gualified life event change (see Special
Enroliment/Change in Status).

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. Please note that you must
elect certain benefits (such as the FSAS)
during each open enrollment period in order
to continue coverage from year to year. You
may not drop your spouse in anticipation of
divorce during open enroliment.

SPECIAL ENROLLMENNDCHANGHEN
STATUS

You have the right to enroll or drop coverage
in the Medical Plan and/or other Glatfelter
Health and Welfare plans outside of open
enroliment if you experience a qualified life
event, as follows:

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



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

e gain or loss of eligibility under other
coverage;

e a significant change (at least 30%
change) in the cost of coverage or
features under the Glatfelter 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
coverage you may be eligible to add and/or
drop. You have 30 days from the date of
the qualified life event to make changes,
or you must wait until the next open
enrollment 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 all benefits
under the 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 fromthe Company 6 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

If you have specific questions about a selected benefit, contact the Claim Administrator
of the specific Plan (see below). If the Claim Administrator does not assist you, contact the
Glatfelter Benefits Service Center at 888-60-PAPER (888-607-2737).

Benefit Contact
General questiorsbout how youzdithand \elfare plans Glatfelter Benefits Service Center
work, eligibility for benefitalified éifevent changetc. 88860PAPER8886072737)

Medical

Capital BlueCross
www.capbluecross.com
8884282566

Prescription Drugs

Specialty Injectable Drugs

CVS Caremark

www.caremrk.com
888-202-1654Caremark Specialty Drug
8002372767

Dental

Delta Dental
wwwdeltadentalingom
8009320783

Vision

National Visiéw@ministratods,L.C
WWWw.enva.com
8006727723

Flexible Spending AccounESAS)

HFSBenefits
www.hfsbenefits.com
8884608005
8885104218 (tofree fax)

Life Insurance and AD&D

ThePrudentiahsurance Company of Americ
www.prudential.com
8007783827

Accident and Sickness

CIGNA Group Insurance
80036CIGNA
(8003624462)

Employee Assistance Program (EAP)

WellSpan
www.wellspaneap.org
8006732514

Business Travel Accident

AIG Life Insurance Company
8005510824



http://www.caremark.com/
http://www.e-nva.com/
http://www.wellspaneap.org/

Medical

PLANHIGHLIGHTS

e Preferred provider organization
(PPO) plan

e Provides in-network and out-of-network
benefits so you may use any provider of
your choice. However, benefits are
higher if you use an in-network provider.

e The Claim Administrator is Capital
BlueCross and the network is the
national BlueCard network.

¢ Includes prescription drug benefits
through CVS Caremark.

HOW THE PLAN WORKS

A PPO is a form of managed care that gives
you the flexibility to use any in-network or
out-of-network provider of your choice.

In-network providers i Certain doctors,
laboratories, hospitals and other providers
have agreed to accept set fees for their
services, so your out-of-pocket expenses
are typically lower. In-network providers will
also file claims for you automatically.

Out-of-network providers i You and your
covered dependents are free to visit any
health care provider you choose. When you
use out-of-network providers, you have
coverage for most services; however, some
services may not be covered. Your out-of-
pocket costs may be higher since the Plan
pays benefits based on allowable amounts*.

* Allowable Amount is the maximum payment
that will be authorized for provider services. The
Claim Administrator determines the allowable
amount based on the | ej
billed charged or the amount reflected in the
negotiated fee schedule. You are responsible for
any non-covered expenses and amounts that

are over the allowable amount.

Referrals i You do not need a referral to
see a specialist. If your primary physician
refers you or a covered dependent to an
out-of-network provider, services will be
covered at the out-of-network level. You are
responsible for ensuring services are
performed by in-network providers.

er
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PPO PLAN SUMMARYBBEINEFITS

This is a brief summary of your benefits. The first interpretation will be governed by the Plan document.

The dollar amounts and percentages listed are the amounts you pay for each service, unless noted
otherwise. All in-network and out-of-network amounts are based on the allowable amount.

In-Network Outof-Network
AnnualDedictible
Effective January 1, 2007 $200Individudl$375Family $375Individudl$750Family
Effective January 1, 2008 $200 Individual / $375 Famil $375 Individug750 Family
Effective January 1, 2009 $250 Individual / $500 Family  $500 Idividual$1,000 Family

You are required to meet the annual deductible before the Plan begins to pay most benefits. The deductible does not
apply to emergency or urgent care services or services with a co-pay, covered nutritional supplements, and home health
care visits related to childbirth. The out-of-network deductible will apply toward the in-network deductible. The deductible
will apply to the annual out-of-pocket maximum.

Annual Oubf-Pocket Maximum

Effective January 1, 2007 $1,500 Individua$3,000 per Fam $2,000 Individual /$4,000 per F
Effective January 1, 2008 $1,500 Individual / $3,000 per F $2,000 Individual /$4,000 per F
Effective January 1, 2009 $1,500 Individual / $3,000 per F $2,000 Individual /$9,@er Famil

When you reach the out-of-pocket maximum, benefits for the remainder of the year will be paid at 100 percent of the
allowable amount, unless noted. The out-of-pocket maximum does not include preauthorization penalties, co-pays,
charges exceeding the allowable amount, expenses incurred after a benefit period or benefit lifetime maximum is
exhausted, or outpatient mental health co-insurance. Out-of-network out-of-pocket expenses will apply toward the in-
network out-of-pocket maximum.

LifetimeMaximum | Unlimited

Covered Facility and Professional Services | InNetwork Outof-Network
Acute Care Hospital Room and Board 20% 30%

and Associated Services
Preauthorization required

Acute Inpatient Rehabilitation | 20% 30%
Preauthorization required

Amlulatory Surgical Facility 20% 30%
Blood and Administration 20% 30%
Diabetic Supplies and Education 20% 30%
Diagnostic Servicggdiology, laboratory and 20% 30%
medical tests)

Dialysis Treatment 20% 30%
Durable Medical Equipment & Supplies 20% 30%

Preauthorization required

Emergencynd Urgent Calgervices

Emergency caf@pay waived if admitted) $100 cpay $100 cpay
Noremergency care 20% 30%
Urgent care $50 cepay $50 cepay
Enteral Nutrition 20% 30%
Home Health Care Seesc 20% 30%
Preauthorization required
Hospice Care | 20% | 30%
Preauthorization required
Infusion/IV Therapy | 20% | 30%




Covered Facility and Professional Services | In-Network Outof-Network
Maternity Servicgmcludeslective abortions) 20% 30%
Medical fansportlemergency and remergengy 20% 20%
Mental Health & Substance Abuse
Inpatient 20% 30%
Outpatient $15copay primary 30%

$3) copay specialist

Preauthorization required for inpatient services. Mental health and substance abuse limited to 30 outpatient visits per

year, combined. (Note: two partial hospitalizations equ

al one inpatient stay.)

Newborn Care 20% 30%
Orthotic Devices 20% 30%
Outpatient Therapy Services
Physical, occupational, speech and chiropry $15primary$30 specialist 30%
Respiratorgardiac rehabilitation, radiation g 20% 30%

chemotherapy

Preauthorization required for certain services. Physical, occupational, speech and chiropractic limited to 30 visits per

year.

Preventive Care Services
Well child care
Adulphysical exam
Screening gynecological exam
Routine mammography, pap, PSA testing
Childhood immunizations

$15 primary; $30 special
$15 primary; $30 special
$15 primary
20%
0%

Well child care unlimited from birth to age 2. Well child

30%
30%
30%
30%
30%

care and adult physical exams for ages 2 and older are limited to

a $300 maximum per person per year. Screening gynecological exams, routine mammography and pap testing are

limited to one per year.

Professional Prader Evaluation & Manageme
(E&M) And Consultations

Inpatient 20% 30%
Outpatierfincluding office visits, office surgeriej $15primary$30specialist 30%
allergy services)
Prosthetic Appliances 20% 30%
Wigs limited to one per lifetime
Skilled Nursing Facility | 20% 30%
Preauthorization required. Skilled nursing facility limited to 60 days per year
Surgery
E&M $15primary$30specialist 30%
Surgical procedyireluding anesthesia, 20% 30%
mastectomy and related services, oral surgery i
sterilizatiorevesal of sterilization not covered)
Transplant Servicésvaluation, acquisition and 20% Not covered

transplantation)

Preauthorization required. Must use a Blue Quality Center for Transplant (BQCT) network facility. A per diem travel
expense is provided for pre-approved transplants up to a maximum of $10,000 per trans

lant.

Other Service@®rthodontic treatment of congenit]
cleft palates, diagnostic hetangision care for
illness or injury, infertdgyingexcluding assisted
fertilization servig@wnonroutine foot care

20%

30%




Prescription Drugs |

CVS Caremark Retail Pharmacy4®8ay maximum supply)
Note:Two 3-day fills are allowed at retail pharmad Generit $10 cepay

then required to use mail ord2ICVS Pharmdoy Preferred $15copay
maintenance drugs. Nonpreferred $30copay

MaitOrderor CVS Pharmadfaintenance Drugs (88y

maximum supply)
Generit $20 ceay
Preferred $30copay

Nonpreferred $60copay
Glafelter Family Medical Center Pharmacy Up to 3-day Supply

Generit $5 cepay

Preferred $10 copay

Nonpreferred $15copay

35-day to 9a@lay Supply
Generit $10 cepay
Preferred $20 copay

Nonpreferred $30copay

See the Preauthorization section for specifics about services needing prior approval.
Failure to follow Preauthorization requirements will result in a $300 penalty.
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HOW TO FINDENETWORKIEDICAL Guidelines, and other decision-support

PROVIDERS material. However, the SPD takes
precedence over the clinical guidelines.
1. Go online to: www.capbluecross.com. Medical technology and standards of care
2. Call Capital BlueCross customer service are constantly changing and the Claim
at 888-428-2566. Administrator reserves the right to review
and update the clinical guidelines
3. Call the Glatfelter Benefits Service periodically.
Center at 888-60-PAPER
(888-607-2737). Preauthorization
4. Contact the Human Resources Preauthorization is the process of obtaining
department for a current listing of approval from the Claim Administrator
in-network providers. before incurring expenses for certain
) covered services. Preauthorization does
It is recommended that you call your not guarantee coverage, payment of the

providero6s office priorgehifeofpfobedutetetidwed €1 N9
performed to verify that the provider

belongs to the PPO network. If preauthorization is required, show your
] ) ] ID card to your health care provider when
If there is not a provider in the network who medical services or supplies are requested.
offers a service you require, call the phone Your provider will be asked to provide
number on the back of your ID card to medical information on the proposed
contact the Claim Administrator. A non- treat ment to Capitalés Cli.
network provider may be authorized to Department by calling 800-471-2242.
perform the service at the in-network _ o _
benefit level. It is your responsibility to obtain
preaut hori zat i onlinicaCal | Capi t
HEALTH CARE MANAGEWE Management Department toll-free at
800-471-2242 to obtain necessary
Health Care Management is a process preauthorization. Your provider may call
designed to promote the delivery of cost- on your behalf; however, it is ultimately
effective medical care by assuring the your responsibility. Failure to obtain
use of appropriate procedures, setting preauthorization may result in a reduction
and resources through Case Management or denial of benefits.

and preauthorization review requirements. L
If your request for preauthorization is an

Your right to benefits for covered services urgent care claim, you or your provider may

provided under the Plan is subject to request an expedited review by advising

certain policies, guidelines and limitations, Capital of the urgent medical circumstances

including, but not limited to, the Claim when the request is submitted. Capital will

Administrator's medical policy and clinical respond to you and your provider no later

guidelines. than 72 hours after Capital

Management Department receives the

Clinical Guidelines o
preauthorization request.

The Claim Administrator uses clinical

guidelines to assist in the interpretation of

medical necessity. The clinical guidelines

include the Claim Ad mi ni s torpaxdteor 6 s
medical policy, nationally recognized

utilization review guidelines, medical
review/utilization review criteria developed

by the Claim Administrator, Medicare

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
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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, the allowable amount
may be reduced by a dollar amount or
percentage established by the Plan.

Preauthorization Procedures

Ca p i ClaicabManagement Department
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 Capital
receives the request. Capital may extend
the 15-day time period one time for up to

15 days for circumstanc

control. Capital will notify you prior to the
expiration of the original time period if an
extension is needed. You and Capital
may also agree to an extension if you or
Capital requires additional time to obtain
information needed to process your
preauthorization.

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, rehabilitation hospitals
and mental health and substance abuse
facilities, including partial hospitalization;

e non-emergent air and ground
ambulance transports;

e reconstructive surgery for the treatment
of a medical disease, injury, accident or
congenital anomaly;

¢ Intraocular injection when performed in
a facility;

e outpatient rehabilitation therapies
including physical medicine,
occupational therapy, speech therapy
and manipulation therapy (Note:
preauthorization is required for
rehabilitation therapies after the initial
six visits, and the completion of a
treatment plan is required for outpatient
rehabilitation therapies to be covered
beyond the initial six visits);

e health care visits require a treatment
plan and preauthorization following the
first two visits;

¢ home fusion therapy requires
preauthorization after the second day

of service; _ R
es beyond Capital os
durable medical equipment with an

estimated cost greater than or equal
to $300 per item (including rentals that
would cost greater than or equal to
$300 if purchased);

e orthotics and prosthetics with an
estimated cost greater than or equal
to $300 per item;

e transplant evaluation and services
(Note: preauthorization will include
referral assistance to the Blue Quality
Centers for Transplant.

Preauthorization requirements do not
apply to services provided by a hospital
emergency room provider. If an inpatient
admission results from an emergency
room visit, you must notify the Claims
Administrator within 48 hours or two
business days of the admission. The
hospital may perform the notification;
however you or your responsible party
acting on your behalf is ultimately
responsible for the notification.

Case Management

The Plan offers Case Management
services at no cost. Case Management is

a process that assesses alternate methods
of treatment to provide the most appropriate
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and cost-effective medical care. The
customized service may approve otherwise
non-covered services for a patient.

COVERED SERVICES

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

Acute Care Hospital Room and Board
and Associated Charges

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

e a semi-private room (two or more beds);

e abed in a special accommodations unit;
or

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

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

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

e 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.

Acute Inpatient Rehabilitation

Benefits for acute inpatient rehabilitation
provided in a rehabilitation hospital include
services provided when a covered person
requires an intensive level of skilled
inpatient rehabilitation services on a daily
basis and these skilled rehabilitation

services are provided in accordance with a
physiciands order.

Allergy Services

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

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

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

¢ 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:

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

e Dblood derivatives used to treat specific
medical conditions.

Diabetic Supplies and Education

Unless otherwise covered under a
prescription drug program, benefits for
diabetic drugs and supplies include drugs
(including insulin), equipment, agents, and
orthotics used for the treatment of insulin-
dependent diabetes, insulin-using diabetes,
gestational diabetes, and non-insulin-using
diabetes when prescribed by a provider
legally authorized to prescribe such items.

Covered equipment, agents, and orthotics
include:

e injectable aids (e.g., syringes);

e pharmacological agents for controlling
blood sugar;

e standard blood glucose monitors and
related supplies, and insulin infusion
devices.
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Benefits for diabetes self-management
include participation in a diabetes self-
management training and education
program under the supervision of a
licensed health care professional with
expertise in diabetes, approved by the
American Diabetes Association and subject
to the criteria determined by the Plan.

Self-management education and education
relating to diet, prescribed by a licensed
physician, includes:

e medically necessary visits upon the
diagnosis of diabetes; and

e Visits when a physician identifies or
diagnoses a significant change in the
patientdés sympt oms
necessi t ates changes i
self-management and when a new
medication or therapeutic process
relating to the
and/or management of diabetes has
been identified as medically necessary
by a licensed physician.

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 illness
or injury;

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

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

Dialysis Treatment

Benefits for dialysis include the inpatient or
outpatient treatment of acute renal failure or
chronic renal insufficiency for removal of
waste materials from the body.

Durable Medical Equipment (DMFE) and
Supplies

Covered expenses of DME include:

e rental 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.

Emergency and Urgent Care Services
Emergency Services

Bengfits for emergency senviges ipclude the
Qitiab%(qlupti@r},, tregtrgent and related

services, such as diagnostic procedures
provided on the same day as the initial

pati ed¢®BEtt r eat ment

Surgery performed in conjunction with an
emergency room visit is reimbursed at the
payment level for surgical procedures.

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

Consultations received in the emergency
room are subject to the applicable
outpatient consultation co-payment.

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

If you believe you need emergency medical
care, you should not forego that care because
you believe it will not be covered by the Plan.

Urgent Care Services

Benefits for services performed in an urgent
care center. In the judgment of the provider,
they are non-life threatening and urgent.
They can be treated on other than an
inpatient hospital basis and are performed
at a freestanding urgent care center by a
duly licensed associated physician or allied
health professional practicing within the
scope of his/her licensure and specialty.
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Urgent care services are performed in an
ambulatory medical clinic that is open to the
public for walk-in, unscheduled visits during
all open hours offering significant extended
hours, which may include evenings,
holidays and weekends.

Enteral Nutrition

Benefits for enteral nutrition include enteral
feeding and enteral formulas.

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

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

Gynecological Services
Covered gynecological services include:

e gynecological screening exams for
covered females; and

e routine screening Papanicolaou (Pap)
smears for covered females.

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

o 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;

e medical social service consultations;
o dietitian services;

¢ home health aide services;

e family counseling services; and

e inpatient services arranged through the
hospice provider.

Immunizations and Injections

Benefits for immunizations and injections
include:

e specific childhood immunizations;

e certain immunizations if an individual is
determined to be at high risk; and

e injectables that cannot be self-
administered and are billed by a
professional in an office setting.

Infusion/1V Therapy

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

Mammograms

Physician-recommended screening and
diagnostic mammograms are covered but
may be subject to cost-sharing amounts.

Maternity Services

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

for the covered persono6s tReiniia examinatienyr e :
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e tests and a series of follow-up exams to
monitor the health of the mother and
fetus;

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

e post-delivery hospital services and office
visits.

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

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

48 hours or 96 hours, as applicable. In any
case, plans and issuers may not, under
federal law, require that a provider obtain
authorization from the Plan for prescribing
a length of stay not in excess of 48 hours
or 96 hours, as applicable.

Coverage for a length of stay shorter than
the minimum period mentioned above may
be permitted if the attending physician,

or the nurse midwife in applicable cases,
determines further inpatient postpartum
care is not necessary for the mother or
newborn child and the mother agrees.

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 in both
emergency and 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 Care Services

Benefits for mental health care services
include services for mental iliness
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 (Note:
for every two partial hospitalization visits
used, the number of inpatient days
available is reduced by one); and

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

Newborn Care
Benefits for newborn care include:

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

e prematurity services;
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e preventive health care services; and

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

Orthotic Devices
Benefits for orthotic devices include:

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

e diabetic shoes and non-routine foot
orthotics; and

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

Preventive Care Services

Benefits for preventive care services
include:

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

e adult preventive care d routine physical
examinations, immunizations and tests.

Professional Provider Evaluation &
Management (E&€M) and Consultations

Covered evaluation and management
expenses include:

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

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

Covered consultation expenses include:

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

e office consultation visits.

Prosthetic Appliances
Benefits for prosthetic appliances include:

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

¢ wigs when medically necessary;

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

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

Skilled Nursing Facility

Benefits for skilled nursing facilities include
services provided when a covered person
requires inpatient skilled nursing services on
a daily basis and these skilled nursing
services are provided in accordance with a
physiciands order.

Substance Abuse Services

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;

e 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.
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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.

Surgery

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

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

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

e services ordered by the attending
professional provider and rendered by a
professional provider other than the
surgeon, the assistant at surgery, or the
attending physician;

e a mastectomy performed on an inpatient
or outpatient basis and surgery
performed to alleviate functional
impairment, including, but not limited to,
augmentation, mammoplasty, reduction
mammoplasty and mastopexy;

¢ breast reconstruction (after a medically
necessary mastectomy) for:

¢ 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 Capital BlueCross or your
Human Resources department.

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

neonatal circumcisions; and

sterilization procedures, except for
reversal of sterilization.

Therapy Services

Benefits for therapy services include
evaluation and treatment of a covered
personds illness or
expectation exists that the therapy will
result in significant or measurable
mprovement in the covered
of functioning within a reasonable period
of time appropriate to his or her condition.
Covered expenses include:

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

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;

the evaluation and treatment of a
physically disabled person by means of
constructive activities designed to
promote the restoration of the covered
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personds ability t
accomplish the ordinary tasks of daily
living;

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

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

e treatment of acute or chronic lung
conditions through the use of
intermittent positive breathing (IPPB)
treatments, chest percussion, postural
drainage, and pulmonary exercises;

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

e treatment involving movement of the
spinal or other body regions that has a
direct therapeutic relationship to the
patient s
musculoskeletal condition, and is
expected to restoret h e

function lost due to the condition.
Transplant Services

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

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

Covered expenses for acquisition and
transplantation include:

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

(0]

condition

s at impldntatiort obtheiodgan 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
recipient®

. against, and limited by, t
s beReﬁtg mc?elrtﬁgeccﬁller g(g).r a

pat i ent 0 sColeredvegpenseas for post-transplant

services include post-surgical care.

When a transplant is performed at a Blue
Quiality Centers for Transplant (BQCT)
facility designated for that transplant type,
certain benefits are provided for travel,
lodging, and meal expenses for the covered
person and one support companion.

Centers of Excellence Program

The BlueCross and BlueShield (BCBS)
Centers of Excellence Transplant Program
uses medical facilities that have met criteria
for quality care in organ transplantation.

Through regular recredentialing, BCBS
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
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BCBS Quality Credentialing Committee to
assure continued compliance with strict
established credentialing criteria.

In addition, the offered benefits for organ or
tissue transplant, the following benefits may
be available if you participate in the Centers
of Excellence Program: heart, lung, heart-
lung, pancreas, liver, kidney, pancreas,
kidney-pancreas, allogeneic-related and
unrelated and bone marrow.

Other Services
Other covered services include:

e orthodontics, associated with treatment
of congenital cleft palates involving the
maxillary arch, performed in conjunction
with bone graft surgery to correct the
bony deficits associated with extremely

wide clefts affecting the alveolus, but not

to include normal dental-based
orthodontic services normally covered
by a dental benefit plan;

e accident-related dental work for patient
stabilization only, but not to include
dental work such as crowns;

e hearing services, including hearing
screenings for diagnostic purposes only;

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:

¢ surgery for medical conditions,
symptomatic conditions and trauma;

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

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

e infertility testing to diagnose the causes
of infertility;

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; and

EXCLUSIONS AND LIMIIONS

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

e non-medically necessary services, as
determined by Ca p i medicd s
director(s) or his/her designee(s);

e experimental or investigational services;

¢ illness or injury which occurs in the
course of employment if benefits or
compensation are available or required,

in whole or in part,
compensation policy and/or any federal,
state or | ocal

compensation law or occupational
disease law, including, but not limited to,
the United States
Har bor 0
amended from time to time (Note: this
exclusion applies whether or not the
covered person makes a claim for the
benefits or compensation under the

applicable workersbo
policy/coverage and/or the applicable
law);

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

e 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;
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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);

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

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
immediate family or other relative for
which, in the absence of coverage, no
charge would be made;

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;

charges which exceed the allowable
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;

services incurred after the date of
termination of coverage except as
provided for by the Plan;

services received in a country with
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 or bone marrow
storage in the event of an accident or
unforeseen surgery or transplant;

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

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 cosmetic procedures performed
primarily to improve the appearance of
any portion of the body and from which
no significant improvement in the
functioning of the bodily part can be
expected, except as otherwise required
by law. This exclusion does not apply to
cosmetic procedures or services related
to cosmetic procedures performed to
correct a deformity resulting from birth
defect or accidental injury. For purposes
of this exclusion, prior surgery is not
considered an accidental injury;

oral surgery, except as specifically
provided in the Plan;
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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 a Capital
approved trial, which would normally be
covered under standard patient therapy
benefits;

expenses for treatment of stop smoking;
expenses for blood testing for allergies;

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;

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, except for
evaluation to diagnose TMJ and

except for treatment of TMJ caused by
documented organic disease or physical
trauma resulting from an accident.

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

durable medical equipment requested
specifically for travel purposes,
recreational 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;

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

22



including, but not limited to, pre-marital
examinations, physicals for college,
camp, sports or travel;

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

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

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

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

vision examinations, including, but

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

corneal surgery and other procedures
to correct refractive errors;

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

donor services related to assisted
fertilization;

procedures to reverse sterilization;

treatment or procedure leading to, or

in connection with, assisted fertilization
such as, but not limited to, in vitro
fertilization (IVF), gamete intra-fallopian

transfer (GIFT), zygote intra-fallopian
transfer (ZIFT), and artificial
insemination;

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

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

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

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

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

prescription and over-the-counter drugs
dispensed by a pharmacy or provider for
the outpatient use, whether or not billed
by a facility provider, except for allergy
serums and mandated pharmacological
agents used for controlling blood sugar;
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e prescription and over-the-counter drugs
dispensed by a home health care
agency provider, with the exception of
intravenous drugs administered under a
treatment plan approved by Capital;

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

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

e inpatient stays to bring about non-
surgical weight reduction;

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

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

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

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

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

PATIENTS TO EVALUKARE

The Company assumes no responsibility

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

his or her interpretation of the SPD or the
Plan documents.

EXTENSION OF BENBFIT

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

be continued up until the earliest of the
following:

e up to a maximum period of
12 consecutive months; or

e until the maximum amount of benefits
has been paid; or

¢ until the total disability ends; or

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

RETIREE MEDICAL CRXEE

What Happens When You Retire

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

Eligibility under the Company-sponsored
retiree medical plan ends for you and/or
your covered dependents upon attainment
of Medicare eligibility (age 65).

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

e If you leave the Company between
ages 58 and 65 with five years of
vesting service: You will be eligible
for a 50 percent Company contribution
toward your monthly retiree medical
coverage premium. You will be
responsible for the remaining
50 percent monthly premium.
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e If you leave the Company between
ages 55 and 58 with five years of
vesting service: You will be
responsible for 100 percent of the
monthly retiree medical coverage
premium.

e If you leave the Company at age 65
or older: You will not be eligible for
Company-sponsored retiree medical
coverage as you will be eligible for
Medicare.

Make Note!

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

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

HOW TO FILE A MEDUCAAM

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

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

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

e patient name and date of birth;

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

¢ name of employer and group number;

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

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

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

PRESCRIPTION DRUG
Plan Highlights

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

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

e There is no annual deductible.

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

How the Plan Works

The PPO Plan offers prescription drug
coverage through CVS Caremark.
Coverage is available through participating
network pharmacies or the 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
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Writteno (DAW) on the

to avoid this cost.
Filling a Prescription
Retail Service

Prescriptions can be filled at any
participating CVS Caremark network
pharmacy. Participating pharmacies
include many large chain pharmacies,
suchasWal mar t
many independent pharmacies. When you
use

the retail service, you receive up to a 34-day
supply and pay a flat co-pay (see page 10).

Mail-order Service

The CVS Caremark mail-order pharmacy
provides a convenient and cost-effective
way to purchase prescriptions of
maintenance drugs, such as those used on
a regular basis, usually over a long period of
time. Examples include, but are not limited
to, drugs used to treat high blood pressure,
high cholesterol or diabetes. You must
either use the mail-order pharmacy or a
local CVS Pharmacy for up to 90-day
supplies of maintenance prescriptions.
However, you will be allowed up to two 34-
day supplies through retail service before
you are required to transition to mail-order
service or a CVS Pharmacy. If you use mail
order, the 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 must
have your medication filled through the
Caremark Specialty Drug Pharmacy
delivered via mail. For more information,
contact Caremark at www.caremark.com or
800-237-2767 to utilize the Specialty
injectable mail-order service or to obtain a

and,avizell gsr eemn
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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 the CVS
Caremark. You will be reimbursed the
normal contracted amount and will be
responsible for any cost difference between
d&mount 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.
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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
(not applied to injectable insulin);

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

e drugsor medi cine
limited by federal law to investigational
useo;

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

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

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

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

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

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

HOW TO FIl&PRESCRIPONCLAM

You will receive an ID card that will contain
information regarding prescription benefits.
Present your ID card to the pharmacist.
Both retail and mail-order prescriptions are
processed at time of purchase. If you
purchase a retail prescription without your
drug card or from a non-participating

pharmacy, you will need to file a paper
claim for reimbursement. Contact CVS
Caremark at 888-202-1654 or log on to
www.caremark.com for a copy of the claim
form, as well as instructions on filing a
claim. You must submit a completed claim
within one year from the date the services
are rendered.

TERMINATIODFCOVERAGE

Subject to any continuation coverage
options that may apply under COBRA or
USERRA (as described later in this SPD),
medical and prescription drug coverage

| ab el e dunderithe Rlanterdsfar you and your

dependents on the last day of the month
in which any of the following occurs:

For Employees

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

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

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

¢ the date you stop making any required
contributions;

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

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

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

¢ the date the employee stops making
required contributions;

e intheeventofanempl oyeeds
coverage ends for dependents on the
last day of the month in which the death
occurs;

¢ the date the dependent becomes
covered as a Company employee; or
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¢ the date the Plan eliminates dependent
coverage.

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

PLAN INFORMATION

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

The Plan is maintained pursuant to the
collective bargaining agreement.

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

Claim Administrator for Medical

General Questions:
Capital BlueCross

P.O. Box 779519
Harrisburg, PA 17177-9519
Phone: 888-428-2566

Claims Submission:
Capital BlueCross

P.O. Box 779503
Harrisburg, PA 17177-9503

Claim Administrator for Prescription
Drug

CVS Caremark
PO Box 52196
Phoenix, AZ 85072-2196

Dental

PLANHIGHLIGHTS
e Two options for coverage:

¢ Schedule Dental which pays up to a
specific dollar amount for each
covered dental procedure. The
current schedule is 13.0.

¢ UCR Dental (also known as
Coinsurance-MPA) which pays a
percentage of the allowed amount
for covered services.

¢ hBeth @puonsphave an @msual deductible
you must satisfy prior to the Plan paying
for most benefits. (For example,
preventive and diagnostic care is not
subject to the deductible.)

¢ Both options also have a calendar year
maximum.

¢ The dental plan options are
administered by Delta Dental of
Pennsylvania.

HOW THELANOPTION®WORK
Schedule Dental (option 1)

Schedule dental pays up to a specific dollar
amount for each covered dental procedure
based on the schedule in effect at the time
of service, up to an annual maximum for
each covered person. You and your
dependents are free to visit any dental
provider you choose; however you typically
pay less when using Delta Dental dentists
and pay more with non-participating
dentists.

UCR Dental/Coinsurance-MPA (option 2)

This option pays a percentage of the
allowed amount, after a deductible, up to an

28



annual maximum benefit per year per
covered person. The percentage depends
on the type of dental service: preventive,
basic, or major. This option also includes
coverage for orthodontia for eligible
dependents up to a lifetime dollar amount.
You and your dependents are free to visit
any dental provider you choose; however
you typically pay less when using Delta
Dental dentists and pay more with non-
participating dentists.

Deductible

A per person calendar year deductible
applies to most dental services. Once the
deductible has been satisfied for each
covered individual, the Plan will pay its
percentage of covered services. The
deductible does not apply to preventive
and diagnostic services. (Under the

UCR Dental/Coinsurance-MPA option,
periodontal prophylaxis is also not subject
to the deductible.)

Co-insurance

Once you have satisfied your deductible,
the Plan pays a percentage of the charges
for covered dental expenses. The amount

you are required to pay is called your
co-insurance. Your co-insurance
percentage varies depending on the Plan
option and type of dental service received.

Annual Maximum

The annual maximum is the maximum
amount the Plan will pay in a calendar year
for a covered individual. Once the Plan has
paid the annual maximum benefit for a
covered individual, you are responsible for
all dental costs for that individual for the
remainder of the calendar year. The annual
maximum applies to all dental services,
except orthodontia under UCR Dental
(Coinsurance-MPA). Under that option,
orthodontia has a separate per person

lifetime maximum.

Orthodontia Lifetime Maximum

The orthodontia lifetime maximum is the
maximum amount UCR Dental
(Coinsurance-MPA) will pay toward
orthodontia expenses during a covered

persond s |

i ®neetaicavered individual

has met the lifetime maximum, no further
orthodontia benefits are payable for that

individual.

DENTAPLANSUMMARY OF BENEFITS

0 anedpP A

Dollar amount and percentages are the amounts you pay for eac

Annual Deductible

$50 per persqer calendar
year

$150 pefiamiiy per calendar
year

$25 per persqer calenda
year

$75 pefamilyper calendar
year

Preventive and Diagnostic

BasicServices

MajorServices

Please refer to the followi
schedule of procedural
maximums

0%of allowed amopunot
subject to deductible

20%o0f allowedmounafter
deductible

50%0f allowed amouafiier
deductible

Annual Benefit Maximum

$750 per person

$1,000 per person

Orthodontigup tahe end of the month in
which they attaige 19)

Not covered

50%of allowed amouafiter
deductile

Orthodontia Lifetime Maximum

Notapplicable

$1,000 per person
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HOW TO FIND NETWORIOVIDERS

There are several ways to find network providers:

e Go online to www. www.deltadentalins.com.

e Call customer service at 800-932-0783.

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

Itis recommendedthatyouc al | your provideroés office prior to
the provider belongs to the Delta Dental PPO and/or Premier network.

13.0 SCHEDULE DENRAIMBURSEMENIBT

A list of covered dental services is provided below. If you elect the Schedule Dental option, you
will be reimbursed up to a specific amount as shown on the list below. This schedule has been
adjusted to reflect the practice of rounding each dollar amount to the nearest $0.25.

DIAGNOSTIC

Proc.# Service $ Maximum
0120 Periodic oral evaluati@stablished patient 17.50
0140 Limited oral evaluatigmmoblem focused 18.25
0145 Oral evaluation for agrdtunder three years of age and counseling 17.50
with primary caregiver
0150 Comprehensive oral evaluation (new or established patient) 17.50
0210 Intraoral complete series (including bitewings) 54.00
0220 Intraoral periapical first film 7.75
0230 Intraordl periapical each additional film 2.50
0240 Intraordl occlusal film 10.50
0250 Extraordl first film 18.25
0260 Extraordl each additional film 22.75
0270 Bitewing single film 12.25
0272 Bitewings two films 15.00
0273 Bitewings thredilms 18.75
0274 Bitewings four films 21.50
0321 Other temporomandibular joint films, by report 18.75
0330 Panoramic film 39.00
0470 Diagnostic casts 25.25
0472 Accession of tissue, gross examination, preparation and tcdngritiesioaport 39.00
0473 Accession of tissue, gross and microscopic examination, preparation 39.00

and transmission of written report

0474 Accession of tissue, gross and microscopic examinatioassedadiagt of surgical 39.00
margins for presence of disease,giiepard transmission of written report

9110 Palliative (emergency) treatment of dentalipammprocedure 17.50

9310 Consultatiordiagnostic service provided by dentist or phiysicidnran requesting 31.25
dentist or physician

9440 Office visi after regularly scheduled hours 17.50
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