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TML Health has prepared this booklet to help you understand the medical benefits provided through your employer.
The benefits under this Plan provide coverage for a wide range of medical care, services and supplies. However, your
benefits are affected by certain limitations and conditions that require you to be an informed consumer of health
services and to use only those services you need. Benefits are not provided for certain kinds of treatment or services,
even if recommended by your physician. Please review the General Exclusions/Limitations section and the Care
Management section. We urge you to familiarize yourself with the provisions in this Plan description in order to
understand your benefits.

Disclaimer: A new benefit booklet is distributed at the beginning of the plan year. Please verify annual date
referenced on the front cover of the Medical Plan Booklet to make sure you are referring to the
medical benefits that coordinate with the incurred service date.
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Group Benefit Medical Plan for City of Del Rio
Effective December 1, 2006
with Amendments through September 30, 2020

The City of Del Rio has designed a plan of benefits for TML Health to administer. As the Plan Administrator, the City
of Del Rio has the responsibility for compliance with state and federal laws applicable to employee benefits. This is
a governmental plan excluded from coverage under ERISA (29 U.S.C.A. 1003(b)).

The Plan covers Benefit Eligible Employees, Retirees, Dependents of Employees and Dependents of Retirees, who
are eligible for the coverage, become covered and continue to be covered, according to the terms of the Plan policies
and the policy of TML Health. The terms of the Plan are described in the following pages. The Plan Administrator
reserves the right to amend this Plan if circumstances warrant and has given TML Health the discretionary authority
to construe the terms of this Plan.
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HELPFUL RESOURCES

Resource

Contact Information

Accessible Hours

TML Health

PO Box 149190 | Austin, Texas 78714-9190

Customer Care Helpline:

(800) 282-5385

7:00 AM - 6:00 PM
Central

Secured Customer Care E-mail: Medical

Visit tmlhealthbenefits.org | click on the “Login” button | click
on “Login as a Member” | click on "Contact Us" | click on the
appropriate question

8:30 AM - 5:00 PM
Central

Provider Benefit Information Portal: Provider information can be found
under the Provider Services menu. Member specific information such as
Eligibility, Claims, Summary of Benefits and Coverage, Provider Coding
Guidelines, Prescription Drug Plan Booklet, Member Rights and
Responsibilities, Provider/Member Appeal Rights and TML Health Quality
Improvement Plan information is also available.

Visit tmlhealthbenefits.org | to register, click on the “Login”
button | click on “Login as a Provider” | click on “Create a
Provider Account” under the Login button

TML Health Internet Website:

tmlhealthbenefits.org

Twenty-four (24) hours

MyI|EBP Mobile Access:

iPhone—App Store, Droid—Google Play, All other Phones—
tmlhealthbenefits.org

Twenty-four (24) hours

Information on how TML Health evaluates new technology for inclusion as
a covered benefit:

Visit tmlhealthbenefits.org | click on “About Us” | click on
“Technology”

Medical Authorizations:

(800) 282-5385

8:30 AM - 5:00 PM
Central

Prescription Authorizations:

Navitus: (800) 711-4555

Where to Mail Paper Medical Claims:

TML Health | PO Box 149190 | Austin, Texas 78714-9190

Navitus

Navitus

Navitus Prescription Customer Service:

(855) 673-6504

Lumicera Specialty/Biotech Pharmacy:

(855) 847-3553

After Hours and/or Weekend Medical and Mental Health Care
Emergencies:

Call 911 or immediately go to the emergency department.
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NOTICE TO PLAN PARTICIPANTS

REGARDING THE CITY OF DEL RIO
ELECTION UNDER 42 U.S.C. § 300gg-21

Under Federal laws known as the Health Insurance Portability and Accountability Act of 1996 (HIPAA), the
Patient Protection and Affordable Care Act of 2010 (PPACA) and the Health Care and Education Reconciliation
Act of 2010, group health plans, such as the City of Del Rio’s plan, generally must comply with the requirements
listed below. However, the law also permits State and local governmental employers that sponsor health plans
to elect to exempt a plan from these requirements if that plan is self-funded by the employer, rather than
provided through a health insurance policy. Federal law allows a self-funded, non-federal, governmental plan
such as the City of Del Rio to exempt its plan in whole or in part from the requirements of HIPAA Title I. The
City of Del Rio has elected to opt out of the following provisions:
1. Standards relating to benefits for mothers and newborns. A health plan may not restrict benefits for a
hospital stay for the birth of a child to less than forty-eight (48) hours for a vaginal delivery, and ninety-
six (96) hours for a cesarean section.

2. Parity in the application of certain limits to mental health benefits. A health plan that covers treatment
for medical and surgical disorders as well as for mental health and substance use disorders may not place
a more restrictive limit on the dollar value or number of treatments that are available for mental health
or substance use disorders than are available for medical and surgical disorders.

3. Required coverage for reconstructive surgery following mastectomy. A health plan that provides medical
and surgical benefits for mastectomy must provide certain benefits for breast reconstruction as well as
for certain other related services.

4, Coverage of dependent students on medically necessary leave of absence. A health plan must allow a
covered dependent child, whose eligibility for coverage is based on student status, to continue coverage
for up to one (1) year while on a medically necessary leave of absence from a postsecondary educational
institution.

Because of this election:

. The duration of a hospital confinement for a mother and newborn following the birth of a child will be
determined based on eligibility.

° Benefits for a serious mental illness will be treated as any other covered medical or surgical condition.

° The Plan pays for evidence-based initial mastectomy/lumpectomy, reconstructive oncology surgery of

affected and non-affected breast. Eligible benefits include the initial non-cosmetic removal and replacement
of prosthetics due to complications. Reconstructive surgery includes tissue expanders, breast implants, nipple
reconstruction and nipple tattooing.

. The plan does not determine a dependent’s child’s eligibility based on student status. Therefore, the City of
Del Rio’s plan does not extend coverage for students on a medically necessary leave of absence.

In addition to Title I, the Federal government-imposed HIPAA Title Il, which pertains to administrative
simplification of health plans. The administrative simplification process includes: standards for electronic
transactions and code sets, national identifiers (employers, health plans and healthcare providers), security
and electronic signature standards (Security Rule), standards for notification in case of breach of unsecured
health information, and standards for privacy of individually identifiable health information (Privacy Rule).

A self-funded, non-Federal governmental plan cannot exempt itself from any of the requirements of HIPAA
Title II.

The intent of the City of Del Rio’s plan is to provide coverage that is compliant with applicable State and Federal
laws and regulations, including making changes mid-plan year, when mandated by law.

City of Del Rio - Eff. 10/01/20 | Page 4



TABLE OF CONTENTS

HelP Ul RESOUICES...c..iteeiireniereeirtenertnneeteasereesserenseesenseetensessnsssssssesssssessnssessnssssansessnsssssnsesenns 3
Notice to Plan Participants ......cccciiiiiiieiiiiniiiinciiiininiiiiieiiseiseiessissssssssssssssssssesenss &

HOW BENEefits @r@ Paid ....ccccveueenirnirereieeienirereecensennressseseassasssssessesssssssssessssssssssssssssassssssssenssnns &

Right to Receive and Release Necessary INfOrmation ..........ooocuiieiiiiie ettt eere e e e e ere e eeaeae e e snaeeean 9
No Replacement for Workers’ COMPENSAtION ......ccciiiieieiiiie e cttee ettt eetee e e stre e e e rete e e s eaaae e e staeeeenstaeesnnsaaeesnnreeean 9
Cancer Presumption — Texas Government Code § 607.055.........uuiiiiiriiiiiee e et e e e rree e e rare e s s aree e e saeneeeennnes 9
Assignments

F Y oY1= 1L PPN
Legal Actions
Privacy and Security of your Health Information

Care Management FEAtUres.....ccoiciieiiiieiiiiiiiiiinieiieiiesieinninsresrasiasssssesresssssssssessassassssssess 14

How the Pre-authorization ProCeSsS WOTKS ......ccuieiiiiieeiiiiiee ettt e st e e et e s st e e sate e e e snbaeeesnsseeesnnnees 14
Pre-authorization REQUIMEMENTS ......coiitiiiertie ettt et ettt s bt e sbe e s bt e e sate e bt e e sate e bt e e sseeebeeesaneenneees 14
DECiSIONS ON APPrOPIIATE CArE.....ueeiiiiiiieiiiiiee ittt ettt et e st e s e asr e e seanr e e e s bae e e e an b et e senreeesnreeeeanreeesenneeesnnnes 16
Responsibilities 0f Care ManagemENT........cooiii ittt st sb e e st e s bt e st e e bt e e saneesateesaneenneees 16
What Happens on Treatment in Excess of Twenty-Three (23) HOUIS? .....ccccveiiiiiiieeciiee ettt e 16
What Happens if Outpatient Services Go Over the Twenty-Three (23)-Hour Limit? ........cccceeviiieeeeiiiee e, 16
VIaEEINIEY CarE oo
CONTINUET STAY REVIEW ...ttt ettt et b et e sat e s bt e s bt e s bt e e bt e s bt e e b ee e bt e sabeesabeeebeesabeeeneenanes
Care Management /Catastrophic Care

Disease Management........c.ccccevvvveeennnne

Description of Plan Benefits........ccciiuiiiiiiiiiiiiiiiiiiiiccccsreneccsreesscesssenssesssensssssenssssssssnssses 18

[DF=To [¥To1 a1 o] (N SU=To [U 1T =] 0 =] 0] 5 U EP PR
Out-of-Pocket Requirements
e o o F=] o] 1o Ya Yo I @I U Ty o] o -1 oY 2R

Eligible Benefits.....ccciiiiiiiiiiiiiiiiriircresc s e s ree e rene e s e s s s e s senssesensesenesenensassnananens 19

[ o1 o] = RSP 19
(O TUNd T L= N ol o1 o 1 =1 PSRRI 19
o Lol | [ A @ LU o - 1= o Y PR 19
o] 0 1Y 2 [ - RS 20
[ T ol g o i o [P PP P RRPUPPP 20
Y T T 1Y/ =Te [ or- Y ISR 20
Preventive/Routine Care Benefit (Calendar Year Biometric SCre@nings) .......ccveeceeeeveeieeeseeeeeeesieeesveeetveessveennnees 24
IMUNIZATIONS .ttt ettt et e e e s bbb et e e e e e s ba b et e e e e e saane b et e eeeesaaannbe e e eeeeaeaannbaebeeeeeesanssnaeeeenennn

Detection and Prevention of Osteoporosis
Hospice Care Benefit.......cccocceeeeiiieececiee e
Home Health Care Benefit......c..ccceevuenne
Transplant Benefit......cccccocveevciveeeiineene
I La Ty 1 =T o 1=y TV oo TSRS
RN T o] E TN fl 2o [ o o TP
MeNntal HEAIth CONAITIONS ...ueiiiiiiiiie ittt e bt e st e e s bbe e e e sabaeessaabeeesabbaeeesabeeesssbeeesanses
SErioUS Mental HEAIH HINESS .....cei ittt e e st e e st e e s sabae e s sabbeessabbeeesnbaeesnnbaeesnnns
SubStance Use DiSOrder BENETIT........uiiiiiiiiiiiee ittt sttt s e e e st te e s s bt e e s sabbeeesnbeeeesabaeesnans
Claims fromM FOI@IZN PrOVIAEIS ....cciuviieeeeiiiecceee e sttee e ettt e et e e e st e e e et e e e snaeeeessteeeeansteeesassaeeessseeesanssesesnseeeennsseenanes

City of Del Rio - Eff. 10/01/20 | Page 5



General EXClUuSIONS OF LIMItatioNs cucveceiveireeireireceireirereireseesesreseesesreseesassassessssesssssssessssassasssnes 35

Dates of Eligibility and CoOVerage......ccccciiiimuiiiiieniiiiiiciitirci e ressssesssnnssesssennnes 38
ENrolMENnt REQUITEIMENTS ......viiiiiiieeiiieeeeeiee ettt e sttt e e et e e e eetta e e e sataee e e ttaeeeasssaeesasseeeassseeeanssaeesssaseeansseseansseessansnes 38
Employee Eligibility @aNd COVEIAEZE ......uvviiieiiiieceeee ettt et e st e e et e e e st e e e s tte e e e ataeeseastaeesnsaaeesnsseeeassaeesnnsnes 38
BT 0= g Lo [T 0 &SRR 38
RETIFEES ..ttt ettt ettt et e e e ettt e e e e e e s be et e e e e e e s e aaa b et e e eeesa s an b b aeeeeese s anbeeeeeeeee s an bbb teeeeeesaanbaraeaeeaeaan 39
ACTIVE DULY RESEIVISTS ..eiiiiiiiiiiiiie ittt s e e e s bt e s s b e e et eab b e e s sna e e s e sr e e e sannneeesnneeeas 39
NEWDOIN CRIIAIEN «.eeiiiieriee ettt ettt st e s bt e s bt e s be e s bt e sabee s beesabe e e sabeeabeeeabeenbeeensaeensteesaseeseees 40
(O TV 1342 La =4 oAV Z=T Y £ OO ORI 40
Other Issues Affecting Eligibility and COVEIAge ......uviiieiiiiie ettt e e e ree e e st e e e s nra e e snteeeenntaeeeenes 41

Termination Date Of COVErage .......civuuiiiiiiuuiiiiieniiiiinniiiiiesssiiiiesiiiensisssiensensses 42
EMNPIOYEE COVEIAE ... uuiiuiiiiiieeitte ittt et eb ettt s bttt e e bt bt e sttt s bt e s bt e e bt e sabeesabeeeabe e e abbeeabe e e sbeeabeeensneeanteesaneeneees 42
EMPIOYEE DEPENAENT COVEIAZE ...uuviiiiiiieeeiieieeitteeesttee e ettt e e eetteeeestaeeeesstaeesassseeessseeaastseesassaeesassaseesssseseassseesnssees 42
REEITEE GOV A i 42
[ A Y D =T o 1T o [T ] A 0o Y =T = PSRRI 42
(6021 2 A OO 43

Consolidated Omnibus budget reconciliation act (COBRA) Rights ......cccccevreemncerreennccereennneens 44
TaldgeTe [ Tot o] o FRU T O OO P PSP PP O UPPRTUPPPRTRP 44
WNAT S COBRAT ....eeiiteeiteestee st e st e st e st e st e s beesabeesabeesaseesabeesaseesabeesaseesabeesaseesabeesabeesabeesaseesabaasaseesabeesaseesnbeennseenns 44
When is COBRA QVAIABIE? ....coueiiiiieetiecieece ettt st e s e e st e e sabe e sabeesabeesabaesabeesabeesaseesateesnseesns 45
You must give notice of some QUAlIfYING EVENTS .....coviiiiiiiiiiiiiiee ettt sttt beesre e sbeesbeesabeesaneesns 45
HOW iS COBRA PrOVIAEAP...c.ueeeiiieiiieiiee ettt ettt ettt sttt et s et e a e s bt e sbeesbe e s bt e s bt e e saee s bt e e steesbeeenneeebeeesnneenneeas 45
ACTIVE DULY RESEIVISTS ...eeiiiiieiiiitee ettt e e s e e et e s e e e e s b et e s e mr e e e s nba e e s sane e e s e asreeesannneessnneeeas 45
Disability @Xtension OFf COBRA .......o..ei ittt ettt ettt ettt ettt e st sae e s be e e bt e s be e e s aee s bt e e ateesbeeesseeebeeessneenneees 46
Second Qualifying Event extension Of COBRA.........cooti ittt ettt ettt bee s s sbee st e sneesbeeesneesanes 46
[T YOU NAVE QUESTIONS ....eiiieeiiee ettt et e st e e e et e e ettt e e e sbaee e e ttaeeseasbeeeeasseaa e staeeeanssaeesssasaeasssaeeanssaeesansees 46
Keep Your Plan Informed of Address Changes .........ccuueeeeiiiie it ciiee ettt et e et e e e st e e e eate e e saraeeeeabseeeenreeaennsees 46

COORDINATION Of BENEFitS ....ccirvrremuuniiiiiiiiiiinnniiiiiiiiiiiienissiiissiinresssssssssrinssssssssssnnnn 47
Coordination Of BENEFITS (COB) ......ccuviiieereeeeeeeee e eteee e ettt eetee e eeteeeeeetaee e eeaaeeeeeteeeeensseeeeesseeeeeseeeeensseeesnsneeeennseeeeanes 47
N 1o I o= T a2 - 1 o 11 L 2SR 51
RIGNT Of RECOVEIY ..ttt ettt e e et e e et e e e et e e e eeabaeeesbaee e e tteeeeassaaeesassesaaasbaeeeanssaeesssasaeansbasennssseesansens 51
FAE F=4 0T 4 1=] o) S T PP P TP 51
REIMBDUISEIMENT ...t ettt s bttt e sttt e e e bttt e s eabt e e e sabbteeeaabeeesaasbeeesanbteeesabbeeennsaeesannees 51
PlaN’S ACLIONS ..eeeeitee ettt ettt ettt st e sttt e bt e ettt s bt e sttt e b e e sabe e s bt e e be e e bt e e be e e bt e e bt e e hee e bt e e sabeehteesaneeneees 51
Obligations of the EMPlOYee t0 the Plan.......c.eiiiiiiie ettt sttt e st e e s stvee e e s e e e s snreeesnneaeesnsseasanns 52
OVEIrPAYMENT PrOVISIONS ...eeiiiiiiiee ittt ettt ettt e et s e e st e s ettt esmn e e e s s s b et e sane et e sneeeeeanreeesannneeesnneeeeanreeesanns 53
Coordination With IMEAICAIE ......cc.eiiiieii ettt et s bttt e s bt e s bt e sbe e e bt e s beesneesanes 54
End Stage Renal Disease (ESRD) Benefit Determination ..........cccciicuiieeeiiiie ettt e et e e e eare e e 54

D 7= 3T TN 55

SIBNATUIE PAZE ..c.uieeeiieiieiteireereerenerenerenereateassrnssrnssrnsesasssesssessesasssnsssnssrasssesssesssensssnsesnsennne 68

REGUITEU NOTICES ..cceuueirenereeereenieteeertenrereeniereaserresserensesenssessasssssnssssssssssnsssssssessnsssssssessnsssens 69
Important Notice: Cancer Presumption STAtULE .......ciiiiiiiiiiiiiiiiiiieee et e s e e s e srre e e e s s e sssbareeaeeeeeas 69
INSUraNCce Marketplace NOTICE ......ueiii ettt e e e e et e e e et e e e s nae e e e s ateeesensteeesnseeeesnseeesansseeennnsees 70
PART A: GENEral INTOrMAatioN ..cc..ei i ettt rat e st sat e s bt e bt e s bt e e sateebeeesaaesbee s 70
PART B: Information About Health Coverage Offered by Your EMpPIoyer.........cccoovieeiciiiiceciee e 71
Medicare Prescription Creditable Coverage NOLICE ......cccuiiiiiii i e e e e e s ebar e e e e e e e ean 73

City of Del Rio - Eff. 10/01/20 | Page 6



Medicare Prescription Non-Creditable Coverage NOtICE .......cueiiiiiiieiiiiiiieee et 76

Special ENrollment RIGNTS NOTICE .......iiieiiiie ettt e e e e e e e st e e e e tta e e s staaeeesataeesenseaeesnseeeenssaeenanes 78
Women’s Health and Cancer Rights Act (WHCRA) NOTICE ......uueiiiviieeeiiiieeeeee et e e e vre e stre e e e stn e e e enaae e eaneee s 79
Medicaid and Children’s Health Insurance Program (CHIP) NOTICE ....cccccuvveiecuieeeiiiiee ettt sree e e e e 80
HIPAA Notice of Privacy Practices for Protected Health Information (PHI) .......ccocoviieiiiiieieeecee e, 83
NON-DISCHMINGTION NOTICES ....eeeiiiiiiieett ettt ettt e e e s ettt e e e e e s e s aabe et e e e e eesanbbeteeeesesanbaraeaeeaeaas 88

City of Del Rio - Eff. 10/01/20 | Page 7



HOW BENEFITS ARE PAID

TML Health relies mainly on information provided when a claim is submitted. If TML Health finds that additional
information is needed to determine if benefits are payable or for Right of Subrogation under the Plan, a written
request for such information will be made to the covered individual, or if necessary, the health care provider. If the
information is not provided the claim will be file denied. If the claim is denied because requested information is not
provided, the information may be filed as long as it is within the twelve (12) months from the date the expense was
incurred, unless it was not reasonably possible to furnish the information within the filing deadline as determined
by TML Health. Additional information may also be submitted within ninety (90) days after a non-compensable claim
decision is made by Workers’ Compensation, whichever is later. Determination of “reasonably possible” is at the
sole discretion of TML Health. To avoid a prompt pay penalty required information must be received by TML Health
not later than the prompt pay contract deadline.

Requests for Reimbursement
Requests for reimbursement must be submitted before the Filing Deadline and must include:

1. the Employee's name, address, unique identification number (or social security number) and group name;
the covered individual's name and relationship to the Employee;

3. the Healthcare Provider's name, tax ID/national provider identification number (NPI) (or unique identification
number) and address; and

4, a description of the service rendered including charges, diagnosis code and applicable procedure codes and
the date(s) of service.

Requests for reimbursement must be legible. If a request is not legible, it may be returned with a request to submit
a legible copy. Electronic claim submissions must meet the standards for electronic transactions and codes set forth
by the appropriate regulatory body. Claims will be considered for payment in the order received.

Claims may be mailed to:
TML Health

PO Box 149190

Austin, Texas 78714-9190

If you have any questions regarding your claim please call TML Health’s Customer Care team at (800) 282-5385 or
log on to tmlhealthbenefits.org and contact Customer Care via e-mail. Login and click on “Login”, click on “Login as
a Member”, then click on “Contact Us.”

Benefits will not be recalculated to allow a better Benefit for charges incurred at a later date.

Claim forms are not required for Benefits to be payable under the Plan. We may request specific information from
you or your Employer in order to complete processing of the claim or to verify eligibility in the Plan. The
information requested may include but is not limited to:

verification of employment status;

information related to accidental injuries;

information related to work related accidents or illness; and/or
information regarding any other source of benefits.

el S

Covered individual’s need to keep the City of Del Rio informed in writing of any change in address, phone number
or Dependents. TML Health may rely on United States Postal Service and/or the employer demographic information
for a covered individual’s last known address.

As a covered individual under the Plan, you must supply TML Health with the information necessary to determine
whether the charges incurred are for an eligible benefit. Decisions with respect to the type of information necessary
to determine coverage shall be made at the sole discretion of TML Health. TML Health reserves the right to withhold
or deny payment until the requested information has been furnished.
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Right to Receive and Release Necessary Information

All personnel involved in the processing of claims are advised of the need to treat all personal and medical
information as confidential. However, TML Health has the right to disclose information to or obtain information
regarding a covered individual from any organization or person if necessary to determine benefits payable under the
Plan or if allowed by state or federal statute or regulation.

No Replacement for Workers’ Compensation

The Plan does not replace Workers’ Compensation or provide any benefits if any Workers’ Compensation benefit
was paid or could have been paid, whether or not the employer is a subscriber or non-subscriber in a Workers’
Compensation Program, including those individuals who could have been lawfully covered by workers’
compensation as volunteers. For purposes of this booklet, work on the covered individual’s family farm or ranch is
not considered an employment arrangement requiring Workers” Compensation.

Cancer Presumption — Texas Government Code § 607.055

For actively employed firefighters, volunteer firefighters, or EMTs, Texas Government Code §607.055 presumes that
the following cancers were developed during the course and scope of employment (subject to certain additional
limiting factors):

(1) cancer that originates at the stomach, colon, rectum, skin, prostate, testis, or brain;
(2) non-Hodgkin’s lymphoma;

(3) multiple myeloma;

(4) malignant melanoma; and

(5) renal cell carcinoma.

If you meet the requirements above and the Plan receives a claim from your healthcare provider for services relating
to your diagnosis, the Plan will pend your claims from payment until it is determined whether or not your claims will
be accepted by your Workers’ Compensation carrier. Upon a determination by your Workers” Compensation carrier,
the Plan will process claims accordingly.

Assignments

The benefits provided under the Plan are payable only to the covered individual. TML Health may pay benefits
directly to the healthcare provider if they are assigned by the covered individual.

Benefits may not be assigned to a pharmacy. In addition, benefits will not be paid to providers who negotiate benefit
settlements with patients, e.g., providers who agree to accept whatever payment the Plan makes or providers who
waive deductibles or copayments.

Appeals

You will receive an initial denial notice or Explanation of Benefits (EOB) Form if your claim is being denied, in whole
or in part, and the amount you owe the provider will be listed on the form.

The EOB form will:

. Explain the reasons for the denial.
. Explain the steps you may take to submit the claim for appeal (review).

You have a right to request a free copy of the rule, guideline or clinical criteria relied upon for the claim denial.

Procedure for Appeals

If you disagree with the denial of a claim, pre-authorization request, or a rescission (retroactive termination) of
coverage, you or your authorized Personal Representative may request that we review our initial determination by
submitting a written request as described below. Please note that the process below will differ depending upon if
the appeal is related to a clinical or non-clinical denial.
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. A clinical denial is a denial or reduction in benefits related to medical judgement such as a denial for no
medical necessity, inappropriate level of care, or a service or supply considered by us as experimental or

unproven.

. A non-clinical denial is a denial or reduction in benefit due to a non-covered benefit, network status
determination, reduction due to discount or allowable charge, eligibility or other non-clinical reason.

. We will not reconsider or respond to duplicate or previously submitted appeals.

First Level of Internal Appeal
This is a mandatory appeal level for both clinical and non-clinical denials. You must first exhaust the following
internal appeals procedures before taking any outside legal action.

®  You must file the appeal within twelve (12) months of the date of the EOB showing that the claim was denied.

® You oryour Personal Representative will be allowed reasonable access to review or copy our related documents,
at no charge.

®  You must submit written comments, documents, records, and other information related to the claim, at your
expense, to explain why you believe the denial should be overturned. This information should be submitted at
the same time the written request for a review is submitted.

e [f the claim was denied, in whole or in part, based on a medical judgment, we will consult with a health care
professional with training and experience in the relevant medical field.

After the claim, pre-authorization request, or a rescission (retroactive termination) of coverage has been reviewed,
you will receive written notification letting you know the outcome of the review.

Second Level of Internal Appeal
This is a voluntary appeal level for clinical denials and a mandatory appeal level for non-clinical denials. Second level
appeals require new and pertinent information to be considered for a secondary review.

e |If you are not satisfied with the decision following the first internal appeal you have the right to appeal the
denial a second time.

® You or your Personal Representative must submit a written request for a second review within sixty (60)
calendar days following the date of the determination letter.

®  You must submit new and pertinent information such as additional written comments, documents, records, and
other information to explain why you believe the denial should be overturned. This information should be
submitted at the same time the written request for a second review is submitted.

o The second review will take into account all comments, documents, records, and other information submitted
that relates to the claim that either were not submitted previously or were not considered in the initial benefit
decision.

e [f the claim denial was based, in whole or in part, on a medical judgment, we will consult with a health care
professional with training and experience in the relevant medical field.

e After the claim, pre-authorization request, or a rescission (retroactive termination) of coverage has been
reviewed, you will receive written notification letting you know the outcome of the review.

Voluntary Clinical Appeal Process

This voluntary second level appeal for clinical denials is offered for your convenience and to obtain a quick resolution.
We agree that any statutory limitations that are applicable to pursuing the clinical claim, pre-authorization request,
or a rescission (retroactive termination) of coverage in court will be put on hold during the period of the voluntary
appeal process to give you time to complete this process. The voluntary appeal process is available only after you
have followed the mandatory appeal level as required above. We also agree that we will not charge you a fee for
going through the voluntary appeal process, and it will not assert a failure to exhaust administrative remedies if you
elect to pursue a claim in court before following any voluntary appeal process. Your decision about whether to
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submit a benefit dispute through a voluntary appeal level will have no effect on your rights to any other benefits
under the Plan.

Right to External Review for Clinical Related Denials

This process is available at no charge to you after you have exhausted the mandatory internal appeals process
identified above and you receive a decision that is unfavorable, or if we fail to respond to your mandatory internal
appeal within the timelines stated below.

The external review program offers an independent review process to review the denial of a requested service, or
the denial of payment for a service. During this process, we will submit your appeal to an Independent Review
Organization (IRO) to review your request. Neither you nor TML Health will have an opportunity to meet with the
reviewer or otherwise participate in the reviewer’s decision. The decision of the IRO will be final.

Your written request should include: (1) Your specific request for an external review; (2) Your name, address, and
member ID number; (3) Your designated representative’s name and address, if applicable; (4) a description of the
service that was denied; and (5) any new, relevant information that was not provided during the internal appeal.
You will be provided more information about the external review process at the time we receive your request.

Any requests for a clinical related external review must be made within four (4) months of the date you received the
original EOB or denial notice. You or an authorized designated representative may request an independent review
by sending a written request to the address listed below.

The external review will be performed by an independent Physician who is qualified to decide whether the requested
service is: 1) medically appropriate and; 2) a qualified medical care expense under the Plan. The IRO is an
independent contractor and has no material affiliation or interest with TML Health.

Within applicable timeframes of the receipt of a request for independent review, the request will be forwarded to
the IRO, together with:

e  All relevant medical records;
e All other documents relied upon in making a decision on the case; and
e All other information or evidence that you or your Physician have already submitted; and

o All other information or evidence not previously provided

A decision will be made within applicable timeframes. If the reviewer needs additional information in order to make
a decision, this time period may be extended. The independent review process will be expedited if you meet the
criteria for an expedited external review as defined by applicable law. The decision of the IRO is final. There is no
further appeal of the reviewer’s decision.

The reviewer’s decision will be in writing and will include the clinical basis for the determination. If the final
independent review decision is that payment or referral will not be made, we will not be obligated to provide
benefits for the service or procedure.

You may contact us at the toll-free number on your ID card for more information regarding your external appeal
rights and the independent review process.

Right to External Review for Non-Clinical Related Denials

You may choose to appeal a decision to the Board of Trustees at no charge to you after you have exhausted the
mandatory non-clinical internal appeals process identified above and you receive a decision that is unfavorable, or
if we fail to respond to your mandatory internal appeal within the timelines stated below. You must send your non-
clinical related appeal in writing within thirty (30) days of receipt of the final determination.

Your written request should include: (1) your specific request for an external review; (2) your name, address, and
member ID number; (3) your designated representative's name and address, if applicable; (4) a description of the
service that was denied; and (5) any new, relevant information that was not provided during the internal appeal.
You will be provided more information about the external review process at the time we receive your request.
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The TML Health Board of Trustees Executive Committee (Committee) will schedule a meeting and hear the appeal.
The appealing party may submit additional information and/or appear before the committee. The appealing party
will be notified of the date, time, and place the committee will meet at least five (5) days prior to the meeting date.

A final decision will be made by the Committee and sent to the appealing party. The Committee's final decision will
be in writing and include specific references to the Plan provisions on which the decision was based. There is no
further appeal of the Board of Trustees Executive Committee’s final decision.

Appeals should be sent within the prescribed time period as stated above to the following address(es).

Type of Appeal Reason for Appeal Mailing Address

Post-Service Appeal e Claim denial TML Health
PO Box 149190
Austin, TX 78714-9190

e  Retrospective authorization

e  Plan eligibility

Or complete online at
http://tmlhealthbenefits.org

Pre-Service Appeal Pre-authorization of Services UHC Appeals - TML Health/UMR
PO Box 400046
San Antonio, TX 78229
Fax: 512-719-6587

Or complete online at www.umr.com

Time Periods for Making Decisions on Appeals
After our review, we will notify you of the decision within the following timeframes:

®  Pre-authorization Requests: Within a reasonable period of time appropriate to the medical circumstances, but
no later than thirty (30) calendar days after the Plan receives the request for review.

e Urgent/Emergency Pre-authorization Requests: Within seventy-two (72) hours after the Plan receives the
request for review.

®  Post-Service Claims: Within a reasonable period of time, but no later than sixty (60) calendar days after we
receive the request for review. Any additional requested information necessary to complete the review must
be provided to us within the timeline indicated in the appeal response.

Legal Actions

No legal action may be brought against the Plan Administrator or TML Health prior to the expiration of sixty (60)
days after a written request for reimbursement has been furnished to TML Health in accordance with the
requirements of the Plan, and all appeal rights available to the Plan have been exhausted. No such action shall be
brought after the expiration of two (2) years from the date service was incurred. This paragraph shall be applicable
where a medical provider makes a complaint that a prompt payment contract was not followed. Venue for any
dispute arising under the terms of this plan, including but not limited to claims and subrogation disputes or
declaratory judgment actions, shall be in Austin, Travis County, Texas.

Exceptions to exhausting the Plan’s internal appeals process may include, but are not limited to, the following:
1) when the Plan waives an internal appeal;
2) urgent care situations where simultaneous expedited internal and external review may occur;

3) the Plan fails to comply with all requirements of the internal appeals process, except in cases involving violations
that are:

City of Del Rio - Eff. 10/01/20 | Page 12


http://tmlhealthbenefits.org/
http://www.umr.com/

(a) de minimis,
(b) non-prejudicial,
(c) attributable to good cause or matters beyond the Plan’s control,
(d) in the context of an ongoing, good-faith exchange of information, or
(e) not reflective of a practice of non-compliance.
The Plan Administrator and TML Health reserve the right to take any legal action available against a covered

individual to recover expenses incurred by the Plan Administrator or TML Health to defend frivolous lawsuits or
actions brought before all appeal rights have been exhausted.

Privacy and Security of your Health Information

The Health Insurance Portability and Accountability Act (“HIPAA”), found at 45 C.F.R. §164 et seq., requires that we
protect the privacy and security of each individual’s protected health information (“PHI”) through, among other
things, implementation of various physical, technical and administrative safeguards. Our Notice of Privacy Practices
(“NPP”) explains your rights under HIPAA, as well as how we may use and disclose PHI. Please visit
http://tmlhealthbenefits.org/Forms/TML/Privacy.aspx to review TML Health’s NPP, or you may request a paper copy
by calling Customer Care at (800) 282-5385.
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CARE MANAGEMENT FEATURES

This program is included to assist you in making informed health care decisions. Occasionally, proposed health care
or the scheduled length of stay or setting is not an eligible benefit. Please read this provision so that you understand
the admission, continued stay and pre-authorization process and are not faced with a penalty for failure to provide
a pre-authorization request or a denial of benefits for not providing a pre-authorization request. Even when a pre-
authorization request is provided, reimbursement is subject to the terms and conditions of the Plan including, but
not limited to, all plan exclusions and limitations. Providing the required pre-authorization request does not
constitute verification of eligibility for benefits. Pre-authorization is not required when this Plan is not primary.

If Care Management does not receive a pre-authorization request prior to a scheduled service requiring pre-
authorization, claims for benefits for that service will not be considered unless an appeal is filed and benefits
eligibility is reviewed. If the benefits are eligible under the Plan, they will be paid, but the Non-Pre-authorization
Penalty will apply (when applicable).

How the Pre-authorization Process Works
The Twenty-Three (23) Hour Rule

Treatment or Confinement in a Hospital or other medical facility for more than twenty-three (23) hours requires Pre-
authorization.

What is an admission?

When the Hospital or facility submits a claim, the length of time you were in their facility and a designation of
Inpatient, Outpatient, or observation is included. If it appears that you will stay more than twenty-three (23) hours,
a Pre-authorization request for the stay must be provided to Care Management.

Care Management should be called for any inpatient expectant mother admission.

If a newborn baby requires more than Routine nursery care, a Pre-authorization must be provided so that a separate
determination can be issued for the baby. Newborns must be added to the Plan within sixty (60) days of birth in
order to be a Dependent Child of the Employee.

Responsibilities of the Covered Individual

Between the hours of 8:30 AM - 5:00 PM Central time, call Care Management to provide a pre-authorization request
to Care Management prior to any health care service that requires pre-authorization. After hours, Voice Mail records
your pre-authorization request twenty-four (24) hours-a-day and Care Management Intake Staff will return your call
the next business day.

COMPLIANCE WITH PRE-AUTHORIZATION REQUIREMENTS DOES NOT GUARANTY PAYMENT OF ANY CLAIM
RELATED TO THE TREATMENT OR SERVICE FOR WHICH NOTIFICATION WAS PROVIDED.

Pre-authorization Requirements
Pre-authorization enables clinical support and education, such as:

»  Perform pre-op education for the patient and ensure adherence to nationally recognized guidelines in order to
maximize quality and cost efficiency;

»  Facilitate post-op discharge planning to optimize clinical outcomes; and

»  Refer patients to Centers of Excellence.
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Pre-authorization is required for the following admissions and/or procedures:

LATE PRE-
SERVICE PRE-AUTHORIZATION AUTHORIZATION
PENALTY
Inpatient Admissions
Emergency Admissions Twenty-four (24) hours after actual admissjon or by_ 5:_00 $250*
p.m. the next calendar day for weekend/holiday admissions.
e Scheduled Admissions
® |npatient Hospice Care
e Skilled Nursing Facility
¢ Mental health/Substance use disorder Admissions | Prior to scheduled services and must be authorized before $250*
e Mental health/Substance use disorder Day services are rendered to avoid penalty.
Treatment
e Mental health/Substance use disorder Residential | Facility: twenty-four (24) hours after emergency admission
Treatment or by 5:00 p.m. the next calendar day for weekend/holiday.
e Acute Care Hospital/Facility Admissions
e Rehabilitation Facility
e Long Term Care Facility
e Inpatient maternity care that does not result in a
delivery
e Newborns who remain in the hospital after mother is $250*
dis.c.harged (where .con.finement exceeds mother’s Pre-authorization required no later than twenty-four (24)
original pre-authorization approval) hours of mother’s discharge.
¢ Newborns who are admitted to a Neonatal Intensive
Care Unit (NICU)
Twenty-four (24) hours after the forty-eight (48) hours after
Pregnancy/Maternity (Delivery Admission) the delivery, or by 5:00 p.m. on the following day after a $250
e Normal vaginal delivery in excess of forty-eight (48) |, cekend or holiday.
hours . . . . . Twenty-four (24) after the ninety-six (96) hours after delivery,
e Caesarean Section delivery (in excess of ninety-six .
or by 5:00 p.m. on the following day after a weekend or
(96) hours) holiday.
Miscellaneous
o Home Health Care (including infusion therapy)
e Mental health/Substance use disorder Outpatient
Treatment
e Reconstructive Surgical Procedures Prior to services and must be authorized before services are $250
e Physician Home Health Care rendered to avoid penalty.
e Convalescent Nursing Home - Non-custodial Services
® Intraoperative Monitoring (Inpatient and
Outpatient)
® Oncological Medication Treatment
(IV/Injectable/Oral)
e Radiation
* Pain Management (IV) Prior to services and must be authorized before services are
e Medically Necessary Evidence Based rendered to avoid penalty $250
Genetic/Genomic Testing to direct treatment (after
diagnosis has been established)
e Applied Behavior Analysis Therapy (ABAT) for Autism
Spectrum Disorder
e Specialty/Biotech Drugs administered in a clinical No penalty if

setting

Prior to scheduled service and must be authorized before
services are rendered. Specialty/Biotech drugs not pre-
authorized prior to administration will be denied.

approved upon
appeal; $100
copay will apply.
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LATE PRE-
SERVICE PRE-AUTHORIZATION AUTHORIZATION
PENALTY
Durable Medical Equipment (including repairs) for Prior to dispensing/delivery of standard durable medical
purchased equipment equipment in excess of $1,500 per base piece of durable $250
medical equipment
Durable Medical Equipment for rental equipment Prior to dispensing/delivery of standard durable medical
equipment in excess of $500 per monthly rental per base $250
piece of durable medical equipment
Prosthetics and non-foot Orthotics (including Prior to dispensing/delivery of standard prosthetics/non-foot
repairs) orthotics and/or implantable-removable ocular prosthetic
lens in excess of $1,000 $250
Implantable and/or removable ocular prosthetic lens
(including repairs)

* The attending provider and the facility are responsible for the Pre-authorization requirements. Non-compliant providers

will receive the penalty. Unless the Provider’s contract states otherwise, In-Network Providers cannot balance bill a
member for penalties resulting from the lack of Pre-authorization and denied services.

Decisions on Appropriate Care
1. Decision making is based on medical necessity and evidence-based care.

2. There is no financial incentive for decision makers to deny care.

Responsibilities of Care Management

Care Management does not confirm eligibility or benefits for any treatment or service. Upon pre-authorization
request, Care Management will provide the Covered Individual or Provider with contact information to enable the
person to confirm eligibility and benefits with a Customer Care Representative.

What Happens on Treatment in Excess of Twenty-Three (23) Hours?

The covered individual must provide a pre-authorization request to Care Management (800-847-1213) of a
scheduled admission two (2) working days prior to the date of service or within forty-eight (48) hours after an
emergency admission. If the pre-authorization request is made after the above-referenced time frames, a late pre-
authorization penalty will apply (when applicable). Concurrent stay review requirements apply to all inpatient
confinements. Failure to provide a pre-authorization request to Care Management will result in no paid benefits for
related charges.

What Happens if Outpatient Services Go Over the Twenty-Three (23)-Hour Limit?
Outpatient Surgery not on the Outpatient Surgery List

If a pre-authorization request is provided to Care Management within forty-eight (48) hours of an outpatient surgery
that exceeds the twenty-three (23) hour limit, it will be considered an admission, and a late review will be performed.
If the services and the length of stay are eligible benefits, there is no penalty. If the services are determined to be
non-eligible benefits, charges are not covered. If you do not provide a pre-authorization request to Care
Management within forty-eight (48) hours of the admission, the outpatient Late Pre-authorization Penalty will apply
(when applicable). Failure to provide a pre-authorization request to Care Management will result in no paid benefits
for related charges.

Outpatient Surgery on the Outpatient Surgery List

If a pre-authorization request was provided on surgery requiring pre-authorization and unforeseen circumstances
require more than a twenty-three (23) hour stay, the continued stay review process is required. If the length of
continued stay is determined to be inappropriate, charges related to the time for which a pre-authorization request
was not provided will not be a paid benefit. A Late Pre-authorization Penalty will not be applied if prior pre-
authorization was provided.
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Immediate Care (Unscheduled) Medical Admission

If a pre-authorization request is provided to Care Management within forty-eight (48) hours of the admission
requiring immediate care, a pre-authorization penalty will not apply.

Maternity Care

Maternity care means services rendered to treat and maintain a pregnancy that is covered under this plan. Maternity
care includes prenatal visits and testing, delivery of the child, post-partum care, and routine care of the newborn
child while the mother is Hospital confined.

Continued Stay Review

If the Covered Individual’s treatment plan changes, the Healthcare Provider must provide Notification to Care
Management at (800) 847-1213. Care Management will obtain an update on the treatment plan and will conduct a
concurrent review regarding the additional length of stay.

Care Management /Catastrophic Care

Care Management services help you use your benefits wisely during periods of treatment due to serious sickness or
injury. This is done through early identification of the need for Utilization Management for catastrophic cases
(chemotherapy, radiation therapy, transplants, NICU babies, brain injuries, multiple trauma etc.) that require
intensive management. The UM/RNs are responsible for accurate and timely processing of requests for all
events/services.

Disease Management

Our Disease Management Program supports members in all stages of health. This program provides information to
the covered individual regarding healthy lifestyle choices and management of chronic disease states. The program
offers personalized professional coaching to support the healthy lifestyle of change and plan of action. Online tools
and educational material(s) are available to the covered individual. The coaches help members understand the best
ways to manage their condition and assist with adherence to the provider’s treatment plan.

. Asthma (adult and pediatric)

. Chronic Obstructive Pulmonary Disease (COPD)
o Heart Failure

o Coronary Artery Disease

. Diabetes (Type 1 and 2) (adult and peds)

o Hypertension

. Depression
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DESCRIPTION OF PLAN BENEFITS

The following benefits are applicable to each covered individual for Eligible Expenses subject to the terms and
conditions of this Plan. The medical benefits are provided for covered charges while you or your Dependent(s) are
covered under this Plan. All services provided are subject to reasonable and customary charges and average
wholesale pricing as determined by TML Health.

In each calendar year, once the deductible amount has been met, the Plan will pay benefits as stated in the Summary
of Benefits and Coverage. Charges are processed in date order received or upon receipt of all required information.

Benefits payable for hospitalization, certain outpatient surgical procedures and certain other benefits are subject to
pre-authorization requirements. Please refer to the Care Management Section of this booklet.

Deductible Requirements
(Refer to the Summary of Benefits and Coverage.)

A deductible is the amount of covered expenses each covered individual must pay during each year before the plan
will consider expenses for reimbursement. The individual deductible applies separately to each covered individual.

The In-Network and Out-of-Network deductible amounts are separate. The In-Network deductible accumulates to
the Out-of-Network deductible, but the Out-of-Network deductible does not accumulate to the In-Network
deductible. Covered expenses incurred during any calendar year and applied toward satisfaction of a covered family
member’s individual calendar year deductible will be accumulated toward the Family Limit. Once the family
deductible has been satisfied, it will not apply for any other family member’s charges. Other family member’s
charges previously applied to the deductible will not be recalculated. The individual and family calendar year
deductible amounts are shown on the Summary of Benefits and Coverage.

In the event TML Health determines too much deductible has been taken, you will receive a refund for any
overcharged amount in excess of $3.00.

For an Inpatient confinement that continues into a new calendar year, any amounts applied toward the prior
calendar year deductible will also count toward the next calendar year deductible for charges during that
confinement.

Out-of-Pocket Requirements
(Refer to the Summary of Benefits and Coverage.)

Covered charges for eligible benefits that are used toward satisfying the maximum out-of-pocket amount must be
incurred during the calendar year.

The Out-of-Network deductible accumulates to the In-Network out-of-pocket, but the In-Network deductible does
NOT accumulate to the Out-of-Network out-of-pocket. Once covered family members satisfy their family maximum
out-of-pocket during the calendar year, no other family member will be subject to remaining out-of-pocket for the
rest of the year. The Family maximum out-of-pocket is accumulative.

In the event TML Health determines too much out-of-pocket has been taken, you will receive a refund for any
overcharged amount in excess of $3.00.

Reasonable and Customary

The plan will pay up to billed/negotiated charges but not more than the Reasonable and Customary (R&C) rate as
determined by TML Health.
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ELIGIBLE BENEFITS

Charges for Active Employees, Retirees, Dependents of Active Employees, Dependents of eligible Retirees, and
continuation of coverage participants for the following services will be reimbursed by the Plan, subject to the
conditions and/or limitations described in this booklet and the Summary of Benefits and Coverage.

Hospital

Inpatient hospital (See pre-authorization requirements):

1. Semi-Private Room - administratively, room and board charges are allowed up to the rate charged by the
hospital for a Semi-Private Room, unless the hospital bill indicates that the facility does not provide Semi-

Private Rooms. If a Semi-Private Room is available and a private room is accessed, the Plan will allow up to
the cost of a Semi-Private Room rate;

2. intensive care room and board up to the reasonable and customary rate; and
3. ancillary services & supplies.

Inpatient Newborn Care

Charges by a Physician, hospital or health care provider for a newborn will be covered as charges to the mother
subject to the coinsurance shown on the Summary of Benefits and Coverage if the mother is covered by the Plan
and the newborn is discharged within two (2) days of delivery for a vaginal delivery and within four (4) days of
delivery for a cesarean section delivery. The inpatient newborn care benefit includes routine circumcision. If the
mother is not covered and the newborn is enrolled within thirty-one (31) days, the charges will be considered as
charges to the newborn subject to the newborn’s individual deductible and out-of-pocket maximums. Newborns
must be enrolled in the Plan within thirty-one (31) days of birth.

If the newborn is not discharged within two (2) days of delivery for a vaginal delivery or within four (4) days of
delivery for a cesarean section delivery, any charges incurred for the newborn will not be covered unless they are
an eligible expense for the newborn to remain in the hospital. Such charges, if covered on the basis of eligibility for
the newborn will be considered as charges to the newborn subject to the deductible and out-of-pocket maximums.
The newborn must be enrolled within thirty-one (31) days for any charges to be considered.

Outpatient Hospital

Supplies and services provided by the facility on an outpatient basis.

Skilled Nursing Facility — room and board including necessary medical services and supplies. Limited to one hundred
(100) days per calendar year.

Pre-Admission Testing Benefit

The Plan will pay benefits for outpatient x-ray and laboratory tests made within ten (10) days of a scheduled inpatient
hospital confinement. For this benefit to apply, the laboratory tests and x-rays must meet all of the following
requirements:

1. performed in connection with an illness or injury which results in hospital confinement;

2. ordered by the attending Physician; and

3. performed by a healthcare provider accepted by the hospital, (which would otherwise be done while the
covered individual is hospital-confined) and not duplicated when the covered individual is in the hospital.

Facility Outpatient

Ambulatory Surgical Center (ASC) — charges for surgical procedures performed by a Physician including charges
incurred for covered related services and supplies furnished on the day of surgery. If the office or facility does not
meet the definition of an Ambulatory Surgical Center as defined in this book, surgical facility charges will not be
covered. Confinements exceeding forty-eight (48) hours will be considered as inpatient for the purposes of
reimbursement and any observation charges in excess of forty-eight (48) hours will not be eligible benefits unless
extraordinary circumstances for the continued observation status can be established by the Plan.
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Physician

Physician — all benefit-eligible charges for surgery or medical treatment.

Co-Surgeon — when the skills of two (2) or more surgeons, usually with different skills, are required in the
management of a specific surgical procedure in which the surgeons’ separate contributions to the successful

outcome of the procedure are considered to be of equal importance, each surgeon is paid for his or her own
procedure.

Anesthesia — administered by an Anesthesiologist (MD) and/or Certified Registered Nurse Anesthetist (CRNA).

Second Surgical Opinion Benefit — if a covered individual obtains and provides TML Health with a written second
surgical opinion prior to a covered surgical procedure concerning the need for a surgical procedure, then the Eligible
Expenses incurred for the opinion and reasonable and customary charges will be paid per the Summary of Benefits
and Coverage. This benefit does not include any diagnostic tests or x-rays ordered by the Physician making the
second opinion. Such diagnostic tests and x-rays are subject to the deductible and coinsurance.

To qualify for this benefit, a second opinion must be:

1. given within thirty (30) days of the initial recommendation for surgery; and

2. given by a board-certified internist or a board-certified specialist who is not financially associated or affiliated
with the surgeon performing the surgery.

Prescription
(Refer to your Schedule of Prescription Expense Benefits.)
Outpatient Prescription Drugs — are covered when purchased through the prescription drug card program.

Coverage for SpecialtyRx/Biotech Injectable Medication prescriptions that are available through the Pharmacy
Benefit Manager are eligible under the Medical plan if the SpecialtyRx/Biotech Medication (biotech/biosimilar) is
provided by an In-Network provider. Pre-Authorization requirements apply.

If the SpecialtyRx/Biotech Medication is provided by an Out-of-network provider there will not be any benefits
available under the plan.

Prescription drug non-injectable prescriptions purchased outside of the Pharmacy Benefit Manager will not be an
eligible benefit under the Medical Plan other than the Medical Plan Specialty Injectable Benefit mentioned above.

A pre-determination of benefits is required for gene therapy, including the injectable Zolgensma, for the treatment
of spinal muscular atrophy.

Review will be required for all prescriptions that are submitted for payment under the Medical Plan. Prescriptions,
if purchased through the medical plan, are subject to the provider’s contracted fee schedule, network discount,
Average Wholesale Pricing or reasonable and customary charges.

Major Medical

Applied Behavior Analysis Therapy — covered for Dependent Children with an Autism Spectrum Disorder diagnosis;
therapy and follow-up assessment services require Care Management pre-authorization. Refer to the SBC for plan
limits.

Lab & X-ray charges.

Registered Respiratory Therapist (RRT) — charges when specifically prescribed by a Physician as to type and duration
but only to the extent that the therapy is for improvement of bodily function.

Chiropractor (DC) — charges for treatment of an illness or injury by manipulation of the spine and appropriate
treatments.

Nursing Services

1. Registered Nurse (RN), Licensed Practical Nurse (LPN) or Licensed Vocational Nurse (LVN) for professional
nursing services.
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2. Advanced Nurse Practitioner (ANP) for nursing services including charges as an assistant in surgery. If
assisting in surgery the ANP must meet eligibility guidelines.

3. Registered Nurse First Assistant (RNFA) if assisting in surgery. The RNFA must meet eligibility guidelines.

Certified Nurse Midwife (CNM)/Certified Professional Midwife (CPM) — in connection with normal pregnancy and
delivery care.

Lactation Support — comprehensive prenatal and postnatal lactation support, counseling and standard
equipment/non-disposable supplies rental and/or purchase; standard equipment is provided for duration of
breastfeeding.

Occupational, Physical, and Aquatic Therapy — services prescribed and performed by a licensed practitioner to
restore, keep, learn or improve skills and functions for daily living. OT, PT, and AT services are limited to a combined
thirty-six (36) visits per calendar year.

Speech Therapy — services prescribed and performed by a by a licensed practitioner to restore, keep, learn or
improve skills and functions for daily living caused by injury or physical iliness, following surgery or congenital defect.
Outpatient services are limited to twelve (24) visits per calendar year.

Licensed Professional Ambulance — services to the nearest hospital or emergency care facility equipped to treat a
condition requiring immediate care. This does not include transportation for non-emergency medical services.

Artificial Limbs or Prosthetic Appliances — medically necessary new appliances are limited to the lessor of
contractual charge, reasonable and customary fee schedule defined by the plan document or cost of the standard
model as determined by Care Management. This includes the replacement when necessitated by growth due to
maturity of the participant.

Orthopedic Braces — such as an orthopedic appliance used to support, align, or hold bodily parts in a correct position,
crutches, including rigid back, leg or neck braces, casts for treatment of any part of the legs, arms, shoulders, hips or
back; special surgical and back corsets, Physician-prescribed, directed, or applied dressings, bandages, trusses, and
splints which are custom designed for the purpose of assisting the function of a joint. Orthopedic shoes which are a
separable part of a covered brace are not covered unless covered under the Diabetic benefit.

Diabetic Footwear/Shoes — including up to two (2) pairs of therapeutic footwear per year, for the prevention of
complications associated with diabetes.

Custom Molded Foot Orthotics — medically documented physiological change that requires a revised orthotic;
subject to the benefit maximum per the Summary of Benefits and Coverage.

Surgical Sterilization — Voluntary sterilization procedures shall be covered on the same basis as for any other illness.

Refractive Surgery —including but not limited to Radial Keratotomy (RK), Laser Assisted In-Situ Keratomileusis (LASIK)
and Excimer Laser Photorefractive Keratectomy (PRK).

Blood Storage — when in connection with scheduled surgery or procedure covered under the Plan.
Eligible Care — provided during Clinical Trials.
Infertility Diagnostic services.

Telemedicine Services

1. Medical information that is communicated in real-time with the use of interactive audio and video
communications equipment and is between the treating physician and/or a distant physician or health care
specialist with the patient present during the communication.

2. Telemedicine and Telehealth services, which are services by a physician or other licensed healthcare
professional and the patient are not at the same site. Eligible services will include audio/visual evaluation and
management intervention using eligible plan recognized telephone evaluation and management procedure
codes.
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3. Your plan offers contracted telemedicine services through the convenience of phone calls or online, video
consultation. Services may include diagnostic and/or medication management services for many conditions
including allergies, cold and flu symptoms, ear infection, and other minor medical conditions.

Circumcision services and related charges are eligible at any age regardless of diagnosis.

Durable Medical Equipment — standard rentals and purchases that are limited to the lesser of contractual charge,
Reasonable and Customary fee schedule, or cost of standard model items. Charges for the rental of Durable Medical
Equipment in excess of the purchase price are not covered. Refer to the Care Management section above for Pre-
authorization requirements. Replacement of non-warranty equipment, prosthetic, non-foot orthotics, implantable
and/or removable auditory and/or ocular prosthetics will be an eligible benefit if lost, stolen, or damaged beyond
repair in an accident or a natural disaster. Proof of damage or theft will be required. If equipment is worn out,
replacement of equipment will be considered if the equipment exhausts the three-year equipment lifetime
requirement. Physiological and/or technological medical necessity approval will be required for replacement of
equipment prior to the three-year lifetime replacement timeline.

Cardiac Rehabilitation —as a program of clinically supervised exercise designed to strengthen the heart and improve
cardiovascular functioning.
Oral Surgery — limited to the following maxillofacial surgical procedures:

1. The excision of non-dental related neoplasms, including benign tumors and cysts and situations where proper
medical evidence indicates a tumor or cyst is present and all malignant lesions and growths;

The incision and drainage of facial cellulitis;

3. Surgical procedures involving salivary glands and ducts and non-dental related procedures of the accessory
sinuses;

4, Reduction of a dislocation of, excision of, and injection of the temporomandibular joint;

5. Repair or alleviation of damage to sound natural teeth caused solely by accidental bodily injury, other than a
chewing injury, sustained while covered under the Plan and treated within twelve (12) months of the injury;
and

6. Eligible anesthesia, medical professional and facility charges for oral surgery.

Diagnostic Service and Non-surgical Treatment of Temporomandibular Disorders (TMJ) — including treatment for
any jaw joint disorder, TMJ disorder, craniomaxillary or craniomandibular disorder or other conditions of the joint
linking the jawbone and skull is payable for charges limited to:

1. A single examination including a history, physical examination, muscle testing, range of motion measurements
and psychological evaluation, as necessary;

2. Diagnostic x-rays;
Physical therapy of necessary frequency and duration, limited to a multiple modality benefit when more than
one therapeutic procedure is performed on the same date of service;
Therapeutic injections; and

5. Orthotic appliance for therapy utilizing an appliance that does not permanently alter tooth position, jaw
position or the bite. Benefits for appliance therapy are limited to use of a single appliance, including jaw
relations, bite registration, training, office visits, adjustments and repairs.

Orthognathic Surgery, including any appliance, medical or surgical treatment for correction of malocclusion or
protrusion or recession of the mandible or maxilla or maxillary or mandibular hypoplasia or hyperplasia for covered
individuals under age nineteen (19).

Orthomolecular Medicine or Chelation Therapy — for acute metal poisoning.

Lenses —initial removable contact lenses or glasses required following cataract surgery. Standard implantable ocular
prosthetics to treat complex corneal diseases.
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Developmental Delays — charges for medical and surgical expenses for dependent children for the necessary
rehabilitative and habilitative therapies in accordance with an Individualized Family Service Plan issued by the Texas
Interagency Council on Early Childhood Intervention. The Individualized Family Service Plan must be submitted to
TML Health prior to the commencement of services and anytime that the Individualized Family Service Plan is
altered. Covered therapies under this benefit include:

1. occupational therapy evaluation and services;
2. physical therapy evaluations and services;

3. speech therapy evaluations and services; and
4. dietary or nutritional evaluations

After the age of three (3), when the services under the Individualized Family Service Plan are completed, eligible
expenses will only include those services listed as an eligible expense elsewhere under the plan. The Developmental
Delay benefit is only available to age three (3).

Cosmetic Surgery — for eligible benefits in connection with:
1. treatment of an accidental injury which occurred while covered under the Plan; and
2. treatment of a congenital abnormality.

Wig — for oncology related hair loss up to a maximum calendar year benefit.

Prosthetic Bra, Camisole, and Breast Prosthesis — for an oncology-related mastectomy up to a maximum lifetime
benefit of one (1) bra or one (1) camisole and one (1) prosthesis.

Breast Oncology — for evidence-based initial mastectomy/lumpectomy, reconstructive oncology surgery of affected
and non-affected breast. Eligible benefits include the initial non-cosmetic removal and replacement of prosthetics
due to complications. Reconstructive surgery includes tissue expanders, breast implants, nipple reconstruction and
nipple tattooing.

Oophorectomy — evidence-based genetic testing for ovaries with positive results will be required before a
prophylactic oophorectomy will be considered as an eligible benefit.

Cornea Transplant. - A Cornea Transplant is covered as a Major Medical Benefit and not subject to requirements
under the Transplant Benefit as noted in the Transplant Section of this Benefit Booklet.

Infusion Therapy.

Sleep Disorders — The plan covers the treatment sleep disorders including but not limited to sleep apnea or
narcolepsy. The plan limits sleep center evaluations to one per lifetime. Durable medical equipment and office visits
are not subject to the sleep center limit.

Diabetic Self-Management Education, Equipment and Supplies — In addition to these benefits under the Medical

Plan (as shown below), your Prescription plan also provides coverage for diabetic supplies and equipment as shown

on the Prescription Schedule of Benefits. A Prescription is required for equipment and supplies

1. Education provided after the initial diagnosis of diabetes in the care and management of that condition,
including nutritional counseling and proper use of diabetic equipment and diabetic supplies;

2. Additional education authorized on the diagnosis of a Healthcare Provider of a significant change in the
covered individual’s symptoms or condition of diabetes that requires changes in the covered individual’s
self-management regime;

3. Periodic or episodic continuing education when prescribed by an appropriate Healthcare Provider as
warranted by the development of new techniques and treatment for diabetes;
4, Diabetic equipment:
a. Diabetic footwear (limited to two (2) pair per calendar year)
Insulin pumps (external and implantable) to include the associate appurtenances for the pump, which
include:
u Insulin infusion devices,
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- Batteries,

= Skin preparation items,

. Adhesive supplies,

- Infusion sets,

. Insulin cartridges,

= Durable and disposable devices to assist in the injection of insulin

Blood Glucose Monitors (including non-invasive glucose monitors and monitors for the blind)
Test strips for blood glucose monitors

Visual reading and urine test strips and tables for glucose, ketones and protein

Lancets and lancets devices

m o o 0

Injection aids, including devices used to assist with insulin injection and needleless systems

h. Biohazard disposable containers

Genetic/Genomic Testing — medically necessary evidence-based testing to direct treatment (after diagnosis has
been established) and/or maternity related amniocentesis to direct treatment.

Hearing Aids/Appliances — the purchase and repair is covered up to the reasonable and customary Maximum Benefit
indicated on the Summary of Benefits and Coverage. This benefit also includes coverage for hearing aid batteries.

Hearing Exams — the plan will cover hearing exams at the regular plan benefit, when submitted with a non-routine
diagnosis.

Newborn Hearing Screening — to determine hearing loss from birth through the date the child is thirty (30) days old
and necessary diagnostic follow-up care related to the screening test from birth to through the date the child is
twenty-four (24) months of age. The deductible is waived for this benefit.

Preventive/Routine Care Benefit (Calendar Year Biometric Screenings)

The following will be processed for In-Network reimbursement at 100% of In-Network allowable. Out-of-Network
provider-eligible billings will be subject to Reasonable and Customary charges and are subject to the Out-of-Network
deductible and coinsurance. To be considered as an eligible preventive/routine care benefit, the provider’s bill must
designate or outline a routine diagnosis code. These measures represent important areas for quality improvement
by assessing the use of services that are recommendations by the U.S. Preventive Services Task Force (USPSTF) and
other national organizations.

Colorectal Exam Benefit
The following will be processed for In-Network reimbursement at 100% of In-Network allowable. Out-of-Network
provider-eligible billings will be subject to Reasonable and Customary charges and are subject to the Out-of-Network

deductible and coinsurance. To be considered as an eligible preventive/routine care benefit, the provider’s bill must
designate or outline a routine diagnosis code.

This benefit will include routine and diagnostic colorectal examinations.

Colorectal examination - coverage for medically recognized screening examination for the detection of colorectal
cancer. This includes colonoscopy (recommended to be performed every ten (10) years); or a fecal occult blood test
performed annually and a flexible sigmoidoscopy (examination of the large intestine) recommended to be
performed every five (5) years starting at age fifty (50).

Biopsy/polyp removal during preventive colonoscopy plans will be included in the 100% of In-Network allowable
cost. This plan excludes coverage for virtual colonoscopies and colorectal screening using DNA markers (i.e.
Cologuard).

Women's Preventive Health Services

The following will be processed for in-network reimbursement at 100% of the in-network allowable (unless
otherwise specified). The provider’s bill must designate or outline a routine diagnosis code. Out-of-network provider
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eligible billings will be subject to Reasonable and Customary charges and out-of-network deductible and
coinsurances.

Affordable Care Act Benefits

Benefit Medical Plan Prescription Plan
Aspirin, low-dose 81 mg/d as preventive medication after twelve (12) N/A %0
weeks of gestation in women who are at high risk for preeclampsia
Contraceptive management, including patient education and $0 N/A
counseling
Diaphragm (cervical), Hormone Vaginal Ring, Hormone Patch, Cervical N/A %0
Cap, Spermicides, Sponges
Diaphragm (cervical) instruction and fitting fee S0 N/A
Emergency contraceptives N/A SO
Female condoms N/A SO
Female surgical sterilization SO N/A
Folic Acid supplements for women who may become pregnant N/A S0
Implant device $0 $0
Injectable administration fee SO N/A
Injectable contraceptives S0 $0
Insertion and/or removal of contraceptive devices SO N/A
IUD device N $0
Medications for risk reduction of breast cancer in women who are at
increased risk for breast cancer and at low risk for adverse medication N/A S0
effects: Tamoxifen, Raloxifene, anastrazole, and exemestane
Oral contraceptives, generic N/A SO
Over-The-Counter (OTC) contraceptives (contraceptive films, foams, N/A %0
gels)
Permanent Implantable Contraceptive Coil and hysterosalpingography

. " S0 N/A
services related to the fitting
Urine pregnancy test, Urinalysis, Sonogram to detect placement of %0 N/A

device

Adult Preventive/Routine Care Benefits

Abdominal aortic aneurysm one-time screening by ultrasonography in men recommended for ages sixty-seven (67) to
seventy-five (75) who have ever smoked

Anemia screening for asymptomatic pregnant women and children

Annual examination

Aspirin for the primary prevention of cardiovascular disease and colorectal cancer in adults ages fifty (50) to fifty-nine
(59) years who have a 10% or greater ten (10) year cardiovascular risk, are not at increased risk for bleeding, have a
life expectancy of at least ten (10) years, and are willing to take low-dose aspirin daily for at least ten (10) years
(covered under the prescription plan)

Bacteriuria urinary tract or other infection lab screening for pregnant women

Blood pressure screening in adults ages eighteen (18) years or older (included with the office visit)

Bone Density (Osteoporosis) screening for postmenopausal women younger than sixty-five (65) who are at increased
risk of osteoporosis and women sixty-five (65) years and older
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BRCA risk assessment and genetic counseling/testing for women who have family members with breast, ovarian,
tubal, or peritoneal cancer with screening tools designed to identify a family history that may be associated with an
increased risk of having a potentially harmful gene mutation must receive coverage without cost-sharing for genetic
counseling; and, if indicated, testing for harmful BRCA mutations in breast cancer susceptibility genes (BRCA 1 or
BRCA 2)

Chlamydia infection lab screening for all sexually active non-pregnant and pregnant women

Cholesterol lab screening for adults of certain ages or at higher risk

Comprehensive metabolic lab test

Counseling intervention for women at increased risk of perinatal depression (included in the office visit)

Counseling services for alcohol misuse and drug use screening and behavioral counseling interventions to reduce
alcohol misuse for adolescents

Counseling visit to discuss lung cancer screening using low dose CT scans

Depression screening

Diabetes lab screening for abnormal blood glucose as part of cardiovascular risk assessment in adults recommended
for ages forty (40) to seventy (70) years who are overweight or obese

Dietary counseling for members with hyperlipidemia and other known risk factors for cardiovascular and diet-related
chronic disease

Domestic and interpersonal violence screening and counseling for all women

Electrocardiogram (ECG), routine with at least twelve (12) leads, w/interpretation and report

Falls prevention — exercise interventions to prevent falls in community-dwelling adults sixty-five (65) years or older
who are at increased risk for falls (included in office visit)

General Health lab panel

Gestational diabetes lab screening for symptomatic pregnant women after twenty-four (24) weeks of gestation

Gonorrhea lab screening for sexually active women

Hearing screening

Hemoglobin glycosylated lab (HbA1c)

Hepatitis B virus infection lab screening for pregnant women

Hepatitis B virus infection lab screening in persons at high risk for infection

Hepatitis C virus infection lab screening in persons at high risk for infection

HIV and sexually transmitted infection disease counseling

HIV lab screening for all pregnant women

HIV lab screening recommended for everyone ages fifteen (15) to sixty-five (65), and other ages at increased risk

HIV pre-exposure prophylaxis for the prevention of HIV infection (covered under the Prescription Drug Plan)

Human Papillomavirus (HPV) DNA lab testing recommended every three (3) years for women with normal cytology
results, who are age thirty (30) years or older

Hypothyroidism and hyperthyroidism lab screening for adults

Lab screening test for cervical cancer recommended every three (3) years, for women under the age of sixty-five (65)

Lactation counseling, breast pumps, and pump supplies for breastfeeding interventions during pregnancy and after
birth to support breastfeeding. Hospital grade breast pumps are subject to pre-authorization rules.

Lung cancer screening recommended for adults ages fifty-five (55) to eighty (80) at high risk for lung cancer because
they are heavy smokers or have quit in the past fifteen (15) years. Not covered once a person has not smoked for
fifteen (15) years or develops a health problem that substantially limits life expectancy or the ability or willingness to
have curative lung surgery.
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Mammogram screening recommended every one (1) to two (2) years for women beginning at age forty (40)

Maternal depression screening recommended for mothers of infants at one (1), two (2), four (4), and six (6) month
visits

Obesity screening and counseling

Physical examination for the detection of prostate cancer and Prostate Specific Antigen (PSA) lab test recommended
for males who are at least fifty (50) years of age and asymptomatic or at least forty (40) years of age and have a
family history of prostate cancer or another prostate cancer risk factor

Preeclampsia screening in pregnancy by blood pressure measurements (included in office visit)

Rh(D) blood typing and antibody lab testing for pregnant women

Rubella lab screening

Skin cancer counseling for young adults, adolescents, children, and parents of young children about minimizing
exposure to ultraviolet (UV) radiation recommended for everyone ages six (6) months to twenty-four (24) years with
fair skin types to reduce their risk of skin cancer

Statin for the prevention of CVD events and mortality when all of the following criteria are met: 1) they are ages forty
(40) to seventy-five (75) years; 2) they have one (1) or more CVD risk factors (i.e., dyslipidemia, diabetes,
hypertension, or smoking); and 3) they have a calculated ten (10) year risk of a cardiovascular event of 10% or
greater. Identification of dyslipidemia and calculation of ten (10) year CVD event risk requires universal lipids
screening in adults ages forty (40) to seventy-five (75) years (covered under the prescription plan)

Syphilis screening for adults at higher risk and all pregnant women

Tobacco use counseling and interventions. Smoking cessation prescription medication and over-the-counter aids such
as Chantix, Nicorette Gum, Nicotine Replacement Lozenges, Nicotine Replacement Patch, Nicotrol Inhaler, Nicotrol
Nasal Spray; quantity limits apply (six months’ supply per plan year covered under the Prescription Drug Plan).

Tuberculosis screening (TB test)

Urinalysis

Well-woman visit to obtain recommended preventive services

Children’s Preventive/Routine Care Benefits

Autism screening, eighteen (18) and twenty-four (24) months of age

Behavioral assessments recommended for children ages: zero (0) to eleven (11) months, one (1) to four (4) years, five
(5) to ten (10) years, eleven (11) to fourteen (14) years, fifteen (15) to seventeen (17) years

Bilirubin concentration screening for newborn

Blood pressure screening for children ages zero (0) to eleven (11) months, one (1) to four (4) years, five (5) to ten (10)
years, eleven (11) to fourteen (14) years, fifteen (15) to seventeen (17) years (included in office visit)

Blood screening for newborns

Cervical dysplasia screening for sexually active females

Congenital heart defect screening for newborns (included in primary procedure)

Dental screening to assess for dental home and to recommend one if necessary (included in well baby/well child
office visit)

Depression screening in adolescents ages twelve (12) to eighteen (18) years

Developmental screening recommended for children under three (3) years of age

Dyslipidemia for children at higher risk of lipid disorders per recommendations of National Institute of Health

Fluoride supplementation to prevent dental caries for infants and children starting at the age of primary tooth
eruption; fluoride supplementation starting at six (6) months of age for children whose primary water source is
deficient in fluoride; application of topical fluoride varnish to age five (5) of age
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e Gonorrhea prophylactic ocular topical medication (newborns)

e Hearing screening (newborn); and also recommended for children once between eleven (11) and fourteen (14) years,

once between fifteen (15) and seventeen (17) years, and once between eighteen (18) and twenty-one (21) years

e Height, weight, and body mass index (BMI) measurements for children ages: zero (0) to eleven (11) months, one (1)
to four (4) years, five (5) to ten (10) years, eleven (11) to fourteen (14) years, fifteen (15) to seventeen (17) years
(included in well baby/well child office visit)

e Hematocrit or hemoglobin screening for all children

e Hemoglobinopathies or sickle cell disease screening for newborns

e Hypothyroidism screening for newborns

e Iron supplements for asymptomatic children ages six (6) to twelve (12) months (covered under the Prescription Drug

Plan)

e Lead screening for children at risk of exposure

e Medical history for all children throughout development ages: zero (0) to eleven (11) months, one (1) to four (4)
years, five (5) to ten (10) years, eleven (11) to fourteen (14) years, fifteen (15) to seventeen (17) years (included in
well baby/well child office visit)

e Oral health risk assessment for young children ages: zero (0) to eleven (11) months, one (1) to four (4) years, five (5)
to ten (10) years (included in well baby/well child office visit)

e Phenylketonuria (PKU) screening for newborns

e Sexually transmitted infections screening per recommendations in current edition of AAP Red Book: Report of the
Committee on Infectious Diseases

e TB testing for children at higher risk of tuberculosis ages: zero (0) to eleven (11) months, one (1) to four (4) years, five

(5) to ten (10) years, eleven (11) to fourteen (14) years, fifteen (15) to seventeen (17) years

e Tobacco, alcohol, or drug use assessment beginning at age eleven (11)

e Visual Acuity screening for age three (3) through age (4), all other vision screenings children included in well
baby/well child office visit

e Well Baby Care/Well Child Care office visit

Immunizations

The following In-Network eligible immunizations and administrative fees are reimbursable at 100% of the allowable.
Non-mandated childhood immunizations received from an Out-of-Network provider will be subject to Reasonable
and Customary charges and are subject to the Out-of-Network deductible and coinsurance. Allergy injections and
expenses related to routine newborn care are not considered as part of this benefit. To be considered under this
benefit, the provider’s bill must designate a routine diagnosis code. This list is a guideline. Travel vaccinations, for
example, yellow fever, typhoid, dengue, and Japanese encephalitis are eligible benefits under the Medical Benefit
Plan, subject to major medical benefits.

Immunizations/Inoculations
e Diphtheria and Tetanus Toxoids (DT)*

e DtaP Diphtheria, Tetanus Toxoids, and Pertussis*

e Haemophilus Influenzae B (HIB)
e Hepatitis A and Hepatitis B*

e Herpes Zoster

e Human Papillomavirus (HPV)

e Influenza (flu shot)
e Measles, Mumps, Rubella (MMR booster)*

e Meningococcal*
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e Oral Polio*

e Pediarix (Diphtheria and Tetanus Toxoids and Acellular*

e Pertussis Absorbed, Hepatitis B (Recombinant) and Inactivated Poliovirus Vaccine Combined)*

e Pneumococcal (Pneumonia)

e Rotavirus

e Shingles Vaccine (Shingrix only; no age limit)

e Td (Tetanus) booster*

e Varicella Vaccine (Chicken Pox)*

e Any other immunization required by Federal or State law or regulation
* Mandated Childhood Immunization

Detection and Prevention of Osteoporosis

Limit one (1) routine bone density screening per lifetime if the covered individual meets one or more of these
requirements. There is not a limit for screenings submitted with a diagnosis.

It is a postmenopausal woman not receiving estrogen replacement therapy; or
It is an individual with:

vertebral abnormalities,

primary hyperparathyroidism, or

a history of bone fractures, or

An individual who is:

receiving long-term glucocorticoid therapy, or
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being monitored to assess the response to or efficacy of an approved osteoporosis drug therapy.

Hospice Care Benefit
(Please see Pre-authorization requirements)

The Plan will pay for the reasonable and customary charges for hospice care services provided in accordance with a
hospice care program to terminally ill covered individuals. This benefit will include bereavement counseling. Care
Management must receive a pre-authorization request three (3) working days prior to inpatient hospice care
commencement. Hospice care provided in the home does not require pre-authorization.

Hospice care must be established, approved and reviewed in writing by the attending physician and documented by
the attending physician that proper treatment of the disability would otherwise require confinement as an inpatient
in a hospital or Skilled Nursing Facility in the absence of the services and supplies provided by the hospice care
program.

Hospice care charges are paid per the Summary of Benefits and Coverage. These benefits are subject to the
deductible if the hospice stay or services meet all of the following:

1. provided while the terminally ill person is a covered individual;

2. ordered by the supervising Physician as part of the hospice care program;

3. charged for by the hospice care program; and

4, the terminally ill person’s Physician has estimated life expectancy to be six (6) months or less.

Home Health Care Benefit

(Please see pre-authorization requirements)

To be a covered benefit, a home health care plan must be in writing and ordered by the attending Physician. Care
Management must receive a pre-authorization request prior to home health care commencement. Home health
care services will be reviewed as an eligible benefit if the attending Physician states that proper treatment of the
disability would otherwise require confinement as an inpatient in a hospital, Skilled Nursing Facility or rehabilitative
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hospital in the absence of the services and supplies provided as part of the home health care plan and certifies that
the patient is confined to his/her home (homebound). Home health care charges are paid per the Summary of
Benefits and Coverage.

Home health care professional services include charges made by a home health care agency for the following
medically eligible services:

1. skilled nursing care under the supervision of a Physician or registered nurse (RN);

2. certified home health aide services for other than custodial care;

3. rehabilitative therapy and respiratory therapy provided by the home health care agency;

4, social worker to assess and identify community resources; and

5. physician services if the covered individual is homebound and Physician homebound intervention is

appropriate.

Supplies, nutritional counseling (provided by or under the supervision of a registered dietitian), durable medical
equipment, physical therapy, occupational therapy and speech therapy are covered under the Major Medical Benefit
subject to the benefit maximum per the Summary of Benefits and Coverage. If prescription medication is part of the
Home Health Care Plan, please refer to the Prescription Drug Benefit for coverage information.

Transplant Benefit

Transplant services must be performed at an Optum Health Center of Excellence. A list of Optum Health Transplant
Centers of Excellence may be obtained from Care Management at (800) 847-1213.

The plan will pay for covered expenses incurred by you at a designated Optum Health Center of
Excellence/Designated Transplant Center due to an illness or injury.

It is your responsibility to obtain pre-authorization for all transplant-related services. If pre-authorization is not
obtained, benefits may not be payable or may be reduced for such services. The approved transplant and medical
criteria for such transplant must meet evidence-based medical necessity for the medical condition for which the
transplant is recommended. The medical condition must not be an individual plan exclusion.

Eligible Transplant expenses incurred in connection with any organ or tissue transplant will be covered subject to
Care Management approval and Plan limitations. Under this provision, the term Transplant includes the pre-
transplant evaluation, procurement, the transplant itself and one (1) year of post-transplant follow-up care,
excluding outpatient prescription drugs covered elsewhere under the Plan. Eligible Transplant expenses incurred for
harvesting and storage of stem cells for the recipient and the donor will be eligible under the plan.

Transplant benefits are subject to the deductible and coinsurance on the SBC as long as services are provided by an
Optum Health Network physician at an Optum Health Center of Excellence/Designated Transplant Center, and
approved by Care Management.

If you require a transplant, including a bone marrow or stem cell transplant, the cost of organ and tissue acquisition/
procurement from a living human or cadaver will be included as part of your expenses when the donor’s own plan
does not provide coverage for organ and tissue acquisition/procurement. Coverage includes the cost of donor
testing, blood typing, and evaluation to determine if the donor is a suitable match.

Benefits will not be paid if the procedure is an Unproven Medical Procedure or in Phase | and/or Il of clinical trial (as
defined in this booklet), or if it involves an artificial (mechanical) organ or non-human tissue.

Benefits are payable only for approved transplant services, including but not limited to the following transplant
types:

° Kidney;

. Kidney/pancreas;

. Pancreas, if the transplant meets the criteria determined by Care Management;
° Liver;

° Heart;

. Heart/Lung;
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[ Lung;

. Bone marrow or stem cell transplant (allogeneic and autologous), which may include chimeric
antigen receptor T-cell therapy (CAR-T) for certain conditions; and/or
° Small bowel.

A cornea transplant is not covered as a transplant benefit but will be covered as any other Major Medical benefits.

Non-Designated Transplant Center

Organ transplants performed at a Non-OptumHealth/Centers of Excellence/Designated Transplant Center are not
eligible for benefits under this Plan.

Transplant Center

The transplant services must be performed at an Optum Health Centers of Excellence Centers. A list of Optum Health
Transplant Centers of Excellence may be obtained from Care Management.

This benefit will cover charges resulting from organ transplantation for:

1. $15,000 maximum paid per transplant that includes all food, travel and lodging costs for the recipient and an
adult companion (if more than seventy-five (75) miles one way to the designated transplant facility from place
of employment).

2. Travel reimbursement:

a. Private vehicle use will be reimbursed at the maximum allowable amount determined by the Internal
Revenue Service and reimbursement is limited to travel between home and the Transplant Center.
Airfare will be reimbursed at cost.

b. The Plan provides for ground or air transportation of you to and from the pre-transplant evaluation,
organ transplantation, and any other Eligible Benefit or follow-up appointment.

C. The Plan provides for ground or air transportation of each eligible companion to and from the pre-
transplant evaluation, organ transplantation, and any other eligible provider services or follow-up
appointment.

d. food for the covered transplant recipient and eligible companion

e. Receipts will be required for reimbursement and submitted on an Expense Activity Report.
Organ transportation;

Donor medical benefits not covered under the donor’s plan of benefits;

Locating and preserving the tissue for the transplant procedure;
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Fees for maintenance on an organ transplant waiting list.

Transplant travel expenses will be payable for up to twelve (12) months from the date of Transplant while you are
receiving services at the transplant facility.

This plan will pay travel and housing benefits for a non-covered living donor only after any other coverage that the
living donor has is exhausted. The travel expenses covered for the non-living donor will be counted towards the
maximum travel benefit of $15,000.

Transplant Definitions

The following terms are used for the purpose of this Transplant Benefit. Refer to the Definitions section in this
booklet for additional definitions.

Approved Transplant Services means services and supplies for certified Transplants. Such services include, but are
not limited to, Hospital charges, Physician charges, organ and tissue procurement, tissue typing, and Ancillary
Services.
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Designated Transplant Facility means an Optum facility that has agreed to provide Approved Transplant Services
to covered persons pursuant to an agreement with a Transplant provider network or rental network with which
the Plan has a contract.

Non-Designated Transplant Facility means a facility that is not an Optum Centers of Excellence facility which
does not have an agreement with the Transplant provider network with whom the Plan has a contract. This may
include a facility that is listed as an In-Network participating provider.

Organ and Tissue Acquisition/Procurement means the harvesting, preparation, transportation, and storage of
human organ and tissue that is transplanted to a covered person. This includes related medical expenses of a
living donor.

Stem Cell Transplant includes autologous, allogeneic, and syngeneic Transplant of bone marrow and peripheral and
cord blood stem cells and includes chimeric antigen receptor T-cell therapy (CAR-T).

Transplant Exclusions
In addition to the items listed in the General Exclusions section of this Plan booklet, Benefits will NOT be provided for any of
the following:
. Expenses if you donate an organ and/or tissue and the recipient is not an Employee under this Plan
. Expenses for Organ and Tissue Acquisition/Procurement and storage of cord blood, stem cells, or bone
marrow, unless you have been diagnosed with a condition for which there would be Approved
Transplant Services.

. Expenses for any post-transplant complications of the donor, if the donor is not a covered person
under this Plan.

. Expenses for an Unproven Medical Procedure or a Phase | and/or Il clinical trial as defined in this
booklet.

. Expenses that involve an artificial (mechanical) organ or non-human tissue.

. Expenses related to, or for, the purchase of any organ.

Mental Health Conditions

The Plan provides benefits for the treatment of mental health conditions. An order by a court or state agency for
treatment is not an indication of an eligible benefit.

Intensive Outpatient Therapy Program

The program must treat the covered individual for either sixteen (16) hours per week or for four (4), four (4) hour
daily sessions.

Inpatient Benefit

An inpatient confinement requires a pre-authorization request to Care Management. Please see the notification
requirements in the Care Management section.

Alternative Settings Benefit

Residential Treatment requires a pre-authorization to Care Management and is considered an inpatient
confinement. Please see the pre-authorization requirements in the Care Management section. Eligible treatment of
mental health condition while confined in a residential treatment center is subject to the following restrictions:

1. Covered individual must have a mental health condition which would otherwise necessitate hospital
confinement;

2. services must be based on an individual treatment plan; and
providers of services must be properly licensed.
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Day Treatment

Day Treatment requires a pre-authorization request to Care Management. The facility must treat a covered
individual for a minimum of four (4) hours in any twenty-four (24) hour period and a minimum of five (5) days per
week. The attending Physician must document that such treatment is in lieu of hospitalization. Please see pre-
authorization requirements in the Care Management section.

Serious Mental Health lliness

Expenses incurred by you for treatment of “Serious Mental Health lliness” are payable as any other illness. The term
“Serious Mental Iliness” means the following mental health conditions as defined by the American Psychiatric
Association in the latest version of the Diagnostic and Statistical Manual (DSM):

1. Schizophrenia;

Paranoid and other psychotic disorders;

Bipolar disorders (mixed, manic, depressive, and hypomanic);
Major Depressive disorders (single episode or recurrent);
Schizo-affective disorders (bipolar or depressive);

Obsessive Compulsive disorders (OCD); and

Depression in childhood and adolescence.

NounbkwnN

Substance Use Disorder Benefit

The plan provides benefits for the treatment of substance use disorder conditions. Expenses for the treatment of
substance use disorder conditions are considered the same as any other illness. In addition, expenses for the
treatment of substance use disorder have a lifetime maximum of one (1) treatment series. An order by a court or
state agency for mental health treatment is not an indication of an eligible benefit.

Outpatient Benefit

The Plan will reimburse charges for individual visits or group therapy sessions for the eligible treatment of substance
use disorder.

Intensive Outpatient Therapy Program

Intensive outpatient therapy individual visits or group sessions for the eligible treatment of substance use disorder.
The program must treat the covered individual for either sixteen (16) hours per week or for four (4), four (4) hour
daily sessions.

Inpatient Benefit

An inpatient confinement requires a pre-authorization request to Care Management. Please see the pre-
authorization requirements in the Care Management section. The Plan will cover inpatient charges for the eligible
treatment of substance use disorder.

Alternative Settings Benefit

Residential Treatment requires a pre-authorization request to Care Management and is considered an inpatient
confinement. Please see the pre-authorization requirements in the Care Management section. The Plan will cover
the eligible treatment of substance use disorder while confined in a residential treatment center, subject to the
following restrictions:

1. Covered individual must have a mental health condition which would otherwise necessitate hospital
confinement;

2. services must be based on an individual treatment plan; and
3. providers of services must be properly licensed.

Day Treatment

Day Treatment requires a pre-authorization request to Care Management. The facility must treat a covered
individual for a minimum of four (4) hours in any twenty-four (24) hour period and a minimum of five (5) days per
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week. The attending Physician must document that such treatment is in lieu of hospitalization. Please see the Care
Management section.

Claims from Foreign Providers

Claims for charges incurred as a result of travel outside of the United States or its territories specifically to receive
medical treatment are covered unless otherwise specifically excluded under this Plan. The claims must be submitted
in English and will be processed according to the same guidelines and limitations as claims submitted by providers
inside the United States. In addition, the plan will not assign benefits to foreign providers and payment will not
exceed the allowable that would have been eligible is services were rendered in the United States.
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GENERAL EXCLUSIONS OR LIMITATIONS

No benefits shall be payable under any part of this Plan with respect to any charges:

1.

10.

11.

12.
13.
14.
15.
16.

17.

18.

19.

20.

21.

22.
23.

for which a covered individual is not financially responsible or are submitted only because medical coverage
exists or for discounts for which the covered individual is not responsible, including but not limited to
independent and preferred provider discounts;

for services not eligible for diagnosis or treatment of an illness or injury unless covered as part of the
Preventive Care Benefit or listed as an Eligible Expense;

for treatment of any injury or illness for which the covered individual is not under the regular care of a
Physician or does not follow the attending Physician’s treatment plan;

for expenses applied under this Plan toward satisfaction of any deductibles, copayments, coinsurance or
access charge;

in excess of reasonable and customary for services and supplies;

for treatment of any injury, illness or disability, resulting from or sustained as a result of being engaged in a
felonious act as defined by Texas law regardless of whether arrested, indicted or convicted;

for treatment of any injury, illness or disability resulting from or sustained as a result of war or act of war,
declared or undeclared;

for treatment of injuries resulting from covered individual’s participation in a riot or insurrection;

for treatment of any illness, injury or disability reimbursement, which could have been available if pursued
under benefits for Workers’ Compensation whether or not the employer is a subscriber or non-subscriber in
a Workers’ Compensation Program and whether or not the injured person could have been lawfully covered
by workers’ compensation as a volunteer. In applying this exclusion, work on the covered individual’s family
farm or ranch is not considered an employment arrangement;

for eyeglasses or contact lenses, orthoptics or vision therapy. The plan does however provide benefits for
Refractive Surgery;

incurred in connection with remedying a condition by means of cosmetic surgery unless otherwise specifically
covered under this plan;

for vocational evaluation, rehabilitation or retraining;

for custodial care or maintenance care;

for private duty nursing charges, except when covered for extended care;

for any services furnished by any institution providing primarily convalescent or custodial care;

for repair and maintenance or replacement of Durable Medical Equipment unless identified as an eligible
benefit;

for home health care expenses that are for:

a. custodial care;
b. transportation services; or
C. any period during which the covered individual is not under the continuing care of Physician;

for sex therapy, outpatient group family therapy, marriage counseling or any other social services unless
otherwise specified;

connected with the treatment of infertility and assisted reproductive technology including but not limited to
artificial, in-vitro, embryo transfer and insemination or any surgical procedure for the inducement of
pregnancy;

for elective abortions for covered individuals except in the case of incest, rape or situations which are life
threatening to the mother;

for services related to intersex surgery (transsexual operations or gender reassignment) and any resulting
complications;

for surgical procedures to reverse sterilization;
for expenses related to a surrogate pregnancy;
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24,

25.
26.

27.
28.

29.

30.
31.

32.

33.

34.

35.

36.
37.
38.
39.

40.

41.

for personal comfort, convenience or safety items; including but not limited to, the purchase or rental of
telephones; televisions; guest meals or cots; orthopedic mattresses; allergy-free pillows, blankets and/or
mattress covers; non-hospital adjustable beds; waterbeds; structural changes to a house including tub rails
and portable or fixed shower benches; purchase, rental or modification of motorized transportation
equipment, manual or electronic lifts; elevators; escalators; or ramps;

for air purification, humidifying, cooling or heating equipment;

for exercising equipment, vibratory equipment, swimming or therapy pools, health club memberships,
massage therapy or hippo therapy;

incurred in connection with acupuncture or acupressure;

for educational testing, educational therapy, hypnosis, biofeedback, recreational therapy or any behavior
modification (except for Applied Behavior Analysis for Autism Spectrum Disorder related diagnosis) and
learning disability therapy. Diabetic education and nutritional education are covered per the Summary of
Benefits and Coverage;

Charges for any services or supplies for treatment of obesity, morbid obesity, or weight control counseling.
The Plan does not pay for the treatment of or surgical procedures for obesity, morbid obesity, or weight
control counseling at any time even if there is a separate medical condition exists which is aggravated by the
obesity and is not being controlled by another treatment;

for spinography or thermography;

for treatment of nicotine addiction or for any treatment, service or supply incurred or any therapy or training
designed to curb or alleviate a personal habit (except as covered under the Prescription plan);

for treatment of the temporomandibular (TMJ) (jaw) joint or jaw-related neuromuscular conditions not listed
as an Eligible Expense. Surgical treatment or non-diagnostic services related to TMJ are not covered under
this Plan;

for care or treatment to the teeth, alveolar processes, gingival tissue, or for malocclusion and/or dental
implants;

for any Orthognathic surgery, including any appliance, medical or surgical treatment for correction of
malocclusion or protrusion or recession of the mandible or maxilla or maxillary or mandibular hypoplasia or
hyperplasia for covered individuals age nineteen (19) or older;

for any drug therapy or health procedures meeting the definition of an Unproven Medical Procedure as
defined in this booklet;

for cosmetic hair loss treatment;
for wigs, except when oncology related, up to the Plan maximum;
for drugs labeled: "Caution - limited by Federal law to investigational use" or for unproven drugs;

for drugs and medicines lawfully obtainable without a Physician’s prescription (even if prescribed by a
Physician or unless otherwise specifically covered as an eligible expense under the Medical Plan) including but
not limited to vitamins, cosmetics, dietary supplements, over-the-counter home tests, sublingual allergy
drops and/or homeopathic/alternative remedies, nutritional formulas used as food replacement. (This plan
will cover nutritional formulas for treatment of persons with inborn errors of metabolism when it is
determined by Care Management to be an eligible benefit);

for prescription drugs, supplies and equipment dispensed on an outpatient basis by a physician which are
covered under a prescription drug program (including copayments and any required payment differentials
between generic and brand name drugs) unless they are dispensed by a Specialty Rx provider or unless
otherwise specifically covered as an eligible expense under the Medical plan.

for services rendered by any of the following relatives related to the covered individual by blood or marriage:
a. spouse;

b parent(s), stepparent(s) or parent(s)-in-law;

c children or children-in-law;

d. brother(s) or brother(s)-in-law;
e

sister(s) or sister(s)-in-law;
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42.

43.

44,
45.
46.

47.

48.
49.
50.

51.

52.
53.
54.
55.
56.

57.

f. grandparent(s) or grandparent(s)-in-law;

g. grandchildren or grandchildren-in-law;

h. aunt(s) or uncle(s) or aunt(s)- or uncle(s)-in-law;

for whole blood that is replaced and/or donated by or for the covered individual (does not exclude
administration and blood storage);

for claims submitted by the Employee or provider more than twelve (12) months from the date the expense
was incurred, unless it was not reasonably possible to furnish the information within the filing deadline as
determined by TML Health, or within ninety (90) days after a non-compensable claim decision is made by
Workers’ Compensation, whichever is later. Determination of reasonably possible is at the sole discretion of
TML Health;

for the purchase or repair of hearing aids or hearing aid batteries in excess of the Maximum Benefit;
for cryotherapy machine to deliver cold therapy for home use;

for expenses for treatment of conditions specifically excluded by the plan and for treatment or conditions
incurred as a result of, or due to complications of a non-covered expense whether medically eligible or not
incurred initially and as a result of complications due to a non-covered benefit under the Plan;

for splints or bandages provided by a Physician in a non-hospital setting or purchased "over the counter" for
support of strains and sprains or non-custom-molded foot orthotics;

for treatment of developmental delays, except as listed as an Eligible Benefit;
for medications purchased in a foreign country if purchased for non-immediate services;

for charges incurred as a result of travel outside of the United States or its territories specifically to receive
medical treatment, unless otherwise specifically covered under this Plan (this exclusion does not apply to
charges incurred in Mexico);

for services, surgeries, medication, penile prosthetic implants, devices (including external), and/or supplies
relating to the lifestyle treatment of erectile or sexual dysfunction, inadequacy, impotence and/or decreased
libido;

for employer-mandated immunizations, medical services or medical testing;

for missed appointment fees or for acquisition of medical records;

for virtual colonoscopies;

for expenses that exceed (in scope, duration or intensity) that level of care which is needed;

for services or treatments that are excluded under any part of this Plan or that are not listed as covered
expenses;

Any services or supplies not specifically defined as Eligible Expenses in this Plan.
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DATES OF ELIGIBILITY AND COVERAGE

Enrollment Requirements

The names, unique identification number (or social security number), sexes and birth dates of all persons in a family
enrolling in the Plan will be provided to the Plan Administrator on an enrollment form or a change form signed and
dated by the Employee and Employer and received by TML Health.

Any person enrolling after the Employee’s initial enrollment period may only enroll during the Plan’s Open
Enrollment period or within thirty-one (31) days of a Qualifying Event.

Employee Eligibility and Coverage

Employees must enroll for coverage within their initial enrollment period. The Employee’s initial enrollment period
is anytime during the thirty (30) day waiting period. An Employee’s coverage will be effective on the first of the
month following satisfaction of the thirty (30)-day waiting period, subject to all other eligibility and enrollment
requirements of this Plan.

Upon timely enrollment, coverage will begin the later of:
1. the date you became an Active Employee working at least twenty (20) hours per week; or

2. the date you complete the employment waiting period of thirty (30) days as an Active Employee.

Employees must be enrolled within the initial enrollment period, a qualifying event or wait until the next Open
Enrollment period. During the Open Enroliment period, changes in enrollment may occur without a Qualifying Event.
Coverage will become effective on the date of the Qualifying Event.

If the new hire employee enrollment information and/or the Open Enrollment information is not received within the
designated plan document guidelines, the employee may not be enrolled. A late enrollment will only be eligible
coverage during the Plan’s annual open enrollment, within thirty-one (31) days of a Qualifying Event.

If an Employee qualifies as both an Employee and a dependent, such person may only be covered as an Employee.
If a person who is covered under the Plan changes status from an Employee to a dependent, or from a dependent
to an Employee and is continuously covered under this Plan before, during and after the change in status, credit will
be given for deductibles and all amount will be applied to maximums.

Dependents

Existing eligible Dependents must be enrolled within the Employee’s initial enrollment period. Dependents acquired
after the Employee’s eligibility date must be enrolled within thirty-one (31) days of the date acquired. Your
Dependents will be eligible for dependent coverage on the later of:

1. the date you become covered; or

2. on the date Dependent is added as a result of a Qualifying Event, as approved by the Plan Administrator.

Any person enrolling after the Employee’s initial enrollment period may only enroll during the Plan’s Open
Enrollment period or within thirty-one (31) days of a Qualifying Event.

If both husband and wife are Employees, their children may only be covered under the husband or the wife, but not
both.

The Plan Sponsor may request written proof of the eligibility of any dependent other than a spouse or natural child.
In special circumstances, TML Health, in its discretion, may request written proof that a spouse or natural child is an
eligible Dependent. These requests are to verify eligibility and to determine if this Plan is primary or secondary. Proof
of a properly filed declaration of informal marriage may be necessary for an informal marriage to be recognized by
the Plan.
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Retirees

A Retired Employee who meets the Plan’s definition of “Retired Employee” may continue Medical and Dental
coverage under this Plan. Eligible dependents of a Retired Employee are also eligible to continue coverage.

Upon retirement, Retired Employees may only continue coverage that they had in place on the day immediately
preceding their retirement date. For example: If the employee has employee only medical coverage on the day prior
to retirement, they may not elect dental coverage or dependent medical coverage upon retirement. In addition,
Retired Employees may only cover dependents that were on the Plan at the time of the employee’s Retirement.
Retirees are not permitted to add or change dependent coverage at the time of retirement or thereafter, except as
the result of a Qualifying Event.

The City will continue to pay for the entire contribution amount for Medical coverage for the Retired Employee.
Retired Employees are responsible for the entire contribution amount for dependent Medical coverage and for any
dental coverage that they elect for themselves or their eligible dependents. The entire Contribution Amount is due
on the 1st of each month for the coverage period, and coverage will terminate retro-actively if at any time the
Contribution Amount is more than sixty (60) days past due.

The Plan’s definition of “Retired Employee” means:

1. Upon retirement, the employee is at least age sixty-two (62) and has at least twenty-five (25) years of service
with the City at the time of their retirement; or

2. Upon retirement the employee is older than sixty-two (62) and the combination of their age and years of
service with the City equal eighty-seven (87) or more.

Retirees will be allowed to continue coverage until the end of the month in which they reach age sixty-five (65) or
they become eligible for Medicare or Medicaid, whichever occurs first. At which time, the retiree and their
dependents will no longer be eligible for coverage under this Plan. When the retiree is no longer eligible, any
dependents covered under the Plan may elect to continue coverage under the COBRA provision, subject to the
limitations of COBRA.

Active Duty Reservists

Active duty reservists or guard members and their covered Dependents can maintain eligibility on the Plan for up to
twenty-four (24) months as prescribed by and subject to the terms and conditions of the Uniformed Services
Employment and Reemployment Rights Act (USERRA). The date on which the person’s absence begins is the
qualifying event for COBRA to be offered to the reservist or guard member.

If a firefighter or police officer is called to active duty for any period, the employing municipality must continue to
maintain any health, dental or life coverage received on the date the firefighter or police officer was called to active
military duty until the municipality receives written instructions from the firefighter or police officer to change or
discontinue the coverage. Such instruction shall be provided no later than sixty (60) days following the Qualify Event.
If no such instruction is given, then coverage will terminate on the sixty-first (61%) day which shall then become the
Qualifying Event for COBRA purposes. Eligibility will meet or exceed requirements of USERRA and/or regulatory
compliance.

In administering this coverage, the Plan will follow the time guidelines of COBRA under 42 U.S.C.A. 300bb-1 et seq.
To qualify for this coverage, the Employee must give written notice to the Employer within sixty (60) days of the
qualifying event. The Employer must notify TML Health that an Employee has been called to active duty and submit
a copy of the Member’s Active Reservist Policy.

Under 38 USCA § 4316, an employee who is called for military leave may have rights to COBRA for up to twenty-four
(24) months and a right to reemployment once he/she is discharged from active military service.

If the Employee will be on active duty for thirty-one (31) days or less, the Employer will keep the Employee on the
plan with no change in coverage. If the Employee will be on active duty for more than thirty-one (31) days, the
Employer will notify TML Health of the qualifying event and submit a copy of the employee’s written order for call
to duty.

The Employer must notify TML Health by sending a Qualifying Event Notice and mark the qualifying event “Called to
Active Duty.” and attach a copy of the employee’s written order for the call to duty.
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Section 143.072, Texas Local Government Code may require an employer to “continue to maintain” coverage on a
police officer or firefighter while he/she is on military leave if the employer has adopted civil service requirements
and the leave has been approved by the Firefighters’ and Police Officers’ Civil Service Commission. This section only
applies if the employer meets the requirements of Chapter 143 of that Code, including having a population of ten
thousand (10,000) or more and voted to adopt the applicable provisions of the law.

For the Employee to return to the Employer’s plan and continue their benefits with no waiting period, the Employee
must return to work within the time period required by state and federal law for such return. The additional 2% of
contribution is not charged for an Employee called to active duty.

Newborn Children

If you acquire a newborn child, an enrollment form for the newborn for Dependent coverage must be completed
and received by TML Health within thirty-one (31) days of the birth. Coverage for the newborn will be effective on
the date of the birth. The fact that you have other dependent children or a spouse covered does not automatically
extend coverage to a newborn.

Qualifying Events

During the plan year, certain qualifying events will permit an Employee to add a Dependent(s) other than during
Open Enrollment. Documentation must be submitted when requested. Qualifying Events are applicable only if the
covered individual had prior healthcare coverage, except for birth and adoption of a child. These qualifying events
are as follows:

1. marriage;
2. birth or adoption of a child;
3. becoming eligible for Medicaid or State Children's Health Insurance Program (SCHIP) assistance with payment

for coverage under this Plan;

4, loss of coverage, due to loss of eligibility, under Medicaid or the SCHIP;

5. loss of coverage due to termination of a spouse’s employment;

6. loss of coverage because your spouse changes from full-time to part-time employment;

7. loss of coverage because your spouse takes an unpaid leave of absence;

8. loss of coverage because a dependent no longer meets the Patient Protection and Affordability Act’s
definition of a full time equivalent employee: thirty (30) hours a week, one hundred thirty (130) hours a month
and/or one hundred twenty (120) seasonal days a year for employers with fifty (50) or more employees; or

9. significant change in the cost or coverage of your spouse’s health plan.*

*Significant change means the cost of the spouse’s health coverage increases by at least 10%.

Employees must enroll the eligible Dependent(s) within thirty-one (31) days of the Qualifying Event (sixty (60) days
if the qualifying event is the loss of coverage under Medicaid or SCHIP or becoming eligible for payment assistance
under Medicaid or SCHIP) or wait until the next Open Enrollment period. The Dependent with the Qualifying Event
is not the only individual who can be enrolled as a result of the Qualifying Event.

A Dependent child is not a Late Enrollee if the child:

1. was covered under Medicaid or the State Children's Health Insurance Program (SCHIP) at the time
the child was eligible to enroll;

2. the child has lost coverage or eligibility under Medicaid or SCHIP; and

the request for enrollment is made not later than the sixtieth (60" ) day after the date on which coverage
under Medicaid or SCHIP terminates.
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Other Issues Affecting Eligibility and Coverage

Changes Requiring Notification

The following events may affect dependent coverage. You are required to notify the City of Del Rio in these events:
marriage;

birth or adoption of a child;

divorce of the Covered Employee;

death of the Covered Employee;

a Dependent reaches age twenty-six (26); or

ok wWwNRE

a Dependent is no longer eligible.

You must notify your employer if you wish to voluntarily drop Dependent coverage. Once a dependent has been
dropped, he or she cannot be added to the plan until the next open enrollment period or a qualifying event occurs.
Forms for reporting these changes are available from your employer.

Mentally or Physically Handicapped Children

If a child of a covered individual reaches twenty-six (26) years of age (at which time coverage would normally
terminate) but the child is mentally or physically incapable of supporting themselves and primarily dependent upon
you for support, coverage may be continued. You must submit satisfactory proof of the child's incapacity to TML
Health within thirty-one (31) days of the date the child reaches age twenty-six (26). Coverage may continue for such
child as long as the incapacity continues, subject to payment of the required contribution and all other terms of the
Plan.

The Plan or TML Health may require satisfactory proof of the continued incapacity. The Plan or TML Health may have
a physician examine the child or may request proof to confirm the incapacity, but not more often than once a year.
If you fail to submit proof when reasonably required or refuse to allow the Plan or TML Health to have the child
examined, then coverage for the child will terminate.
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TERMINATION DATE OF COVERAGE

The Plan excludes payment for any service of any type incurred after coverage ends. For information concerning
your right to continuation of medical coverage, please refer to the sections in the booklet on COBRA.

Employee Coverage

Coverage will terminate on the earliest of:

1. The last day that employment terminates, whether voluntary or due to gross misconduct;
2. the date the covered individual ceases to be an active, full-time employee;

3. the date the group benefit Plan terminates; or

4, the date your Employer is no longer participating under this Plan.

Employee Dependent Coverage

Coverage will terminate on the earliest of:

The last day that the employee’s employment terminates, whether voluntary or due to gross misconduct;
the date the covered individual (employee) ceases to be an active, full-time employee;

the date a Dependent no longer meets the definition of Dependent under this Plan;

the date the group benefit Plan terminates;

the date the Employer is no longer participating under this Plan; or
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the date dependent coverage is voluntarily dropped.

Coverage for a Dependent cannot extend beyond the date coverage for the active benefit eligible Employee ends,
unless required by Section 615.071 of Chapter 615 of the Government Code for survivors of certain peace officers
killed in the line of duty. Section 615.075(c) requires that the survivor must give the employer notice of election to
purchase coverage within one hundred and eighty (180) days of the decedent’s death.

Retiree Coverage
Coverage will terminate on the earliest of:

1. the date you no longer meet the Plan’s definition of a retiree;

2. the end of the month that the retiree becomes eligible for Medicare or Medicaid;

3. the end of the month for which the last contribution amount was received from the retiree;
4. the date the group benefit Plan terminates; or

5. the date the Employer is no longer participating under this Plan.

Retiree Dependent Coverage

Coverage will terminate on the earliest of:

the date the Retiree no longer meets the Plan’s definition of a retiree;

the date the Dependent no longer meets the Plan’s definition of Dependent.
the date the group benefit Plan terminates;

the end of the month for which the last contribution amount was received;

the date the Employer is no longer participating under this Plan; or
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the date dependent coverage is voluntarily dropped.

Dependents of Retiree’s are not eligible to remain on the plan, even after the Retiree is no longer eligible.
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COBRA

Coverage will terminate on the earliest of:

1.

2.
3.
4

the end of the month you voluntarily drop coverage;
the last day for which any required COBRA contribution is made;
the date the required period of COBRA expires;

the date you become covered under another group plan that does not reduce benefits due to a pre-existing
condition. If you were covered by another health plan before electing COBRA, including Medicare (under Part
A, Part B, or Part C), coverage under that plan does not affect your eligibility for COBRA,;

the date you become entitled to Medicare; or

the date the former Employer no longer provides group medical coverage to any other Employees.
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CONSOLIDATED OMNIBUS BUDGET RECONCILIATION ACT (COBRA) RIGHTS

Introduction

You are receiving this notice because you have recently become covered under a group health plan (the Plan). This
notice contains important information about your right to COBRA, which is a temporary extension of coverage under
the Plan, as well as information about other health coverage alternatives that may be available to your through the
Health Insurance Marketplace. This notice generally explains when it may become available to you and your family,
and what you need to do to protect the right to receive it.

The right to COBRA was created by a federal law, the Consolidated Omnibus Budget Reconciliation Act of 1985
(COBRA). COBRA 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 review the Plan book or contact TML Health, PO Box149190, Austin, Texas 78714-
9190, or by telephone at (800) 282-5385.

What is COBRA?

COBRA is a continuation of Plan coverage 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 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 may be required to pay depending on the policy of your employer.

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

1. Your hours of employment are reduced; or

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

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

Your spouse dies;

Your spouse’s hours of employment are reduced;

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

Your spouse becomes entitled to Medicare benefits (under Part A, Part B, or both); or
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You become divorced or legally separated from your spouse.

Your dependent children will become qualified beneficiaries if they lose coverage under the Plan because any of the
following qualifying events happens:

The parent-employee dies;

The parent-employee’s hours of employment are reduced;

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

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

The parents become divorced or legally separated; or

o Uk wN PR

The child stops being eligible for coverage under the Plan as a “dependent child.”

Any decision of whether an Employee was terminated because of gross misconduct will be made by the Employer.
The Employer may not change its decision on whether or not a termination was for gross misconduct later than the
forty-fifth (45%") day after the date employment terminated or the date a COBRA election notice was mailed to the
employee, whichever is earlier. Any determination of gross misconduct shall be based on events that occurred prior
to the termination of employment.

Sometimes, filing a proceeding in bankruptcy under Title Il of the United States Code can be a qualifying event. If a
proceeding in bankruptcy is filed with respect to your employer and the bankruptcy results in the loss of any retired
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employee covered under the Plan, the retired employee will become a qualified beneficiary with respect to the
bankruptcy. The retired employee’s spouse, surviving spouse and dependent children will also become qualified
beneficiaries if bankruptcy results in the loss of their coverage under the Plan.

There may be other coverage options for you and your family through the Health Insurance Marketplace. In the
Marketplace, you could be eligible for a new kind of tax credit that lowers your monthly premiums right away, and
you can see that your premium, deductibles, and out-of-pocket costs will be before you make a decision to enroll.
Being eligible for COBRA does not limit your eligibility for coverage for a tax credit through the marketplace.
Additionally, you may qualify for a special enrollment opportunity for another group health plan for which you are
eligible (such as a spouse’s plan), even if the plan generally does not accept late enrollees, if you request your
enrollment within thirty (30) days.

When is COBRA available?

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

You must give notice of some Qualifying Events

For the other qualifying events (divorce or legal separation of the employee and spouse or a dependent child’s losing
eligibility for coverage as a dependent child), you must notify the Plan Administrator within sixty (60) days after the
qualifying event occurs. The Plan Administrator will provide this notice to: TML Health, PO Box 149190, Austin, Texas
78714-9190, or by phone at (800) 282-5385.

How is COBRA provided?

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

COBRA is a temporary continuation of coverage. When the qualifying event is the death of the employee, the
employee’s becoming entitled to Medicare benefits (Part A, Part B, or both), your divorce or legal separation, or a
dependent child’s losing eligibility as a dependent child, COBRA can last up to a total of thirty-six (36) months. When
the qualifying event is the end of the employment or reduction of the employee’s hours of employment, and the
employee became entitled to Medicare benefits less than eighteen (18) months before the qualifying event, COBRA
for qualified beneficiaries other than the employee lasts until thirty-six (36) months after the date of Medicare
entitlement. For example, if a covered employee becomes entitled to Medicare eight (8) months before the date on
which his employment terminates, COBRA for his spouse and children can last up to thirty-six (36) months after the
date of Medicare entitlement, which is equal to twenty-eight (28) months after the date of the qualifying event
(thirty-six (36) months minus eight (8) months). Otherwise, when the qualifying event is the end of employment or
reduction of the employee’s hours of employment, COBRA generally last for only up to a total of eighteen (18)
months. There are three (3) ways in which this eighteen (18) month period of COBRA can be extended.

Active Duty Reservists

If covered by the plan as an employee at the time of call to active duty, active duty reservists or guard members and
their covered dependents can maintain eligibility on the Plan for up to twenty-four (24) months as prescribed by and
subject to the terms and conditions of the Uniformed Services Employment and Reemployment Rights Act (USERRA).
The date on which the person’s absence begins is the qualifying event for COBRA to be offered to the reservist or
guard member.

If a firefighter or police officer is called to active duty for any period, the employer must continue to maintain any
health, dental, or life coverage received on the date the firefighter or police officer was called to active military duty
until the employer receives written instructions from the firefighter or police officer to change or discontinue the
coverage. Such instruction shall be provided no later than sixty (60) days following the Qualifying Event. If no such
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instruction is given, then coverage will terminate on the sixty-first (61%) day, which shall then become the Qualifying
Event for COBRA purposes. Eligibility will meet or exceed requirements of USERRA and/or regulatory compliance.

In administering this coverage, TML Health (COBRA Coordinator), will follow the time guidelines of COBRA under 42
U.S.C.A.300bb-1 et seq. To qualify for this coverage, the employee must give written notice to the employer within
sixty (60) days of the qualifying event. The employer member must notify TML Health that an employee has been
called to active duty and submit a copy of the employer member’s active reservist policy to TML Health.

Disability extension of COBRA

If you or anyone in your family covered under the Plan is determined by the Social Security Administration to be
disabled and you notify the Plan Sponsor in a timely fashion, you and your entire family may be entitled to receive
up to an additional eleven (11) months of COBRA for a total maximum of twenty-nine (29) months.

The disability must start at some time before the sixtieth (60t") day of COBRA and must last at least until the end of
the eighteen (18) or twenty-four (24) month period of COBRA. You may contact TML Health about a disability
determination at PO Box 149190, Austin, Texas 78714-9190 or by telephone at (800) 282-5385.

Second Qualifying Event extension of COBRA

If your family experiences another qualifying event while receiving eighteen (18) or twenty-four (24) months of
COBRA, The spouse and dependent children in your family may get up to eighteen (18) additional months of COBRA,
for a maximum of thirty-six (36) months, if notice of the second qualifying event is properly given to the Plan. This
extension may be available to the spouse and any dependent children receiving COBRA if the employee or former
employee dies, becomes entitled to Medicare benefits (Part A, Part B, or both) or gets divorced or legally separated,
of if the dependent child stops being eligible under the Plan as a dependent child, but only if the event would have
caused the spouse or dependent child to lose coverage under the Plan had the first qualifying event not occurred.

If you have questions

Questions concerning your Plan or your COBRA rights should be addressed to the contact or contacts identified
below. State and local government employees seeking more information about their rights under COBRA, the Health
Insurance Portability and Accountability Act (HIPAA) and other laws affecting group health plans, can contact the
U.S. Department of Health and Human Services’ Centers for Medicare and Medicaid Services at:

e  https://www.cms.gov/CCIIO/Programs-and-Initiatives/Other-Insurance-Protections/cobra_fact sheet.html; or

e  https://www.cms.gov/CCIIO/Resources/Forms-Reports-and-Other-Resources/index.htmI#COBRA

Keep Your Plan Informed of Address Changes

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

Plan Sponsor Contact Information

City of Del Rio
109 W. Broadway St.
Del Rio, Texas 78840
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COORDINATION OF BENEFITS

Once a claim or potential claim for benefits has been submitted and there are indications that another source of
payment may exist, TML Health will request further information to confirm or deny the existence of other coverage.
A claim is not considered to be complete until all the information needed by TML Health to make this determination
has been received. TML Health has the authority to determine the form, content and timing of the submission of
such information and to resolve any questions with regard to those requirements. This provision is designed to
prevent the double payment of medical expenses for the same illness or injury and to manage the high cost of
medical coverage by seeking reimbursement from other sources.

Coordination of Benefits (COB)

When you and/or your dependents are covered under more than one group health plan, the combined benefits
payable by this plan and all other plans will not exceed 100% of the eligible expense incurred by the individual. The
plan assuming primary payor status will determine benefits first without regard to benefits provided under any other
group health plan.

When this plan is the secondary payor or the covered individual accesses benefits through active employee status
elsewhere, it will reimburse, subject to all plan provisions, the balance of remaining eligible expenses, not to exceed
normal plan liability if this plan had been primary.

For example:

e Charge = $100 (deductible already satisfied)
e The Plan’s Allowable Amount = $100

®  Primary Carrier Payment = $75

e The Plan’s Payment = $25

For purposes of coordination, eligible expense means and reasonable and customary charge considered in part or
full by this plan.

Definitions for the Purpose of COB

Closed Panel Plan

A plan that provides Benefits primarily in the form of services through a panel of providers that have contracts with,
or are employed by the plan, and excludes coverage for services provided by other providers, except in the case of
an emergency or referral by a panel member.

Custodial Parent
The parent awarded custody by a court decree or, in the absence of a court decree, is the parent with whom the
Child resides more than one half of the Calendar Year excluding any temporary visitation.

Other Plan
Other Plan means any of the following arrangements that provide medical benefits or services:

insurance or any arrangement of benefits for groups;

individual plans that offer medical and hospitalization coverage that qualifies as minimum essential
coverage under 26 USC 5000A(f)(1). This would exclude limited reimbursement policies such as
supplemental policies under 26 USC 5000A(f)(3);

prepayment coverage or any coverage toward the cost of which any employer makes Contributions;
a labor-management plan, union welfare plan, employer organization plan, or employee organization plan;
any governmental program or coverage required by statute;

Dependent-ineligible employer-sponsored healthcare benefits; or

No ukuw

non-motor vehicle coverage for expenses due to accidental bodily Injury or disease to the extent to which
payment as a settlement, judgement, or otherwise is made by any person or their insurers without regard to
whether or not liability is admitted.
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Other plan does not mean any of the following arrangements that provide medical benefits or services:

disability income protection coverage;

Workers’ Compensation coverage;

Hospital Confinement indemnity coverage or other fixed indemnity coverage;

specified disease coverage;

supplemental benefit coverage;

accident-only coverage (including school accident-type coverage);

benefits provided in long-term care insurance contracts for non-medical services or for contracts that pay
a fixed daily benefit without regard to expenses Incurred or the receipt of services;

Medicare supplement policies;

9. astate plan under Medicaid; or

10. a governmental plan that by law provides benefits that are in excess of those of any private insurance
plan or other non-governmental plan.

Noukwne

o

Primary
A plan that pays eligible expenses without regard to the existence of any other Plans.

Secondary
A plan that coordinates payments so that the total payments from all plans shall not exceed 100% of this Plan’s
allowable eligible benefit.

Application

TML Health will determine which plan is primary and which plan is secondary. The other plan will always be primary
if that plan has no coordination or integration provision. When this Plan is primary, it will pay benefits as if it were
the only plan. When this Plan is secondary or the covered individual accesses benefits through active employee
status elsewhere, it will pay a reduced benefit, which when added to the benefits paid by all other plans, will not
exceed 100% of the total eligible expense covered by this Plan. An itemized bill and an Explanation of Benefits (EOB)
from the primary plan must be provided to the secondary plan to review for payment.

Special Rules

If both plans have a coordination or integration provision, the primary and the secondary plan will be determined
according to the following rules:

R WE PAY PRIMARY WE PAY SECONDARY
WHEN... WHEN...
RULE 1 ¢ Non-Dependent/Dependent: Active or former We will pay secondary to a
The benefits of the plan that covers you as an Actively- Employee on COBRA of Spouse’s orDependent
At-Work Employee are primary to benefits accessed as a our Plan Child’s Employer’splan
Dependent.
RULE 2A  Dependent Child/Parents, (natural or adoptive), are marriedorare 1.Natural or adoptive 1.Natural or adoptive
livingtogether,whetherornottheyhaveever been married: parentisan Employee parent is an Employee
. X L of our Plan and covered by our Plan
1. The benefits of the plan of the parent whose birthday falls earlier in a birthday falls earlier in il BT e ki
Calendar Year are determined before those of the plan of the parent the year; and in the year;and

whose birthday falls later in that Calendar Year;
2.1f parents share the 2.If parents share the
2. If both parents have the same birthday, the plan which has covered one same birthday, our Plan same birthday, our Plan

has covered the
parent for the longest
period of time

parent for the longer period of time will be primary. has covered the parent
for the shortest period

of time
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RULE2B DependentChild/Parents, (naturaloradoptive),are divorced or
separated or not living together, whether or not they have ever been
married:

1. Dependent Child covered under both parents’ group health plans. If a
court decree states both parents have responsibility for the
healthcare expenses or healthcare coverage: the benefits of the plan
of the parent whose birthday falls earlier in a Calendar Year are
determined before those of the plan of the parent whose birthday
falls laterin that CalendarYear;

2. If both parents have the same birthday, the plan which has covered one
parent for the longer period of time will be primary.

RULE 2B ¢ Dependent Child/Parents, (natural or adoptive), are divorced or
separated or not living together, whether or not they have ever been married:

If a court decree states that the parents have joint custody without
specifying that one parent has responsibility for the healthcare expenses or
healthcare coverage of the Dependent Child, rule 2a will determine the
order of benefits.

WE PAY PRIMARY

WHEN...

. Natural or adoptive

parent is anEmployee
covered by our Plan
and birthday falls
earlierintheyear; and

. If parents share the

same birthday, our Plan
has covered the parent
for the longest period of
time

. Natural or adoptive

parent is anEmployee
covered by our Plan
and birthday falls
earlierintheyear; and

. If parents share the

same birthday, our Plan
has covered the parent
for the longest period of
time

WE PAY SECONDARY
WHEN...

. Natural or adoptive

parent is an Employee
covered by our Plan and
birthday fallslater in the
year;and

. If parents share the

same birthday, our Plan
has covered the parent
for the shortest period
of time

. Natural or adoptive

parent is an Employee
covered by our Plan and
birthday fallslater in the
year;and

. If parents share the

same birthday, our Plan
has covered the parent
for the shortest period
oftime

OurPlanhascoveredthe
Dependent Childforthe
shortest period oftime

OurPlanhascoveredthe
Dependent Childforthe
longest period of time

RULE 2B ¢ Dependent Child/Parents, (natural or adoptive), are divorced or
separated or not living together, whether or not they have ever been married:

1. Dependent Child covered under both parents’ group health plans and if
the court decree expires due to Dependent Child’s age, the order of
benefits for the Child are as follows:

a. The plan that has covered the Child for the longest period of time
isprimary.

RULE 2B ¢ Dependent Child/Parents, (natural or adoptive), are divorced or
separated or not living together, whether or not they have ever been married:

1. If there is no court decree allocating responsibility for the
Dependent Child’s healthcare expenses or healthcare coverage, and
the Child is under the age of nineteen (19) years, the order of Benefits
for the Child is as follows:

a. The plan covering the custodial parent;
b. The plan covering the spouse of the custodial parent;

C. The plan covering the non-custodial parent; and then

d. The plan covering the Spouse of the non-custodial parent.

1. Employee of our Planis
the custodial parent;or

2. Employee of our Plan
is the custodial
stepparent (where
custodial parent does
not cover the
Dependent Child); or

3. Employee of ourPlan is
the non-custodial
parent (where
custodial parent or
stepparent does not
cover the Dependent
Child)
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custodial stepparent,
non-custodial parent
or non-custodial
stepparent; or

. Employee of non-TML

Health plan is either the
non-custodial parent or
non-custodial
stepparent; or

. Employee of non-TML

Health plan is thenon-
custodial stepparent



RULE2B e Ifthereisnocourtdecreeallocatingresponsibilityfor the Dependent
Child’s healthcare expenses or healthcare coverage, and the Dependent Child
attains the age of nineteen (19) years, the order of benefits for the Child are as
follows:

The plan that has covered the Dependent Child for the longest period
of time is primary.

RULE 2B e Individual covered asaDependent Child under a natural,
adoptive, or stepparent plan and also covered as a
DependentunderaSpouse’splan.Theorderofbenefitswillbe determined
by the following:

The plan that has covered the Dependent Child for the longest period
of time is primary.
RULE 3 e Actively-At-Work /Inactive Employee:

The benefits of the plan that covers you as an Actively-At-Work
Employeewhoisneitherlaidoffnorretiredaredeterminedbefore those of
aplanwhichcoversyouasalaid offEmployee orRetiree.

Thesamewould hold trueifyouwere a Dependent ofanActively- At-Work
Employee and also a Dependent of a Retiree or laid off employee. Ifthe

otherplandoesnothavethisrule,andif,asaresult, theplansdonotagreeon
theorderofthebenefits, thisparagraph does notapply.

RULE 4 « COBRA:

1. If a person has coverage provided under COBRA pursuant to
federal or state law and is also covered under another plan, the
following shall be the order of benefit determination:

a. First, the benefits of a plan that coversyou as an Employee, a
Member, or a subscriber (or as a Dependent of an Employee,
member, orsubscriber);

b. Second, the benefits under COBRA;
2. This rule does not apply if rule 1 determines the order of benefits;

3. Ifthe other plan does not have this rule, and if, as a result, the Plans do
not agree on the order of benefits, this paragraph does not apply.

RULE 5

If none of the above rules determine the order of benefits, then the plan that
has covered you for the longest period of time is primary.

WE PAY PRIMARY

WHEN...

OurPlanhascoveredthe
Dependent Childforthe
longest period oftime

OurPlanhascoveredthe
Dependent Childforthe
longest period oftime

OurPlanistheActively- At-
WorkEmployeePlan

OurPlanistheActively- At-
WorkEmployeePlan

Our Plan has covered you
for the longest period of
time

WE PAY SECONDARY
WHEN...

OurPlanhascoveredthe
Dependent Childforthe
shortest period oftime

OurPlanhascoveredthe
Dependent Childforthe
shortest period oftime

Our Plan is the Retiree Plan
(for the same person who is
an Actively-At- Work
Employee under another
plan)

Our Plan is the COBRA Plan
(for the same person who is
an Actively-At- Work
Employee under another
plan)

Our Plan has covered you
for the shortest period of
time

When a primary plan is a Qualified High Deductible/HSA Health Plan, Coordination of Benefits as the

secondary carrier will occur after the IRS minimum Deductible has been satisfied.
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Facility of Payment

A payment made under another plan may include an amount that should have been paid under the Plan. If it does,
the Plan will pay its full liability for services, and any overpayments received from another plan must be reimbursed
directly back to the other plan.

Recovery of COB Overpayments

If the amount of the payments made by the Plan for COB administration is more than it should have paid under this
COB provision, it will recover the excess from one or more of the persons it has paid or for whom it has paid; or any
other person or organization that may be responsible for the benefits or services provided for you. The “amount of
the payments made” includes the reasonable cash value of any benefits provided in the form of services.

Third Party Liability

This section applies to you if you:

1. are injured either in an accident, regardless of who is at fault;

2. become ill, through the act or omission of another person, company or business and recover money from any

source, you must reimburse the Plan for the benefits provided by the Plan whether or not the third party has
admitted liability.

For injuries from accidents on or after January 1, 2014, TML Health shall be subject to Chapter 140 of the Texas Civil
Practices and Remedies Code.

“Payments” as used in this section shall mean the proceeds of any payment, settlement, judgement, or other
remuneration paid by any person or entity other than under the Plan. “Responsible Third Party” as used in this
section shall mean any person who is alleged to have caused or contributed in any way to causing the harm for which
recovery of damages is sought.

Subrogation

If the Plan has paid Eligible Benefits on your behalf, for expenses related to an Iliness or Injury caused by an act or
omission of a Responsible Third Party, and you receive Payments from the Responsible Third Party related to that
Iliness or Injury, the Plan is subrogated to all of your rights of recovery, meaning the Plan must be paid back 100% of
what it paid on your behalf for the related medical expenses.

Right of Recovery

If the Plan provides a Benefit for an Employee that exceeds the amount that should have been paid, the Plan may
require that the overpayment be returned when requested, or reduce a future Benefit payment for you or your
Dependent by the amount of the overpayment. In short, if we paid when we shouldn’t have, we have the right to be
paid back.

Assignment

If we have paid healthcare expenses related to Employee’s Iliness or Injury caused by a Responsible Third Party, the
Employee’s claim against that Responsible Third Party is assigned to us. No Employee may assign, waive,
compromise, or settle any rights or causes of action, without our written consent.

Reimbursement

We have the right to be reimbursed for the Eligible Benefits provided to an Employee. If an Employee does not
reimburse us from the Payments, we are entitled to reduce current or future Eligible Benefits payable to or on behalf
of that Employee until we are fully reimbursed.

Plan’s Actions

To protect our interest, we may, among other things: place a lien on a Responsible Third Party or Employee; file a
lawsuit on our own or on an Employee’s behalf; and/or cease payment for Eligible Benefits. An Employee’s failure
to cooperate with the Plan is considered a violation of the Plan. We have the right to: terminate Eligible Benefits,
deny future Eligible Benefits, take legal action against an Employee, and/or set off from any future Eligible Benefits.
You agree to include the Plan’s name as a co-payee on all Payments from Responsible Parties. The fact that we do
not assert or invoke these rights until after your settlement or other disposition of a dispute, or you have received
Payments as full or partial satisfaction of your losses, shall not relieve you of your obligation to reimburse us in full.
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Obligations of the Employee to the Plan
If you may have a claim against a third party (including any insurance company) as a result of lliness or Injury, you
must:

e Advise us immediately;

e Fill out and submit an Accident/Injury Questionnaire and fully cooperate with us to provide information
regarding your lliness or Injury (including anticipated future Treatment related to the Injury/lliness);

e Produce all documentation requested, including medical authorizations, correspondence, demands,
reports, and insurance adjuster information, non-privileged litigation documents, and/or any other
documentation provided to or received from Responsible Third Parties;

e  Fully cooperate with the Plan in the prosecution of a claim;

e Agree on behalf of yourself and on behalf of any minor Children to allow us to obtain and share your medical
information, necessary to investigate, pursue, sue, compromise, and/or settle the above-described claims;

e Obtain consent of the Plan before settling any claim or suit, including relating to any non-medical elements
of damages, or releasing any party from liability for our payment of medical expenses resulting from your
Injury or lliness; and

e Hold any Payment you receive as a result of your Injury or Illiness from any Responsible Third Party in trust
for our benefit until we have been repaid.

Nothing in these provisions requires us to pursue your claim against any Responsible Third Party.

Miscellaneous

The Plan has the authority and discretion to resolve all disputes regarding the interpretation of the language stated
herein. The Plan’s rights of subrogation, lien, recovery, assignment, or reimbursement as set forth herein will not be
affected, reduced, or eliminated by the “made whole doctrine” and/or any other equitable doctrine or law which
requires that the Employee be “made whole” before the Plan is reimbursed. The Plan will not be responsible for any
expenses, fees, costs, or other monies incurred by the attorney for the Employee and/or his or her beneficiaries. In
the event that any section of these provisions is considered invalid or illegal for any reason, said invalidity or illegality
shall not affect the remaining sections of the Plan. The Plan shall be construed and enforced as if such invalid or
illegal sections had never been inserted in the plan. The rights expressed in this document in favor of the Plan are
cumulative and do not exclude any other rights or remedies available at law or in equity to the Plan or anyone
connected with the Plan.

Wrongful Death/Survivorship Claims

In the event that the Employee dies as a result of his or her Injuries and a wrongful death or survivorship claim is
asserted, the Employee’s obligations become the obligations of the Employee’s wrongful death beneficiaries, heirs,
and estate.

Non-Exclusive Rights

By Enrolling in the Plan, you agree to abide by the provisions in one (1) through ten (10) following this paragraph.
We may suspend payment of claims for the Injury or Iliness based on the amount of the claim, indication of other
insurance, indication there may be another source to pay for the medical services required as a result of the Injury
or lliness, or evidence that the claim may not be covered because it is work-related.

As an additional assurance, payment of the claim(s), and future claims relating to the Injury or Illiness will only resume
if you:

1. provide any and all information requested by us;

2. agree in writing not to settle damages whether by legal action, settlement, or otherwise until after consulting
with us to determine the full and potential medical charges;

3. agree that should you settle for damages as a result of an Injury/lliness with a Responsible Third Party, prior

to securing such written permission, we are relieved of any liability for medical Benefits now or in the future
resulting from the Injury/lliness;
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4. agree that we may provide any medical bills or payment information related to the Injury/lliness to your
attorney, any insurer, or any other person who will be reimbursing us for medical Benefits;

5. agree in writing to reimburse us immediately upon collection of damages whether by legal action, settlement,
or otherwise including, but not limited to, uninsured motorist, underinsured motorist, no-fault, personal
injury protection, or medical payments coverage that is in the name of, paid for, or payable by you or a non-
immediate family member;

6. agree in writing that venue for all subrogation disputes shall be in Travis County, Texas;

7. agree in writing to provide us with a copy of any settlement agreement relating to this Injury/lliness if
requested;

8. agree to cooperate fully with us in asserting our rights. This means you must supply us with all information

and sign and return all documents reasonably necessary to carry out our right to recover from the Responsible
Third Party any Benefits paid under the Plan which are subject to this provision; and

9. agree in writing to all provisions of the Plan.

Automobile/Homeowners Liability and/or Medical Payments Insurance Benefits

Benefits payable under the Plan may be adjusted by us for any insurance benefits available for medical benefits,
including no-fault, medical payments, personal injury protection, or uninsured motorist coverage if the coverage for
such medical benefits is in the name of, paid for, or payable by a non-immediate family member whether or not any
party has admitted liability.

Overpayment Provisions
Right of Offset

If we make any payment on your behalf exceeding the amount needed to satisfy our obligation under the terms of
the Plan, then we reserve the right to offset the overpayment against future Benefits otherwise payable to you or a
provider.

In other words, if we overpay on your behalf, we may reduce the amount we pay for future claims until we have
made up the amount we overpaid.

Facility of Payment
When another plan makes a payment, which should have been made under the Plan, we reserve the right to decide:
1. whether or not to reimburse the organization making the payment; and

2. the amount to be paid in order to satisfy the intent of this provision.
Any such payment made by us will fulfill our responsibility in the amount paid.

Fraudulent or Erroneous Billing

We reserve the right to conduct our own investigation of any person or organization suspected of filing fraudulent
claims and to turn over its findings to an authorized governmental agency or department for further investigation
and/or prosecution.
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Coordination with Medicare
Medicare is a federal health insurance program for people age sixty-five (65) or older and certain disabled individuals
provided by Title XVIII of the Social Security Act, as amended.

Full Medicare Coverage is coverage under both Part "A" (Hospital Insurance) and Part "B" (Medical Insurance). If a
person is eligible for premium free Part "A", that person will be deemed to have full Medicare coverage, even if they
have not enrolled in Part "B". No benefits are payable if the person is enrolled in Part "C" (Medicare + Choice).

Who will pay first or primary usually depends on work status and the size of the Employer.

Status Age Primary Plan
Active 65+ Employer
Spouse of Active EE 65+ Employer
Spouse <65 Employer

There are special rules for people with permanent kidney failure and persons under sixty-five (65) who have
Medicare because of a disability.

If the Plan is primary, the normal benefits payable under the Plan will be paid without regard to Medicare. If
Medicare is primary, the combined total payable by full Medicare coverage and the Plan will not exceed the normal
benefit payable by the Plan.

If Medicare coverage is due to End Stage Renal Disease (ESRD), the order of payment shall be determined by
applicable federal regulations.

TML Health will determine which plan is primary. The determination is based on the status of the covered individual
on the date expenses are incurred.

Even if a person does not enroll for full Medicare coverage or make due claim for Medicare benefits, TML Health will
calculate the benefits which would have been paid by full Medicare coverage (see chart above) and adjust the Plan
benefits payable accordingly to the Medicare allowed amount.

In cases where a provider has opted out of Medicare where neither the provider nor the beneficiary receives any
reimbursement from Medicare, TML Health will calculate the benefits which would have been paid by Medicare
coverage (see chart above), accordingly to the Medicare allowed amount.

TML Health submits electronic eligibility information to Medicare as required by law and secondary payor
regulations.

End Stage Renal Disease (ESRD) Benefit Determination

Claims received for renal dialysis will be paid on the basis of the Medicare Reimbursable rates using the most current
RBRVS Schedule.
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DEFINITIONS

These terms define words that may be used in the Plan Booklet/Document. These definitions shall not be construed
to provide coverage under any benefit unless specifically provided.

ACCIDENTAL INJURY — A traumatic bodily injury defined as to time and place sustained independently of all other
causes by outside event, external force or due to exposure to the elements.

ACTIVE EMPLOYEE - Is an employee who works and is paid by the employer for at least thirty (30) hours per week
or is accessing vacation, sick, personal, paid time off, or paid/unpaid Family Medical Leave Act of 1993 (FMLA) and
is receiving the same benefits as all other employees. Persons who are receiving long or short term disability
payments or workers’ compensation income benefits are not otherwise on the payroll of the employer are not active
employees, nor do those benefits accrue toward the thirty (30) hour requirement.

In order for any form of leave that is not accrued on a weekly, monthly, annual or other periodic basis to be
considered as vacation, sick, personal, or paid time off leave under the previous paragraph, the employer’s leave
policy must be (1) in writing and (2) available uniformly to all employees. This non-accruing leave shall include but
not be limited to sick pool leave, catastrophic leave, disability leave, non-FMLA medical leave, workers'
compensation injury leave, and emergency leave.

A Family Medical Leave Act (FMLA) certification shall extend the period of coverage for active employee(s) when the
FMLA documentation is provided in writing within thirty (30) days of the certification and one hundred and twenty
(120) days of the beginning date of the FMLA leave.

ADOLESCENT DEPENDENT - An individual thirteen (13) to attained age of eighteen (18) years of age whose
disabilities of minority have not been removed by marriage or judicial decree.

AMBULATORY SURGICAL CENTER (ASC) — A distinct entity that operates exclusively for the purpose of furnishing
outpatient surgical services to patients. An ASC is either independent or operated by a hospital (i.e. under the
common ownership, licensure or control of a hospital and/or physician), and must be licensed and/or either Joint
Commission for the Accreditation of Healthcare Organizations (JCAHO) accredited, Accreditation Association for
Ambulatory Health Care (AAAHC) accredited, or accredited by another organization and/or Medicare approved to
operate as a Ambulatory Surgery Center.

AMENDMENT — A formal document adopted by the Employer (Plan Sponsor) changing the provisions of the Plan.
Amendments apply to all covered individuals, including those persons who are covered before the amendment
becomes effective, unless otherwise specified.

Applied Behavior Analysis (ABA) Therapy

A process of applying interventions that are based on the principles of learning to systematically teach new skills and
generalize behaviors to new environments or situations.

AQUATIC THERAPY - Services prescribed and performed by a licensed practitioner to restore, keep, learn or improve
skills and functions for daily living.

Autism Spectrum Disorder

A group of biologically based neurodevelopmental disorders characterized by impairments in two major domains:
1) deficits in social communication and social interaction and 2) restricted repetitive patterns of behavior, interests,
and activities.

BENEFIT — The amount payable by the Plan for eligible expenses.
COINSURANCE — The percentage of eligible expenses payable by the Plan after deductible and copay.

BIRTHING CENTER - A free-standing facility licensed to provide for normal labor and delivery and that employs either
a staff obstetrician or certified Nurse-Midwife with an obstetrician consultant.

CALENDAR YEAR — A period of twelve (12) consecutive months beginning 12:01 a.m. on January 1 and ending at
midnight, December 31.
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CARDIAC REHABILITATION — A program of clinically supervised exercise designed to strengthen the heart and
improve cardiovascular functioning. A Cardiac Rehabilitation program is designed for patients who have experienced
a serious cardiac event and whose recovery would benefit from cardiovascular exercise, but the covered individual
cannot currently engage in unsupervised exercise without a clear risk to their health.

CARE MANAGEMENT SERVICES - A system that includes Pre-authorization, Concurrent Review, discharge planning,
retrospective review of healthcare services, and case management for complex medical conditions. Care
Management Services does not include elective requests for clarification of coverage.

CLINICAL TRIALS — Clinical trials are controlled scientific studies designed to assess the effectiveness of procedures,

drugs and devices. Typically, clinical trials are performed after a treatment shows promise during limited testing.

1. Phase | Trials — Medical researchers test the drug with a small group of people to discover its metabolic and
pharmacologic actions in humans, as well as its safety, dosage and side effects. They also test the impact of
increasing doses and early evidence of effectiveness. This trial may include healthy participants or patients.

2. Phase Il Trials — This stage is a controlled clinical study that evaluates the effectiveness of the drug for a
particular indication or indications in patients with the condition under study. During this stage, researchers
test the new drug with a slightly larger group of people (100 to 300) to collect more information about its
common short-term side effects, efficacy and risks.

3. Phase lll Trials — The third stage expands controlled and uncontrolled trials after preliminary evidence suggests
the effectiveness of the drug has been determined. Its purpose is to gather more information to evaluate the
overall risk — benefit of the drug and provide a satisfactory basis for physician labeling. Researchers give the
drug to an even bigger group (between 1000 to 3000 people) monitor its use, compare it to other treatments
and further ensure its safety.

4, Phase IV Trials — Post marketing studies to identify additional uses for an FDA approved medication. The
studies also identify the drug’s risks, benefits and optimal use.

5. Well Conducted Clinical Trials — Trials in which two or more treatments are compared to each other, and the
patient or provider is not allowed to choose which treatment is received.

COINSURANCE — The percentage of eligible expenses payable by the Plan after deductible and copay.
CONFINEMENT - Recognized as Treatment in an Inpatient setting accessing Inpatient care.

CONTRIBUTION — The amount payable by the Employer, the amount payable by the Employee, or the amount
payable by the Employer/Employee jointly for participation in the benefits of the Plan.

COORDINATION OF BENEFITS - A provision establishing an order in which plans pay their claims and permitting
secondary plans to reduce their Benefits so that the combined benefits of all plans do not exceed total allowable
expenses.

COPAY - A specified amount that is the covered individual’s responsibility to pay to a health care provider. Copays
are usually connected with specific benefits and may be in addition to or in lieu of the Plan deductible.

CONCURRENT REVIEW — A service provided by Care Management to review the necessity of continued treatment.
COVERED EMPLOYEE — An Employee who is eligible for coverage and who has enrolled in the Plan.

COVERED EXPENSE — See Eligible Expense.

COVERED INDIVIDUAL — An Employee, Retiree or Dependent who is eligible and has enrolled in the Plan.
CRYOTHERAPY — Cold therapy used to reduce pain and swelling after an injury or surgery.

CUSTODIAL CARE — Care to meet personal needs and daily living activity needs of an individual that could be provided
by persons without professional skills, training or a license.
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DAY TREATMENT — A mental health or Substance use disorder treatment facility that meets all of the following
requirements:

1. provides treatment for individuals suffering from acute mental health disorders and/or Substance use
disorder in a structured program using individual treatment plans with specific attainable goals and objectives
appropriate for the covered individual;

2. clinically supervised by a Physician who is certified in psychiatry by the American Board of Psychiatry and
Neurology; and

3. accredited by the Program for Mental health Facilities and is licensed by the Joint Commission for
Accreditation of Healthcare Organizations (JCAHO) or is a community health center, health center or day
treatment center which furnishes health services subject to the approval of the Department of Mental Health.

DEDUCTIBLE - Eligible Expenses in a given calendar year, which are the responsibility of the Employee before
benefits become payable by this Plan.
A dentist, dental hygienist, physician or nurse as those terms are specifically defined in this section.

DENTAL HYGIENIST — A person who:
o is licensed to practice dental hygiene; and

o works under the direct control and supervision of a dentist.

DENTIST — A person acting within the scope of his/her license, holding the degree of Doctor of Medicine (MD), Doctor
of Dental Surgery (DDS) or Doctor of Dental Medicine (DMD), and who is legally entitled to practice dentistry in all
its branches under the laws of the state or jurisdiction where the services are rendered.

DEPENDENT — Means one or more of the following person(s):

1. An Employee’s lawful Spouse (marriage certificate or a signed affidavit of common law marriage may be
required).

2. An eligible child of a Covered Employee. The term child shall include a natural child, legally adopted child,
foster child, stepchild, or grandchild. A child will also include a child who is required to be covered by the
Employee by a Qualified Medical Child Support Order.

3. An eligible child may be covered from birth to the end of the calendar month in which he/she reaches age
twenty-six (26).

4. An eligible child may be covered past age twenty-six (26) provided the child is totally disabled as defined
herein. Proof of these criteria must be furnished the Plan within thirty-one (31) days of the child’s twenty-
sixth (26™) birthday or when requested at any time thereafter.

5. An eligible grandchild who is a dependent of the covered employee for federal income tax purposes
at the time application for coverage of the child is made. Grandchildren who are not financially
dependent upon the covered employee upon time of enrollment, regardless of age, will not be
eligible under the plan.

6. Excluded as dependents are:
a. Any person(s) legally separated or divorced from a Covered Individual: or
b. any person(s) on active Military duty for any country, except to the extent required by applicable law;
or
C. or any person(s) who fails to meet any of the eligibility criteria.
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If a child is, on the date such child’s coverage would otherwise terminate, incapable of self-sustaining employment
by reason of mental retardation or physical handicap and such incapacity commenced prior to the date such child’s
coverage would otherwise terminate and such child is chiefly dependent upon the employee for support and
maintenance, the Plan will upon payment of the applicable contribution, continue coverage for such child so long as
such employee’s coverage remains in force and such incapacity continues; provided proof of such incapacity is
submitted to the Employer within thirty-one (31) days of the date such dependent’s coverage would have otherwise
terminated. The employee must provide subsequent proof of the continuation of such incapacity at the request of
TML Health, acting on behalf of the Employer.

It is the responsibility of the Employee to designate on forms provided by the Plan Sponsor, the names, ages, and
marital status (and such other information as may be required by TML Health for the proper administration of the
Plan) of those persons who shall be listed on the records of the Plan as an Employee’s Covered Dependent for benefit
and contribution payment purposes. An Employee shall be required to give notification to the Plan Sponsor within
thirty-one (31) days of the date on which a Covered Dependent ceases to be a Covered Dependent because of a
change on one or more of their eligibility criteria on a form provided by the Plan Sponsor.

If an Employee fails to properly notify the Plan Sponsor of a change in a Covered Dependent’s status, the Plan
Sponsor (nor TML Health) shall not be liable for any refund of contributions which may have been paid by the
Employee for such ineligible Covered Dependent from the date of ineligibility to the date the Benefit Administrator
is properly notified of the ineligibility. In no event, shall any refund be given to any Employee for such amounts
described in the preceding sentence in excess of the contribution paid by the Employee for the month in which the
Covered Dependent became ineligible for coverage under the Plan.

The term dependent shall also include a dependent child after coverage would normally cease, provided the child is
totally disabled or incapacitated.

DESIGNATED TRANSPLANT CENTER (CENTERS OF EXCELLENCE) — An OptumHealth network hospital or facility of a
particular organ transplant procedure. The hospital or facility selected must meet all of the following requirements:

1. has performed the transplant procedure regularly/periodically for three (3) or more years; and

2. has a twelve (12) month survival rate of at least eighty percent (80%) for the transplant procedure, with the
exception of bone marrow/stem cell transplants.

DEVELOPMENTAL DELAY — A delay in achieving skills and abilities usually mastered by children of the same age.
Delays may occur in any of the following areas: physical, social, educational, emotional, intellectual, speech and
language, and/or adaptive development, sometimes called self-help skills, which include dressing, toileting, feeding,
etc.

DISABILITY — Any of the following conditions:

iliness;

bodily malfunction - (impairment, disturbance or abnormality of the functioning of an organ or limb);
accidental injury;

pregnancy;

mental health conditions; or

ok wnNe

substance use disorder.
All expenses incurred as a result of the same or a related cause are considered one disability.

DURABLE MEDICAL EQUIPMENT — Equipment that is eligible and appropriate only in the treatment or management
of anillness or injury and is accepted in the medical community as safe and effective. Standard model items refer to
the base model without added options and/or accessories.

ELIGIBLE EXPENSES — The reasonable and customary fees charged for medical service and supplies covered by this
Plan and that are generally furnished for cases of comparable nature and severity in the particular geographical area
where incurred. Any agreement as to fees or charges made between the individual and the doctor shall not bind the
Plan in determining its liability with respect to expenses incurred. Expenses are incurred on the date which the
service or supply is rendered or obtained. The covered individual also must have an obligation to pay the expense.
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EMERGENCY SERVICES — See Emergent Care.

EMERGENT CARE- Services provided after the sudden onset of a medical condition manifesting itself by acute
symptoms of such severity that the absence of immediate medical attention could reasonably be expected to result
in one or more of the following:

1. Placing the patient’s life in serious jeopardy;
2. Serious impairment to bodily functions; or
3. Serious dysfunction of any bodily organ or part.

EMPLOYER — The City of Del Rio.

ENROLL — To make written application for coverage on the prescribed forms. Enrollment is not completed until such
forms are accepted by the employer and received by TML Health.

ESSENTIAL HEALTH BENEFITS (EHB) — The Patient Protection Affordable Care Act defines essential benefits to include
items and services within the following ten (10) benefit categories: ambulatory patient services, emergency services,
hospitalization, maternity and newborn care, mental health and substance use disorder services, including mental
health treatment, prescription drugs (plan must offer one drug for each United States Preventive Service Task Force
(USPTF) category and class or the number of drugs in the EHB benchmark Plan), rehabilitative and habilitative
services and devices, laboratory services, preventive and wellness services and chronic disease management and
pediatric oral [application of fluoride varnish to the primary teeth of all infants starting at the age of primary tooth
eruption; recommended at six (6), nine (9), twelve (12), eighteen (18), twenty-four (24), thirty (30) months, three (3)
and to age five (5) years]; and vision screening services [for the detection of eye disease and refractive disorders and
well-child visits that include visual acuity testing stereoacuity, cover-uncover tests, Hirschberg light reflect test,
Hirschberg light reflex test, autorefraction and photoscreening may be done starting age three (3) to attained age of
five (5) years] as required by law.

EVIDENCE-BASED MEDICINE (EBM) — Aims to apply the best available evidence gained from the scientific method
to medical decision making. It seeks to assess the quality of evidence of the risks and benefits of treatments
(including lack of treatment). EBM recognizes that many aspects of medical care depend on individual factors such
as quality and value of life judgments, which are only partially subject to scientific methods. EBM, however, seeks to
clarify those parts of medical practice that are in principle subject to scientific methods and to apply these methods
to ensure the best prediction of outcomes in medical treatment, even as debate continues about which outcomes
are desirable.

EXCLUSIONS — Those charges for which benefits are not provided. Such charges are listed in “General Exclusions or
Limitations.”

FILING DEADLINE - The filing deadline is the latest date a claim may be received by TML Health in order to be
considered eligible for payment. All requested additional information relating to the claim must also be received
within the same timeframe unless the information is required for contractual prompt pay compliance.

An In-Network provider is required to file a claim according to their UnitedHealthcare provider contract. If a claim
is not filed timely per the terms of their contract, the claim will be denied, and the patient will not be responsible
for any ineligible charges. For Out-of-Network providers, the Plan’s Filing Deadline is twelve (12) months from the
date the expense was Incurred.

An exception may be granted if it was not reasonably possible, as determined by us, to furnish the information
within the Filing Deadlines, or within ninety (90) days after a d-compensable claim decision is made by the
Employer’s Workers’ Compensation carrier or by the Workers’ Compensation Division of the Texas Department of
Insurance.

FULL MEDICARE COVERAGE - is coverage under both Part A (Hospital Insurance) and Part B (Medical Insurance),
and/or Part C (HMO/Advantage Insurance). If you are entitled to premium-free Part A, you will be deemed to have
Full Medicare Coverage, even if you have not Enrolled in Part B, Part C, and/or Part D.
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GENETIC TESTING — Involves the examination of a single gene or subset of genes from human DNA for an anomaly
associated with a disease or disorder. DNA is taken from a sample of the covered individual’s blood, body fluid or
tissue.

GENOMIC TESTNG — The examination of the complete genome (all genes from human DNA of one patient) for any
genetic anomaly associated with a disease or disorder. DNA is taken from a sample of your blood, body fluid, or
tissue.

GROUP BENEFITS ADMINISTRATOR — TML Health.

HABILITATIVE SERVICES — Habilitative services means skilled, medically necessary, health care services that help a
person keep, learn or improve skills and functioning for daily living. Habilitative services are skilled when all of the
following are true:

e The services are part of a prescribed plan of treatment or maintenance program that is medically necessary to
maintain a Covered Person’s current condition or to prevent or slow further decline.

e [tis not delivered for the purpose of assisting with activities of daily living, including dressing, feeding bathing
or transferring from a bed to a chair.

e |tis not Custodial Care.

TML Health will determine if Benefits are available by reviewing both the skilled nature of the service and the need
for Physician-directed Care Management. Therapies provided for the purpose of general well-being or condition in
the absence of a disabling condition are not considered habilitative services. A service will not be determined to be
“skilled” simply because there is not an available caregiver.

Limitations and Exclusions
e Coverage is excluded for services that are solely educational or vocational in nature or otherwise paid under

state or federal law for purely educational services. A service that does not help the Covered Person to meet or
maintain functional goals in a treatment plan within a prescribed time frame is not a habilitative service.

e Coverage is excluded when the patient does not meet criteria for coverage as indicated in the indications for
Coverage section above and enrollee specific benefit document.

e Coverage is excluded if the service is considered by TML Health to be Unproven, Investigational or Experimental.

e Coverage is excluded for Custodial care, respite care, day care, therapeutic recreation vocational training and
residential treatment.

e In the absence of a disabling condition, services to improve general physical condition are excluded from
coverage.

e Coverage is excluded once the treatment plan goals are met.

e Coverage is excluded for physiological modalities and procedures that result in similar or redundant therapeutic
effects when performed on the same body region during the same visit or office encounter. An example
includes, but not limited to, the same day combined use of hot packs, ultrasound and iontophoresis in the
treatment of strain.

e Coverage is excluded for programs that do not require the supervision of Physician and/or a licensed therapy
provider.

e Coverage is excluded for work hardening.

e Coverage is excluded for confinement, treatment, services or supplies that are required: a) only by a court of
law, or b) only for insurance, travel, employment, and school or camp purposes.

e Coverage is excluded for services beyond any visit limits specified in the enrollee specific benefit document.

e Coverage is excluded for gym and fitness club memberships and fees, health club fees, exercise equipment or
supplies.

o Biofeedback services are excluded.

HANDICAPPED CHILD — A dependent child over age twenty-five (25) who is mentally or physically incapable of
supporting himself/herself and is primarily dependent upon the covered individual for financial support.
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HE, HIM, HIS — Whenever the masculine pronoun is used in this Plan it shall include the feminine gender as well,
unless the context clearly indicates otherwise.

HEALTH CARE PROVIDER — A Physician or a person acting within the scope of applicable state licensing/certification
requirements, including, but not limited to, the following designations: Medical Doctor (MD), Doctor of Osteopathy
(DO), Doctor of Optometry (OD), State Licensed Durable and Medical Device/Equipment Organizations, Certified
Nurse Midwife (CNM), Certified Professional Midwife (CPM), Registered Respiratory Therapist (RRT), Certified
Respiratory Therapist (CRT), Licensed Physical Therapist (LPT), Licensed Aquatic Therapist (LAT), Licensed
Psychologist, Doctor of Chiropractic (DC), Doctor of Podiatric Medicine (DPM), Registered Nurse (RN), Licensed
Vocational Nurse (LVN), Licensed Practical Nurse (LPN), Speech Therapist, Audiologist, Occupational Therapist,
Licensed or Registered Dietitian (LD or RD), Certified Registered Nurse Anesthetist (CRNA), Advanced Nurse
Practitioner (ANP) or Registered Nurse First Assistant (RNFA).

HIPAA — Federal law referred to as the Health Insurance Portability and Accountability Act of 1996. HIPAA went into
effect for most group health plans on the anniversary that occurred on or after July 1, 1997. HIPAA provides
individuals certain rights and protections relating to healthcare coverage.

Title I:

e Refers to healthcare coverage reform and includes provisions for special enrollments and non-discrimination
based on Health Status Factors;

e Aself-funded, non-federal, governmental plan may exempt itself from HIPAA’s provisions for standards relating
to benefits for mothers and newborns, parity in the application of certain limits for mental health benefits,
coverage for reconstructive surgery following mastectomy/lumpectomy and coverage of dependent students
on medically necessary leave of absence. This Plan has opted out of and is exempt from these provisions.
However, this Plan may comply voluntarily, in part or in whole, with some of the HIPAA requirements listed.

Title II:

e Effective April 14, 2003, Administrative Simplification guidelines were mandated. The administrative
simplification process includes standards for electronic transactions and code sets, national identifiers (for
employers, health plan and providers), Security Standards for the protection of health information (Security
Rule), standards for notification in case of breach of unsecured health information, and Standards for Privacy of
Individually Identifiable Health Information (Privacy Rule);

e Aself-funded, non-federal, governmental health plan cannot exempt itself from the Title Il requirements.

HOMEBOUND - Physician certification that the covered individual is confined to the covered individual’s home is
required for home health services. Any absence of an individual from the home to receive health care treatment
including regular absences for the purposes of participating in therapeutic, psychosocial or medical treatment in an
adult day-care program that is licensed or certified by a State, or accredited to furnish adult day care services in the
State shall not negate the covered individual’s homebound status for purposes of eligibility. Any absence for religious
service is deemed to be an absence of infrequent or short duration and thus does not negate the homebound status
of the beneficiary.

HOME HEALTH CARE AGENCY — A public or private agency or organization licensed by the state in which it is located
to provide skilled nursing services and other therapeutic services under the supervision of a Physician or Registered
Nurse.

HOME HEALTH CARE PLAN — A program for care and treatment of the covered individual:
1. established, approved and reviewed in writing at thirty (30) day intervals by the attending Physician; and

2. certified by the attending Physician that the proper treatment of the disability would require confinement as
an inpatient in a hospital, rehabilitative hospital or Skilled Nursing Facility in the absence of the services and
supplies provided as part of the home health care plan.

HOSPICE — An interdisciplinary group of personnel which includes at least one (1) Physician and one (1) Registered
Nurse (RN) and which maintains central clinical records on all patients. A Hospice must meet the standards of the
National Hospice Organization (NHO) and applicable state licensing requirements.
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HOSPICE CARE — A coordinated, interdisciplinary program approved by a terminally ill individual’s attending
Physician for meeting the special physical, psychological and social needs of an individual who has a life expectancy
of less than six (6) months. The program provides palliative and supportive medical, nursing and other healthcare
services through home or inpatient care.

HOSPITAL — An institution constituted and operated according to law which meets all of the following requirements:

1. is accredited as a hospital under the Hospital Accreditation Program of the Joint Commission for the
Accreditation of Healthcare Organizations (JCAHO) and/or approved by Medicare and/or Texas Commission
on Alcohol and Drug Abuse (TCADA);

maintains permanent and full-time facilities for care of five (5) or more patients;

3. provides diagnostic and therapeutic services and medical care and treatment to sick and injured persons on
an inpatient basis; and

4. provides care and treatment at the covered individual’s expense.

The term hospital DOES NOT INCLUDE an institution or any part of one which is used primarily as:

. a rest facility;
. a facility for the aged; or
. a place for custodial care.

ILLNESS — Sickness or disease which requires treatment by a licensed Health Care Provider.

IN-NETWORK — Treatment or services rendered by providers that are included as contracted providers in the
preferred provider network.

INCAPACITATED CHILD - A Dependent Child age twenty-six (26) or older who is mentally or physically incapable of
supporting himself/herself and is primarily dependent upon you for financial support. We may require satisfactory
proof of the continued incapacity documented as a disability by the Social Security Administration (SSA). We may
have a Physician examine the Child or may request proof to confirm the incapacity, but not more often than once a
year. If you fail to submit proof when reasonably required or refuse to allow us to have the Child examined, then
coverage for the Child will terminate.

INCAPACITY — See Disability.
INCURRED — The date on which a service is rendered or a supply is obtained.
INJURY - See Accidental Injury.

INPATIENT — Treatment or confinement to a medical facility where a covered individual has been admitted to the
hospital for bed occupancy with the expectation they will remain overnight for the purposes of receiving inpatient
hospital services.

INTENSIVE CARE UNIT — A section, ward or wing within a hospital which is operated exclusively for critically ill
patients and provides special supplies, equipment and constant observation and care by nurses. This definition
includes neonatal care, coronary care, pulmonary and other special care units.

INTENSIVE OUTPATIENT THERAPY — Outpatient Mental health/Substance use disorder treatment of high frequency
over a short period of time.

LONG TERM ACUTE CARE (LTAC) FACILITY — A long-term acute care hospital that provides extended, intensive
medical care to patients who are clinically complex and suffering from multiple acute or chronic conditions. Such
patients typically require a longer than usual hospital stay because of the severity of illness or the chronic nature of
the disease process.

MAINTENANCE CARE — All services, equipment and supplies which are provided solely to maintain a covered
individual’s condition and from which no functional improvement can be expected or is not life sustaining treatment
for a medical condition.
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CARE MANAGEMENT SERVICES — A system that includes notification, concurrent review, discharge planning and
retrospective review of healthcare services. Care Management Services does not include elective requests for
clarification of coverage.

MEDICALLY JUSTIFIED - A service that falls under the plan definition of UNPROVEN MEDICAL
PROCEDURES/THERAPY, but that can be justified for an individual patient due to:

1. A rare/orphan disease (a rare/orphan disease is one that affects fewer than 200,000 people, according to the
U.S. Rare Disease Act of 2002).

2. A unique comorbidity, or complication that precludes treatment with a proven medical procedure or therapy.
a. No other treatment available due to comorbidities

b. Comorbid Disease State Risk

Continuation and/or repeat of a previously approved successful treatment plan.

Concern for Complications due to treatment area.

Repeat of prior successful treatment intervention and disease state; disease state put in remission.
Treatment dose in compliance for best outcome.

Nouksuw

Severity of illness defined as ongoing intensity and complication of disease state with lab value concerns.

MEDICARE — A federal health insurance program for people aged sixty-five (65) or older, and certain disabled
individuals, provided by Title XVIII of the Social Security Act, as amended.

MEDICALLY NECESSARY - In general, services or items are medically necessary if they are:

1. proper and needed to treat or diagnose a medical condition, lliness, Injury, or disease

2. provided so that the provider can diagnose, as well as provide direct care and Treatment of a patient’s medical
condition;

3. inline with the current standards of good medical practice (and are not just for the convenience of the patient
or the Healthcare Provider); and

4. the most suitable type of service that can be provided safely to the patient.

MENTAL HEALTH CONDITIONS — Those conditions or illnesses that are classified by the most recent edition of either
a DSM (Diagnostic & Statistical Manual of Mental Disorders) diagnostic code or an ICD (International Classification
of Disease) code for mental disorders.

MENTAL HEALTH TREATMENT FACILITY — A facility constituted and operated under law which includes all of the
following:

1. is accredited as a hospital under the Hospital Accreditation Program of the Joint Commission for the
Accreditation of Healthcare Organizations (JCAHO);

2. maintains permanent and full-time facilities for care of five (5) or more patients;

3. provides a program for diagnosis, evaluation and effective treatment of mental health conditions;

4, complies with all licensing and other legal requirements;

5. has a Physician, Registered Nurse (RN) and a medical staff responsible for execution of all policies and
procedures;

6. provides twenty-four (24) hour skilled nursing care by nurses under the supervision of a registered nurse (RN);

7. provides appropriate methods and procedures for the dispensing and administering of drugs and biologicals;

8. has an established protocol for medical emergencies; and

9. is not, other than incidentally, a place for custodial care or for care of the aged and senile.

NURSE — A Registered Nurse (RN), Licensed Vocational Nurse (LVN), Licensed Practical Nurse (LPN), Advanced Nurse
Practitioner (ANP) or Registered Nurse First Assistant (RNFA).

NURSE MIDWIFE/CERTIFIED PROFESSIONAL MIDWIFE (CPM) — A licensed registered nurse (RN) who is certified as
a nurse midwife by the American College of Nurse-Midwives and is authorized to practice as a nurse midwife under
state regulations. This does not include midwives who are not also licensed registered nurses (RN).
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Certified Professional Midwife (CPM) who is a knowledgeable, skilled and a professionally independent midwifery
practitioner and has met the standards for certification set forth by the North American Registry of Midwives
(NARM). Graduate programs must be accredited by the Midwifery Education and Accreditation Council (MEAC); or
certified by the American Midwifery Certification Board (AMCB) as a CNM/CM.

OPEN ENROLLMENT - The thirty (30) or thirty-one (31) day period prior to the new plan year in which Dependents
who are not currently covered by the Plan can be added. Coverage for the Dependents will become effective at the
beginning of the new plan year.

ORTHODONTIC SERVICES — Movement of teeth by means of active appliances to correct the position of maloccluded
or malpositioned teeth.

OUT OF AREA — If a covered individual requires immediate care at an Out-of-Network provider, the Plan will
pay eligible expenses at the coinsurance referenced on the Summary of Benefits and Coverage subject to
the deductible, out-of-pocket and reasonable and customary.

OUT-OF-NETWORK — Treatment or services rendered by providers that are not included as contracted providers in
the preferred provider network.

OUT-OF-POCKET AMOUNT - The portion of eligible expenses for which a covered individual is responsible to pay.

OUTPATIENT — Treatment or confinement in a medical facility where the covered individual has not been admitted
as inpatient. If you request pre-authorization from Care Management within forty-eight (48) hours of an outpatient
surgery that exceeds the twenty-three (23) hour limit it will be considered an admission and a late review will be
performed.

OUTPATIENT OBSERVATION — Treatment or confinement in a medical facility with the purpose of observing the
covered individual to determine the need for further outpatient treatment or for inpatient admission.

PHARMACY BENEFIT MANAGER — The Plan’s prescription carrier.

PHYSICIAN — A person acting within the scope of his license and holding the degree of Doctor of Medicine (MD),
Doctor of Osteopathy (DO), Doctor of Dental Surgery (DDS) or Doctor of Medical Dentistry (DMD) who is eligible for
membership in his respective society or association.

PLAN — The provisions for coverage and payment of benefits as described in this booklet. This is an incurrence of
expense plan that excludes payment for any service of any type incurred before or after coverage ends.

PLAN ADMINISTRATOR — The City of Del Rio (the Employer).
PLAN SPONSOR — The Employer.
PRE-AUTHORIZATION — The process for notifying Care Management of the need for medical treatment or services.

PREDETERMINATION — Process of reviewing provider-submitted clinical information supporting the eligibility of a
planned procedure/treatment or device(s). A pre-determination is done in advance of a procedure/treatment or
device(s) and is subject to plan benefits and limitations.

PREGNANCY — Under the terms of this Plan, pregnancy includes one or more of the following:

1. period from conception through childbirth;

2. miscarriage;

3. any complications arising wholly from pregnancy, childbirth or miscarriage;

4, any pregnancy complications arising from any trauma; and/or

5. extra-uterine pregnancies are considered to be genitourinary conditions.

PROMPT PAY - Provider contractual or statutory requirement that assesses penalties for failure for

contractual/regulatory timely claim payment
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PROTECTED HEALTH INFORMATION — A Federal regulation, called the “Privacy Rule,” requires the City of Del Rio to
protect the privacy of each covered individual’s identifiable health information. Under the Privacy Rule, the Plan may
use and disclose a covered individual’s identifiable health information only for certain permitted purposes, such as
the payment of claims under the health plan.

If the Plan needs to use or disclose a covered individual’s health information for a purpose not permitted under the
Privacy Rule, the Plan must first obtain a written authorization signed by the covered individual.

In addition to restrictions on how the Plan may use and disclose a covered individual’s identifiable health
information, the Privacy Rule gives each covered individual certain rights. These include the right of a covered
individual to access his or her health information, to amend his or her health information and to receive an
accounting of certain disclosures of his or her health information.

The City of Del Rio’s Notice of Privacy Practices explains fully how TML Health and the Plan may use and disclose a
covered individual’s identifiable health information and a covered individual’s rights under the Privacy Rule.

REASONABLE AND CUSTOMARY- A reasonable and customary charge is deemed to be 300% of the amount
prescribed by the Centers for Medicare and Medicaid Services (CMS), RBRVS, and other specialty CMS fee schedules.

RECONSTRUCTIVE SURGERY — A procedure performed incidental to an injury, sickness, or congenital anomaly when
the primary purpose is to improve physiological functioning of the involved part of the body. The fact that physical
appearance may change or improve as a result of reconstructive surgery does not classify such surgery as cosmetic
when a functional impairment exists, and the surgery restores or improves function.

REHABILITATIVE HOSPITAL — An institution constituted and operated under law which:

1. is primarily engaged in providing rehabilitation services for sick or injured persons and meets the definition
of a Hospital; and

2. is not, other than incidentally, a place for custodial care, for care of the aged or senile, for treatment of mental
health conditions or of substance use disorder or a school or similar institution.

RESPONSIBLE THIRD PARTY - Any of the following:

o a responsible third-party individually;

o a responsible third-party insurance company (whether premium-funded or self-funded) including, but not
limited to Payments received under the following types of policies: premises, automobile, homeowners,
professional, DRAM shop, or any other applicable liability or excess insurance policy;

o an Employee’s own underinsured/uninsured automobile insurance coverage regardless of the source;

o any underinsured/uninsured automobile insurance coverage that provides benefits to an Employee;

. no fault insurance coverage, such as personal injury or medical payments protection regardless of the
source;

. any award, settlement or benefit paid under any worker’s compensation law, claim, or award;

o any indemnity agreement or contract;

. any other payment designated, delineated, earmarked, or intended to be paid to an Employee as

compensation, restitution, remuneration for Injuries sustained or lliness suffered as a result of the negligence or
liability, including contractual, of any individual or entity; and/or

. any source that reimburses, arranges, or pays for the cost of the type of damages covered by the Eligible
Benefits of this Plan, including, but not limited to, recovery for the cost of medical expenses.

RESIDENTIAL TREATMENT CENTER — The term residential treatment center for children and adolescents means an
accredited child-care institution that provides residential care and treatment for emotionally disturbed children and
adolescents and that is accredited as a residential treatment center by the Council on Accreditation, the Joint
Commission for the Accreditation of Healthcare Organizations or the American Association of Mental health Services
for Children.

RETIRED EMPLOYEE — means:

1. Upon retirement, the employee is at least age sixty-two (62) and has at least twenty-five (25) years of service
with the City at the time of their retirement; or
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2. Upon retirement the employee is older than sixty-two (62) and the combination of their age and years of
service with the City equal eighty-seven (87) or more.

RIGHT OF SUBROGATION - The right of the Pool to recover amounts paid for Benefits on your behalf when a third
party may be liable or legally responsible for expenses Incurred by you for an lliness, sickness, or bodily Injury.

ROUTINE — Being in accordance with an established procedure.

SEMI-PRIVATE ROOM — Administratively, room and board charges are allowed up to the rate charged by the hospital
for a Semi-Private Room, unless the hospital bill indicates that the facility does not provide Semi-Private Rooms. If a
Semi-Private Room is available and a private room is accessed, the Plan will allow up to the cost of a Semi-Private
Room rate.

SKILLED NURSING FACILITY — An institution or a distinct part of an institution which meets all of the following criteria:

1. is primarily engaged in providing for inpatient skilled nursing care and related services for patients who
require medical or nursing care, or rehabilitation service for the rehabilitation of injured or sick persons;

2. has policies which are developed with the advice of (and with provision for review of such policies from time
to time) a group of professional personnel, including one or more Physicians and one or more Registered
Nurses, to govern the skilled nursing care and related medical care or other services provided;

3. has a Physician, a Registered Nurse (RN) and a medical staff responsible for the execution of such policies;

has a requirement that the health care of every patient must be under the supervision of a physician and
provides for having a Physician available to furnish necessary medical care in case of emergency;

maintains clinical records on all patients;
if required, provides twenty-four (24) hour nursing care under the supervision of a Registered Nurse (RN);
provides appropriate methods and procedures for the dispensing and administering of drugs and biologicals;

O N w

has in place a utilization review plan which provides for the review of admissions to the institution, the
duration of stays and the professional services furnished with respect to eligibility;

9. is licensed by the appropriate state or local agency; and
10. is Medicare or Medicaid eligible.

A skilled nursing facility meets the definition of an extended care facility but does not include any institution which
is primarily for custodial care or for care of the aged or senile.

SKILLED NURSING SERVICES — Nursing services performed by an RN, LVN or LPN for health services.

SPECIALTY DRUG - A drug classified as high-cost, high complexity and/or high touch. Specialty Drugs are often
biologics, (drugs derived from living cells), that are injectable or infused, (although some are oral medications). They
are used to treat complex or rare chronic conditions.

SOUND NATURAL TEETH — Teeth that are free of active or chronic clinical decay, have at least 50% bony support,
are functional in the arch, and have not been excessively weakened by multiple dental procedures.

SPOUSE — Individual legally married to the Covered Employee under the laws of the State of Texas.

SUBSTANCE USE DISORDER - Habituation, abuse and/or addiction to alcohol or other chemical substance not
including nicotine. This includes physiological and/or psychological dependence.

SUBSTANCE USE DISORDER OR SUBSTANCE ABUSE TREATMENT FACILITY — A facility which provides a program for
the treatment of Substance use disorder pursuant to a written treatment plan approved and monitored by a
physician and which facility meets the requirements under #1, #2 and #3 or the requirements under #4:

1. affiliated with a hospital under a contractual agreement with an established system for covered individual
referral;

2. accredited as such a facility by the Joint Commission for Accreditation of Healthcare Organizations (JCAHO);
and

3. licensed as a substance use disorder treatment program by the Texas Commission on Alcohol and Drug Abuse
(TCADA); or
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4, licensed, certified or approved as a Substance use disorder treatment program or center by any other state
agency having legal authority to so license, certify or approve and is also an approved healthcare facility.

TELEMEDICINE — Medical information that is communicated in real-time with the use of interactive audio and video
communications equipment, and is between the performing physician and a distant physician or health care
specialist with the patient present during the communication.

TRANSPLANT — The removal and replacement of human tissue and/or organ.

TREATMENT — Any specific procedure or service, which is eligible and used for the cure or improvement of an illness,
disorder or injury.

TREATMENT PLAN — A dentist's report to TML Health which:

1. is on a form acceptable to TML Health; and

2. lists the dental services he proposes to render to a covered individual; and

3. shows his charge for each service; and

4, is accompanied by pretreatment x-rays or other diagnostic data which TML Health may require.

UNITED STATES PREVENTIVE SERVICES TASK FORCE (USPSTF) — The U.S. Preventive Services Task Force is an
independent, volunteer panel of national experts in disease prevention and evidence-based medicine (EBM). The
Task Force works to improve the health of all Americans by making evidence-based recommendations about clinical
preventive services.

UNPROVEN MEDICAL PROCEDURES/TREATMENT — Experimental/Investigational/Unproven Services: medical,
surgical, diagnostic, mental health, substance use disorder or other health care services, technologies, supplies,
treatments, procedures, drug therapies, medications or devices that, at the time we make a determination regarding
coverage in a particular case, are determined to be any of the following:

e Anydrug not approved by the U.S. Food and Drug Administration (FDA) for marketing; any drug that is classified
as IND (Investigational new drug) by the FDA,

e Determined not to be effective for treatment of the medical condition and/or not to have a beneficial effect on
health outcomes due to insufficient and inadequate clinical evidence from well-conducted randomized
controlled trials;

o Not consistent with the standards of good medical practice in the United States as evidenced by endorsement
by national guidelines;

e Exceeds (in scope, duration, or intensity) that level of care which is needed - Given primarily for the personal
comfort or convenience of the patient, family member(s) or the provider;

® Subject to review and approval by any institutional review board for the proposed use. (Devices which are FDA
approved under the Humanitarian Use Device exemption are not considered Experimental or Investigational.);
or

e The subject of an ongoing clinical trial that meets the definition of a Phase 1 or 2 clinical trial, or is the
experimental arm of a Phase 3 or 4 clinical trial as set forth in the FDA regulations, regardless of whether the
trial is actually subject to FDA oversight.

URAC (UTILIZATION REVIEW ACCREDITATION COMMISSION) — An independent organization, known as a leader in
accreditation, education and measurement programs. URAC offers quality benchmarking programs and services to
validate quality and accountability. URAC ensures that all stakeholders are represented in establishing meaningful
quality measures for the entire health care industry.

WAITING PERIOD — A period of continuous, active, full-time employment, required by the Employer that must be
completed before an Employee or his eligible Dependents can be effective for coverage under this Plan.

WORK HARDENING - Work hardening is an interdisciplinary program consisting of physical therapy, occupational
therapy and counseling professionals for injured workers or other adults whose injuries or disease processes
interfere with their ability to work. It provides structured treatment designed to progressively improve physical
function as a transition between acute care and return to work.
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SIGNATURE PAGE

The effective date of the City of Del Rio’s Group Medical Benefit Plan is December 1, 2006 as amended through
September 30, 2020.

It is hereby agreed by the City of Del Rio that the provisions of this document are correct and will be the basis for
the administration of the City of Del Rio’s Group Medical Benefit Plan effective at renewal on October 1, 2020.

Signed this S dayof /A Ui+ , 2020
By "WGM{]{ W})

Title 6"757 Meaagl —
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REQUIRED NOTICES

Important Notice: Cancer Presumption Statute

What is the Cancer Presumption Statute?

A Workers’ Compensation Benefits law passed by the Texas legislature, effective June 10, 2019, which states that
a firefighter or emergency medical technician (EMT) who suffers disability or death resulting from any of 11 listed
types of cancer is presumed to have developed cancer during the course and scope of their job.

The Cancer Presumption Statute only applies to a firefighter or EMT who:

1. On becoming employed or during employment as a firefighter, peace officer, or emergency medical
technician, received a physical examination that failed to reveal evidence of the Iliness or disease;

2. Has been employed for five or more years as a firefighter or EMT; and

3. Has one of the listed types of cancer diagnosed during employment as a firefighter or EMT.

This means that if you have one of the included types of cancer and you have been employed for five or more
years as a firefighter or EMT, you may be eligible to make a Workers’ Compensation claim and receive additional
Benefits for your related medical expenses. These five years do not need to be consecutive, or with the same
Employer.

Which Cancers are Included in the Cancer Presumption Statute?

The cancers included in the Cancer Presumption Statute include: Stomach; Colon; Rectal; Skin; Prostate;
Testicular; Brain; Non-Hodgkin’s lymphoma; Multiple myeloma; Malignant melanoma; and Renal cell carcinoma.

What is the Effect of the Cancer Presumption Statute on Workers’ Compensation Laws?

Previously, many cancer cases filed by Texas firefighters or EMTs were denied by Workers’ Compensation
carriers, as they were not able to be tied back to a specific job incident or job-related fire.

The Cancer Presumption Statute states that if a firefighter or EMT has one of the listed cancers, and dies or
becomes disabled, then the cancer is automatically presumed to have been caused by their occupation.

When Does the Presumption NOT Apply?
The Presumption does not apply to:

1. Certain Survivor’s Benefits;

2. Acause of action in state or federal court except for judicial review;

3. Adetermination under a life or disability insurance policy; or,

4. Adisease or lliness known to be caused by the use of tobacco and the firefighter or EMT used tobacco
or the firefighter/EMT’s Spouse smoked during the marriage.

How May This Affect You?

If we receive claims filed by your provider that we believe are presumed to be Workers’
Compensation under this statute, we will pend payment and contact you for more
information.

What Should You Do Next?

o |f you wish to get more information: contact our Nurse Liaison, (800) 282-5385.
e Contact your Employer’s Workers’ Compensation Carrier.
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Insurance Marketplace Notice

New Health Insurance Marketplace Form Approved
Coverage Options and Your Health OMB No. 1210-0149
Coverage (expires 5-31-2020)

PART A: General Information

When key parts of the healthcare law take effect in 2014, there will be a new way to buy health insurance: the
Health Insurance Marketplace. To assist you as you evaluate options for you and your family, this notice provides
some basic information about the new Marketplace and employment-based health coverage offered by your
employer.

What is the Health Insurance Marketplace?

The Marketplace is designed to help you find health insurance that meets your needs and fits your budget. The
Marketplace offers "one-stop shopping" to find and compare private health insurance options. You may also be
eligible for a new kind of tax credit that lowers your monthly premium right away. Open enrollment for health
insurance coverage through the Marketplace begins in October 2013 for coverage starting as early as January 1,
2014.

Can | Save Money on my Health Insurance Premiums in the Marketplace?

You may qualify to save money and lower your monthly premium, but only if your employer does not offer
coverage, or offers coverage that doesn't meet certain standards. The savings on your premium that you're
eligible for depends on your household income.

Does Employer Health Coverage Affect Eligibility for Premium Savings through the Marketplace?

Yes. If you have an offer of health coverage from your employer that meets certain standards, you will not be
eligible for a tax credit through the Marketplace and may wish to enroll in your employer's health plan. However,
you may be eligible for a tax credit that lowers your monthly premium, or a reduction in certain cost-sharing if
your employer does not offer coverage to you at all or does not offer coverage that meets certain standards. If
the cost of a plan from your employer that would cover you (and not any other members of your family) is more
than 9.5% of your household income for the year, or if the coverage your employer provides does not meet the
"minimum value" standard set by the Affordable Care Act, you may be eligible for a tax credit.!

Note: If you purchase a health plan through the Marketplace instead of accepting health coverage offered by your employer,
then you may lose the employer contribution (if any) to the employer-offered coverage. Also, this employer contribution -as
well as your employee contribution to employer-offered coverage- is often excluded from income for Federal and State
income tax purposes. Your payments for coverage through the Marketplace are made on an after- tax basis.

How Can | Get More Information?

For more information about your coverage offered by your employer, please check your summary plan
description or contact your Human Resources department.

The Marketplace can help you evaluate your coverage options, including your eligibility for coverage through the
Marketplace and its cost. Please visit HealthCare.gov for more information, including an online application for
health insurance coverage and contact information for a Health Insurance Marketplace in your area.

1 An employer-sponsored health plan meets the "minimum value standard" if the plan's share of the total
allowed benefit costs covered by the plan is no less than 60 percent of such costs.
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PART B: Information About Health Coverage Offered by Your Employer

This section contains information about any health coverage offered by your employer. If you decide to complete
an application for coverage in the Marketplace, you will be asked to provide this information. This information is
numbered to correspond to the Marketplace application.

3. Employer name 4. Employer Identification Number (EIN)
5. Employer address 6. Employer phone number
7. City 8. State 9. ZIP code

10. Who can we contact about employee health coverage at this job?

11. Phone number (if different from above) 12. Email address

Here is some basic information about health coverage offered by this employer:

® Asyour employer, we offer a health plan to:
[0 Allemployees. Eligible employees are:

[0 Some employees. Eligible employees are:

® \With respect to dependents:
[0 We do offer coverage. Eligible dependents are:

[0 We do not offer coverage.

[ if checked, this coverage meets the minimum value standard, and the cost of this coverage to you is
intended to be affordable, based on employee wages.

*x Even if your employer intends your coverage to be affordable, you may still be eligible for a
premium discount through the Marketplace. The Marketplace will use your household income,
along with other factors, to determine whether you may be eligible for a premium discount. If, for
example, your wages vary from week to week (perhaps you are an hourly employee or you work
on a commission basis), if you are newly employed mid-year, or if you have other income losses,
you may still qualify for a premium discount.

If you decide to shop for coverage in the Marketplace, HealthCare.gov will guide you through the process. Here's the

employer information you'll enter when you visit HealthCare.gov to find out if you can get a tax credit to lower your
monthly premiums.
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The information below corresponds to the Marketplace Employer Coverage Tool. Completing this section is optional for
employers, but will help ensure employees understand their coverage choices.

13. Is the employee currently eligible for coverage offered by this employer, or will the employee be
eligible in the next 3 months?

] Yes (Continue)
13a. If the employee is not eligible today, including as a result of a waiting or probationary period,

when is the employee eligible for coverage? (mm/dd/yyyy) (Continue)
[] No (STOP and return this form to employee)

14. Does the employer offer a health plan that meets the minimum value standard*?

[0 Yes (Go to question 15)
[0 No (STOP and return form to employee)

15. For the lowest-cost plan that meets the minimum value standard* offered only to the employee (don't
include family plans): If the employer has wellness programs, provide the premium that the employee
would pay if he/she received the maximum discount for any tobacco cessation programs, and didn't
receive any other discounts based on wellness programs.

a. How much would the employee have to pay in premiums for this plan? S
b. How often?

Weekly

Every 2 weeks

Twice a month

Monthly

Quarterly

Yearly

OgoooonO

If the plan year will end soon and you know that the health plans offered will change, go to question 16. If
you don't know, STOP and return form to employee.

16. What change will the employer make for the new plan year?

1 Employer won't offer health coverage

] Employer will start offering health coverage to employees or change the premium for the
lowest-cost plan available only to the employee that meets the minimum value standard.*
(Premium should reflect the discount for wellness programs. See question 15.)

a. How much would the employee have to pay in premiums for this plan? $
b. How often?

Weekly

Every 2 weeks

Twice a month

Monthly

Quarterly

Yearly

OgOoooono

e An employer-sponsored health plan meets the "minimum value standard" if the plan's share of the total
allowed benefit costs covered by the plan is no less than 60 percent of such costs (Section 36B(c)(2)(C)(ii) of
the Internal Revenue Code of 1986)
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Medicare Prescription Creditable Coverage Notice

Certificate of Group Health Plan Coverage

1. Date of this certificate: «Date»

2. Name of group health plan: «Group_Name»
3. Name of participant: «EE_FullName»

4.  UID: «UID»

5. Name of individuals to whom this certificate applies: «COCC_Applies_To»

6. Name, address and telephone number of plan administrator or issuer responsible for providing this
certificate:

TML Health | PO Box 149190, Austin, Texas 78714-9190 | (512) 719-6500

7. For further information, call: (800) 282-5385

8. If the individual(s) identified in line 5 has (have) at least eighteen (18) months of creditable coverage
(disregarding periods of coverage before a sixty-three (63) day break),

check here and skip lines 9 and 10: ]

9. Date waiting period or affiliation period (if any) began: «Waiting_Period»

10. Date coverage began: «Date_Coverage Began»

11. Date coverage ended: «Date_Coverage Ended»; or

check if coverage is continuing as of the date of this certificate: [ ]

Note: TML Health will furnish separate certificates if information is not identical for the covered employee and
each dependent.
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Statement of HIPAA Portability Rights

Important - Keep this Certificate. This certificate is evidence of your coverage under the TML Health plan. Under
a federal law known as HIPAA, you may need evidence of your coverage to reduce a pre-existing condition
exclusion period under another plan, to help you get special enroliment in another plan or to get certain types
of individual health coverage if you have health problems.

Be Aware - HIPAA’s portability rights apply to most, but not all group health plans. HIPAA requires TML Health
to include with this certificate the following educational information on HIPAA's portability rights. However,
HIPAA’s portability rights do not apply to TML Health plans; and the rights described below do not apply to
individuals enrolled in, or wanting to enroll in, a TML Health plan.

Pre-existing Condition Exclusions

Some group health plans restrict coverage for medical conditions present before an individual’s enrollment.
These restrictions are known as “pre-existing condition exclusions.” A pre-existing condition exclusion can apply
only to conditions for which medical advice, diagnosis, care or treatment was recommended or received within
the six months before your “enrollment date.” Your enrollment date is your first day of coverage under the plan,
or, if there is a waiting period, the first day of your waiting period (typically, your first day of work). In addition,
a pre-existing condition exclusion cannot last for more than twelve (12) months after your enrollment date
eighteen (18) months if you are a late enrollee). Finally, a pre-existing condition exclusion cannot apply to
pregnancy and cannot apply to a child who is enrolled in health coverage within thirty (30) days after birth,
adoption or placement for adoption.

If a plan imposes a pre-existing condition exclusion, the length of the exclusion must be reduced by the amount
of your prior creditable coverage. Most health coverage is creditable coverage, including group health plan
coverage, COBRA continuation coverage, coverage under an individual health policy, Medicare, Medicaid, State
Children’s Health Insurance Program (SCHIP) and coverage through high-risk pools and the Peace Corps. Not all
forms of creditable coverage are required to provide certificates like this one. If you do not receive a certificate
for past coverage, talk to your new plan administrator.

You can add up any creditable coverage you have, including the coverage shown on this certificate. However, if
at any time you went for sixty-three (63) days or more without coverage (called a break in coverage) a plan may
not have to count the coverage you had before the break.

e Therefore, once your coverage ends, you should try to obtain alternative coverage as soon as possible to
avoid a sixty-three (63) day break. You may use this certificate as evidence of your creditable coverage to
reduce the length of any pre-existing condition exclusion if you enroll in another plan.

Right to get Special Enrollment in another plan

Under HIPAA, if you lose your group health plan coverage, you may be able to get into another group health plan
for which you are eligible (such as a spouse’s plan), even if the plan generally does not accept late enrollees, if
you request enrollment within thirty (30) days. Additional special enrollment rights are triggered by marriage,
birth, adoption and placement for adoption.

e Therefore, once your coverage ends, if you are eligible for coverage in another plan (such as a spouse’s plan),
you should request special enrollment as soon as possible.

Prohibition against discrimination based on a health factor

Under HIPAA, a group health plan may not keep you (or your dependents) out of the plan based on anything
related to your health. Also a group health plan may not charge you (or your dependents) more for coverage,
based on health, than the amount charged a similarly situated individual.

Right to individual health coverage

Under HIPAA, if you are an “eligible individual,” you have a right to buy certain individual health policies (or in
some states, to buy coverage through a high-risk pool) without a pre-existing condition exclusion. To be an
eligible individual, you must meet the following requirements:
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You have had coverage for at least eighteen (18) months without a break in coverage of sixty-three (63) days
or more;

e  Your most recent coverage was under a group health plan (which can be shown by this certificate);
® Your group coverage was not terminated because of fraud or nonpayment of premiums;

® You are not eligible for COBRA continuation coverage or you have exhausted your COBRA benefits (or
continuation coverage under a similar state provision); and

® You are not eligible for another group health plan, Medicare or Medicaid, and do not have any other health
insurance coverage.

The right to buy individual coverage is the same whether you are laid off, fired, or quit your job.

e Therefore, if you are interested in obtaining individual coverage and you meet the other criteria to be an
eligible individual, you should apply for this coverage as soon as possible to avoid losing your eligible
individual status due to a sixty-three (63) day break.

State flexibility
This certificate describes minimum HIPAA protections under federal law. States may require insurers and HMOs
to provide additional protections to individuals in that state.

For more information

If you have questions about your HIPAA rights, you may contact your state insurance department or the U.S.
Department of Labor, Employee Benefits Security Administration (EBSA) toll-free at (866) 444-3272 (for free
HIPAA publications ask for publications concerning changes in health care laws). You may also contact the CMS
publication hotline at (800) 633-4227 (ask for “Protecting Your Health Insurance Coverage”). These publications
and other useful information are also available on the Internet at: dol.gov/ebsa, the DOL’s interactive web pages
— Health Elaws, or cms.gov.
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Medicare Prescription Non-Creditable Coverage Notice
Re:  Important Notice about your Prescription Drug Coverage and Medicare

Please read this notice carefully and keep it where you can find it. This notice has information about your current
prescription drug coverage through TML Health and about your options under Medicare’s prescription drug
coverage. This information can help you decide whether or not you want to join a Medicare drug plan.
Information about where you can get help to make decisions about your prescription drug coverage is at the end
of this notice.

There are three (3) important things you need to know about your current coverage and Medicare’s prescription
drug coverage:

1. Medicare prescription drug coverage became available in 2006 to everyone with Medicare. You can get
this coverage if you join a Medicare Prescription Drug Plan or join a Medicare Advantage Plan (like an HMO
or PPO) that offers prescription drug coverage. All Medicare drug plans provide at least a standard level
of coverage set by Medicare. Some plans may also offer more coverage for a higher monthly premium.

2. TML Health has determined that the prescription drug coverage offered by «Group_Name» is, on average
for all plan participants, NOT expected to pay as much as the standard Medicare prescription drug
coverage pays (due to the high deductible). Therefore, your prescription drug coverage is considered Non-
Creditable Coverage. This is important because, most likely, you will get more help with your drug costs if
you join a Medicare drug plan, than if you have prescription drug coverage through TML Health. This also
is important because it may mean that you may pay a higher premium (a penalty) if you do not join a
Medicare drug plan when you first become eligible.

You can keep your current coverage through TML Health. However, because your coverage is non-creditable,
you have decisions to make about Medicare prescription drug coverage that may affect how much you pay for
that coverage, depending on whether and when you join a Medicare drug plan. When you make your decision,
you should compare your current coverage, including what drugs are covered, with the coverage and cost of the
plans offering Medicare prescription drug coverage, in your area. Read this notice carefully — it explains your
options.
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When can you join a Medicare Drug Plan?

You can join a Medicare drug plan when you first become eligible for Medicare and each year from October 15"
to December 7*". However, if you decide to drop your current coverage through TML Health, since it is employer-
sponsored group coverage, you will be eligible for a two (2) month Special Enrollment Period (SEP) to join a
Medicare drug plan; however, you also may pay a higher premium (a penalty) because you did not have
creditable coverage through TML Health.

When will you pay a higher premium (penalty) to join a Medicare Drug Plan?

Since the coverage through TML Health is not creditable, depending on how long you go without creditable
prescription drug coverage you may pay a penalty to join a Medicare drug plan. Starting with the end of the last
month that you were first eligible to join a Medicare drug plan but didn’t join, if you go sixty-three (63) continuous
days or longer without prescription drug coverage that is creditable, your monthly premium may go up by at
least 1% of the Medicare base beneficiary premium per month for every month that you did not have that
coverage. For example, if you go nineteen months without creditable coverage, your premium may consistently
be at least 19% higher than the Medicare base beneficiary premium. You may have to pay this higher premium
(penalty) as long as you have Medicare prescription drug coverage. In addition, you may have to wait until the
following October to join.

What happens to your current coverage if you decide to join a Medicare Drug Plan?

If you decide to join a Medicare drug plan, your current coverage through TML Health will be affected. If you join
a Medicare drug plan, your TML Health prescription benefits will end. If you do decide to join a Medicare drug
plan and drop your TML Health coverage, be aware that you and your dependents will not be able to get the TML
Health prescription coverage back.

For More Information

For more information about this notice or your current prescription drug coverage, call TML Health at (800) 282-
5385.

Note: You will get this notice each year. You will also get it before the next period you can join a Medicare drug
plan, and if your coverage through TML Health changes. You may request a copy of this notice at any
time.

For more information about your options under Medicare prescription drug coverage, read your "Medicare &
You" handbook. You'll get a copy of the handbook in the mail every year from Medicare. You may also be
contacted directly by Medicare drug plans. For more information about Medicare prescription drug coverage:

1. Visit www.medicare.gov.

2. Call your State Health Insurance Assistance Program for personalized help (see the inside back cover of
your copy of the "Medicare & You" handbook for their telephone number)

3. Call 1-800-MEDICARE - (800) 633-4227 | TTY users should call (877) 486-2048

If you have limited income and resources, extra help paying for Medicare prescription drug coverage is available.
For information about this extra help, visit Social Security on the web at www.socialsecurity.gov or call (800) 772-
1213, TTY (800) 325-0778.
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Special Enrollment Rights Notice

Para asistencia en espafiol, llame al departamento de Servicio al Cliente 1-800-282-5385 quien la proveera
sevicios de traduccion

For Hearing Impaired assistance call 711 | Para personas con discapacidad auditiva, marque 711

If you do not enroll yourself or an eligible dependent (including your spouse) in TML Health’s medical plan
because you or your dependent has other medical coverage, you may enroll in the TML Health medical plan
at a later date if you or your dependent loses coverage under the other medical plan. To enroll in TML
Health’s medical plan, the loss of other coverage must be due to loss of eligibility for coverage or because
the employer who sponsors the other plan stops contributing toward the cost of your or your dependent’s
coverage.

Also, you must request enrollment in TML Health’s medical plan within thirty-one (31) days of the date your
or your dependent’s other coverage ends. In general, only the person who loses other coverage may enroll
in TML Health’s medical plan as a result of this special enrollment opportunity. However, an employee who
declined enrollment in TML Health’s medical plan when offered must enroll himself or herself at the same
time he or she enrolls a dependent.

If you have a new dependent as a result of marriage, birth, adoption or placement for adoption, you may be able
to enroll yourself and your dependents in TML Health’s medical plan if you request enrollment within thirty-one
(31) days of the date of the marriage, or within sixty (60) days of the birth, adoption or placement for adoption.

Special enrollment rights also may exist in the following circumstances:

e If you or a dependent experiences a loss of eligibility for Medicaid or a state Children’s Health Insurance
Program (CHIP), you and your plan-eligible dependents may be allowed to enroll in a TML Health plan if you
request enrollment within sixty (60) days after the coverage with Medicaid or state CHIP ends.

e [fyou oradependent becomes eligible for payment assistance with the cost of coverage under a TML Health
medical plan through Medicaid or state CHIP, TML Health will allow you and your plan-eligible dependents
to enroll in a TML Health medical plan. You must request coverage within sixty (60) days of the date you or
your dependent becomes eligible for payment assistance.

To request special enrollment or for more information about special enrollment opportunities, call TML Health’s
Customer Care staff at (800) 282-5385.
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Women’s Health and Cancer Rights Act (WHCRA) Notice

TML Health’s medical plan provides comprehensive benefits, including benefits for mastectomy and breast
reconstruction. If you have a disease of the breast and mastectomy is the recognized necessary medical
treatment for that disease, TML Health covers eligible expenses for the mastectomy/lumpectomy and for any
complications of the mastectomy, including lymphedema.

Eligible benefits include the initial non-cosmetic removal and replacement of prosthetics due to complications.
Reconstructive surgery includes tissue expanders, breast implants, nipple reconstruction, and nipple tattooing.

Benefits for breast reconstruction are available even if your mastectomy was performed before you were
covered under the TML Health medical plan. However, the mastectomy must have been performed because of
a disease of the breast.

Eligible expenses for mastectomy and breast reconstruction are payable subject to the same deductibles,
coinsurance and coinsurance that apply to other medical and surgical expenses covered by TML Health’s medical
plan. If you would like more information on benefits for mastectomy or breast reconstruction, call TML Health’s
Customer Care at (800) 282-5385.
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Medicaid and Children’s Health Insurance Program (CHIP) Notice

If you or your children are eligible for Medicaid or CHIP and you’re eligible for health coverage from your
employer, your state may have a premium assistance program that can help pay for coverage, using funds from
their Medicaid or CHIP programs. If you or your children aren’t eligible for Medicaid or CHIP, you won’t be eligible
for these premium assistance programs but you may be able to buy individual insurance coverage through the
Health Insurance Marketplace. For more information, visit healthcare.gov.

If you or your dependents are already enrolled in Medicaid or CHIP and you live in a state listed below, contact
your state Medicaid or CHIP office to find out if premium assistance is available.

If you or your dependents are NOT currently enrolled in Medicaid or CHIP, and you think you or any of your
dependents might be eligible for either of these programs, contact your state Medicaid or CHIP office or dial 1-
877-KIDS NOW or insurekidsnow.gov to find out how to apply. If you qualify, ask your state if it has a program
that might help you pay the premiums for an employer-sponsored plan.

If you or your dependents are eligible for premium assistance under Medicaid or CHIP, as well as eligible under
your employer plan, your employer must allow you to enroll in your employer plan if you aren’t already enrolled.
This is called a “special enrollment” opportunity, and you must request coverage within sixty (60) days of being
determined eligible for premium assistance. If you have questions about enrolling in your employer plan, contact
the Department of Labor at askebsa.dol.gov or call 1-866-444-EBSA (3272).

If you live in one of the following states, you may be eligible for assistance paying your employer health plan
premiums. The following list of states is current as of January 31, 2020. Contact your state for more information
on eligibility.

State Contact

ALABAMA — Medicaid Website: http://www.myalhipp.com | Phone: 1-855-692-5447

The AK Health Insurance Premium Payment Program

Website: http://myakhipp.com/ | Phone: 1-866-251-4861

Email: CustomerService@MMyAKHIPP.com

Medicaid Eligibility: http://dhss.alaska.gov/dpa/Pages/medicaid/default.aspx

ALASKA — Medicaid

ARKANSAS — Medicaid Website: http://myarhipp.com/ | Phone: 1-855-MyARHIPP (855-692-7447)

Website: http://www.dhcs.ca.gov/services/Pages/TPLRD CAU cont.aspx

CALIFORNIA — Medi Cal
Phone: 1-916-636-7447

Health First Colorado Website: https://www.healthfirstcolorado.com/

Health First Colorado Member Contact Center: 1-800-221-3943/ State Relay
711

CHP+: Colorado.gov/HCPF/Child-Health-Plan-Plus
CHP+ Customer Service: 1-800-359-1991/ State Relay 711

COLORADO — Health First
Colorado (Colorado’s
Medicaid Program) & Child
Health Plan Plus (CHP+)

FLORIDA — Medicaid Website: http://flmedicaidtplrecovery.com/hipp/ | Phone: 1-877-357-3268

Website: https://medicaid.georgia.gov/health-insurancepremium-payment-
program-hipp Phone: 678-564-1162

GEORGIA — Medicaid

INDIANA — Medicaid Healthy Indiana Plan for low-income adults 19-64
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State

IOWA — Medicaid & CHIP
(Hawki)

KANSAS — Medicaid

KENTUCKY — Medicaid

LOUISIANA — Medicaid

MAINE — Medicaid

MASSACHUSETTS — Medicaid
and CHIP

MINNESOTA — Medicaid

MISSOURI — Medicaid

MONTANA — Medicaid

NEBRASKA — Medicaid

NEVADA — Medicaid

NEW HAMPSHIRE — Medicaid

NEW JERSEY — Medicaid and
CHIP

NEW YORK — Medicaid

Contact
Website: http://www.in.gov/fssa/hip/ | Phone: 1-877-438-4479

All other Medicaid:
Website: http://www.indianamedicaid.com | Phone 1-800-403-0864

Website: http://dhs.iowa.gov/ime/members/medicaid-a-to-z/hipp | Phone:
1-888-346-9562

Hawki Website: http://dhs.iowa.gov/Hawki Hawki | Phone: 1-800-257-8563

Website: http://www.kdheks.gov/hcf/ | Phone: 1-800-792-4884

Kentucky Integrated Health Insurance Premium Payment Program (KI-HIPP)

Website: https://chfs.ky.gov/agencies/dms/member/Pages/kihipp.aspx
Phone: 1-855-459-6328 | Email: KIHIPP.PROGRAM@ky.gov

KCHIP Website: https://kidshealth.ky.gov/Pages/index.aspx

Phone: 1-877-524-4718
Kentucky Medicaid Website: https://chfs.ky.gov

Website: www.medicaid.la.gov or www.ldh.la.gov/lahipp
Phone: 1-888-342-6207 (Medicaid hotline) or 1-855-618-5488 (LaHIPP)

Website: http://www.maine.gov/dhhs/ofi/public-assistance/index.html |
Phone: 1-800-442-6003 | TTY: Maine relay 711

Website: http://www.mass.gov/eohhs/gov/departments/masshealth/ |
Phone: 1-800-862-4840

Website: http://mn.gov/dhs/people-we-serve/seniors/health-care/health-
care-programs/programs-and-services/medical-assistance.jsp

Phone: 1-800-657-3739

Website: http://www.dss.mo.gov/mhd/participants/pages/hipp.htm | Phone:
573-751-2005

Website: http://dphhs.mt.gov/MontanaHealthcarePrograms/HIPP | Phone: 1-
800-694-3084

Website: http://www.ACCESSNebraska.ne.gov | Phone: (855) 632-7633
Lincoln: (402) 473-7000; Omaha: (402) 595-1178

Medicaid Website: https://dhcfp.nv.gov/ | Medicaid Phone: 1-800-992-0900

Website: https://www.dhhs.nh.gov/ombp/nhhpp/ | Phone: 603-271-5218
Hotline: NH Medicaid Service Center at 1-888-901-4999

Medicaid Website:
http://www.state.nj.us/humanservices/dmahs/clients/medicaid/

Medicaid Phone: 609-631-2392

CHIP Website: http://www.njfamilycare.org/index.html | CHIP Phone: 1-800-
701-0710

Website: https://www.health.ny.gov/health care/medicaid/ | Phone: 1-800-
541-2831
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State

NORTH CAROLINA — Medicaid

NORTH DAKOTA — Medicaid

OKLAHOMA — Medicaid and
CHIP

OREGON - Medicaid

PENNSYLVANIA — Medicaid

RHODE ISLAND — Medicaid

SOUTH CAROLINA — Medicaid

SOUTH DAKOTA — Medicaid

TEXAS — Medicaid

UTAH — Medicaid and CHIP

VERMONT - Medicaid

VIRGINIA — Medicaid and CHIP

WASHINGTON — Medicaid

WEST VIRGINIA — Medicaid

WISCONSIN — Medicaid

WYOMING — Medicaid

Contact

Website: https://dma.ncdhhs.gov/ | Phone: 919-855-4100

Website: http://www.nd.gov/dhs/services/medicalserv/medicaid/ | Phone: 1-
844-854-4825

Website: http://www.insureoklahoma.org | Phone: 1-888-365-3742

Website: http://healthcare.oregon.gov/Pages/index.aspx
http://www.oregonhealthcare.gov/index-es.html | Phone: 1-800-699-9075

Website:
https://www.dhs.pa.gov/providers/Providers/Pages/Medical
/HIPP-Program.aspx | Phone: 1-800-692-7462

Website: http://www.eohhs.ri.gov/ | Phone: 855-697-4347 or 401-462-0311
(Direct Rite Share Line)

Website: https://www.scdhhs.gov | Phone: 1-888-549-0820

Website: http://dss.sd.gov | Phone: 1-888-828-0059

Website: http://gethipptexas.com/ | Phone: 1-800-440-0493

Medicaid Website: https://medicaid.utah.gov/
CHIP Website: http://health.utah.gov/chip | Phone: 1-877-543-7669

Website: http://www.greenmountaincare.org/ | Phone: 1-800-250-8427

Medicaid Website: http://www.coverva.org/famis | Medicaid Phone: 1-804-
786-7933

CHIP Phone: 1-855-242-8282

Website: http://www.hca.wa.gov
Phone: 1-800-562-3022 ext. 15473

Website: http://mywvhipp.com/ | Toll-free phone: 1-855-MyWVHIPP (1-855-
699-8447)

Website: https://www.dhs.wisconsin.gov/publications/p1/p10095.pdf |
Phone: 1-800-362-3002

Website: https://wyequalitycare.acs-inc.com/ | Phone: 855-294-2127

To see if any other states have added a premium assistance program since January 31, 2020, or for more
information on special enrollment rights, you can contact either:

U.S. Department of Labor

Employee Benefits Security Administration

www.dol.gov/agencies/ebsa

1-866-444-EBSA (3272)

U.S. Department of Health and Human Services
Centers for Medicare & Medicaid Services
www.cms.hhs.gov

1-877-267-2323, Menu Option 4, Ext. 61565
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HIPAA Notice of Privacy Practices for Protected Health Information (PHI)

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW
YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.

TML Health is required by law to keep your health information private and to notify you if TML Health, or one of
its business associates, breaches the privacy or security of your unsecured, identifiable health information. This
notice tells you about TML Health’s legal duties connected to your health information. It also tells you how TML
Health protects the privacy of your health information. As your group health plan, TML Health must use and
share your health information to pay benefits to you and your healthcare providers. TML Health has physical,
electronic and procedural safeguards that protect your health information from inappropriate or unnecessary
use or sharing.

Is all my health information protected?

Your individually identifiable health information that TML Health transmits or maintains in writing, electronically,
orally or by any other means is protected. This includes information that TML Health creates or receives and that
identifies you and relates to your participation in the health plan, your physical or mental health, your receipt of
healthcare services and payment for your healthcare services.

What steps does TML Health take to protect my information?
Because TML Health believes that protecting your health information is of the highest priority, TML Health takes
the following steps to ensure that your health information remains confidential:

®  Business Associate Agreements - TML Health follows the requirements of federal law and makes sure that
any TML Health business associate who receives your personal health information signs a written agreement
to protect your health information.

e  Encryption of Health Data - TML Health encrypts your health information that is sent electronically (for
example, over the Internet) so that no one, who is not supposed to, can view your health information. To
make sure that only the people who need your health information to administer your health plan benefits
are able to see it, TML Health reviews the list of people who are allowed to view your personal health
information on a regular basis.

e Independent Review - TML Health periodically employs an independent security company to review and test
TML Health’s security controls to make sure they meet the requirements of federal law. The independent
security company provides certified security professionals to conduct the review.

e Use of Health Information - TML Health’s Privacy Officer reviews the use of personal health information by
TML Health to ensure that it complies with both federal law and with TML Health’s own privacy policies.

How does TML Health use and share my health information?

TML Health’s most common use of health information is for its own treatment, payment and healthcare
operations. TML Health also may share your health information with healthcare providers, other health plans
and healthcare clearinghouses for their treatment, payment and healthcare operations. (Healthcare
clearinghouses are organizations that help with electronic claims.)

TML Health also may share your health information with a TML Health business associate if the business associate
needs the information to perform treatment, payment or healthcare operations on TML Health’s behalf. For
example, if your health plan includes a retail and mail order pharmacy network, TML Health must share
information with the pharmacy network about your eligibility for benefits. Healthcare providers, other health
plans, healthcare clearinghouses and TML Health business associates are all required to maintain the privacy of
any health information they receive from TML Health. TML Health uses and shares the smallest amount of your
health information that it needs to administer your health plan.
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What are treatment, payment and healthcare operations?

Treatment is the provision, coordination or management of healthcare and related services. For example,
your health information is shared for treatment when your family doctor refers you to a specialist.

Payment includes TML Health activities such as billing, claims management, subrogation, plan
reimbursement, reviews for medical necessity and appropriateness of care, utilization review and
notification of healthcare services. For example, TML Health may tell a doctor if you are covered under a
TML Health plan and what part of the doctor’s bill TML Health will pay.

Healthcare operations include quality assessment and improvement, reviewing competence or
qualifications of healthcare professionals, underwriting and other activities necessary to create or renew
health plans. It also includes disease management, case management, conducting or arranging for medical
review, legal services, auditing functions including fraud and abuse compliance programs, business planning
and development, business management and general administrative activities. For example, TML Health
may use information from your claims to contact you about treatment alternatives or other health-related
benefits and services that may be of interest to you. Please note that while TML Health may use and share
your health information for underwriting, TML Health is prohibited from using or sharing any of your genetic
information for underwriting.

How else does TML Health share my health information?
TML Health may share your health information, when allowed or required by law, as follows:

Directly with you or your personal representative. A personal representative is a person who has legal
authority to make healthcare decisions for you. In the case of a child under eighteen (18) years of age, the
child’s personal representative may be a parent, guardian or conservator. In the case of an adult who cannot
make his own medical decisions, a personal representative may be a person who has a medical power of
attorney.

With the Secretary of the U.S. Department of Health and Human Services to investigate or determine TML
Health’s compliance with federal regulations on protecting the privacy and security of health information.

With your family member, other relative, close personal friend or other person identified by you who is
involved directly in your care. TML Health will limit the information shared to what is relevant to the person’s
involvement in your care and, except in the case of an emergency or your incapacity, you will be given an
opportunity to agree or to object to the release of your health information.

For public health activities.

To report suspected abuse, neglect or domestic violence to public authorities.
To a public oversight agency.

When required for judicial or administrative proceedings.

When required for law enforcement purposes.

With organ procurement organizations or other organizations to facilitate organ, eye or tissue donation or
transplantation.

With a coroner or medical examiner for the purpose of identifying a deceased person, determining a cause
of death or other duties required by law.

With a funeral director when permitted by law and when necessary for the funeral director to carry out his
duties with respect to the deceased person.

To avert a serious threat to health or safety.

For specialized government functions, as required by law.
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e  When otherwise required by law.

e Information that has been de-identified. This means that TML Health has removed all your identifying
information and it is reasonable to believe that the organization receiving the information will not be able
to identify you from the information it receives.

Can | keep TML Health from using or sharing my health information for any of these purposes?

You have the right to make a written request that TML Health not use or share your health information, unless
the use or release of information is required by law. However, since TML Health uses and shares your health
information only as necessary to administer your health plan, TML Health does not have to agree to your request.

Are there any other times when TML Health may use or share my health information?

TML Health may not use or share your health information for any purpose not included in this notice, unless TML
Health first receives your written authorization. To be valid, your authorization must include: the name of the
person or organization releasing your health information; the name of the person or organization receiving your
health information; a description of your health information that may be shared; the reason for sharing your
health information; and an end date or end event when the authorization will expire. You may revoke or take
back any authorization that you make. Your request to revoke your authorization must be in writing and will not
apply to any information shared before TML Health receives your request.

TML Health must always have your written authorization to:

e Use or share psychotherapy notes, unless TML Health is using or sharing the psychotherapy notes to defend
itself in a legal action or other proceeding brought by you.

e Use or share your identifiable health information for marketing, except for: (1) a face-to-face communication
from TML Health, or one its business associates, to you; or (2) a promotional gift of nominal value given by
TML Health, or one its business associates, to you.

e Sell your identifiable health information to a third party.

Will TML Health share my health information with my employer?

TML Health shares summary health information with the employer who sponsors your group health plan.
Employers need this information to get bids from other health plans or to make decisions to modify, amend or
terminate the TML Health group health plan. Summary health information summarizes the claims history, claims
expenses or type of claims experienced by the entire group of people covered under a health plan. Summary
health information does not include any information that identifies you, such as your name, social security
number or date of birth.

Also, TML Health shares with the employer who sponsors your group health plan information on whether you
are enrolled in TML Health’s group health plan or if you recently added, changed or dropped coverage.

Can | find out if my health information has been shared with anyone?

You may make a written request to TML Health’s Privacy Officer for a list of any disclosures of your health
information made by TML Health during the last six (6) years. The list will not include any disclosures made for
treatment, payment or healthcare operations; any disclosures made directly to you; any disclosures made based
upon your written authorization; or any disclosures reported on a previous list.

Generally, TML Health will send the list within sixty (60) days of the date TML Health receives your written
request. However, TML Health is allowed an additional thirty (30) days if TML Health notifies you, in writing, of
the reason for the delay and notifies you of the date by which you can expect the list.

If you request more than one list within a twelve (12) month period, TML Health may charge you a reasonable,
cost-based fee for each additional list.

Can | view my health information maintained by TML Health?

You may make a written request to inspect, at TML Health’s offices, your enrollment, payment, billing, claims
and case or Care Management records that TML Health maintains. You also may request paper copies of your
records. If you request paper copies, TML Health may charge you a reasonable, cost-based fee for the copies.
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Requests to view your health information should be made in writing to:

TML Health
ATTN: Privacy Officer
PO Box 149190, Austin, Texas 78714-9190

If | review my health information and find errors, how do | get my records corrected?

You may request that TML Health correct any of your health information that it creates and maintains. All
requests for correction must be made to TML Health’s Privacy Officer, must be in writing, and must include a
reason for the correction.

Please be aware that TML Health can correct only the information that it creates. If your request is to correct
information that TML Health did not create, TML Health will need a statement from the individual or organization
that created the information explaining an error was made. For example, if you request a claim be corrected
because the diagnosis is incorrect, TML Health will correct the claim if TML Health made an error in the data
entry of the diagnosis. However, if your healthcare provider submitted the wrong diagnosis to TML Health, TML
Health cannot correct the claim without a statement from your healthcare provider that the diagnosis is
incorrect.

TML Health has sixty (60) days after it receives your request to respond. If TML Health is not able to respond, it
is allowed one (1) thirty (30) day extension. If TML Health denies your request, either in part or in whole, TML
Health will send you a written explanation of its denial. You may then submit a written statement disagreeing
with TML Health’s denial and have that statement included in any future disclosures of the disputed information.

I’'m covered as a dependent and do not want any of my health information mailed to the covered employee’s
address. Will you do that?

If mailing communications to the covered employee’s address would place you in danger, TML Health will
accommodate your request to receive communications of health information by alternative means or at
alternative locations. Your request must be reasonable, must be in writing, must specify an alternative address
or other method of contact, and must include a statement that sending communications to the covered
employee’s address would place you in danger.

Please be aware that TML Health is required to send the employee any payment for a claim that is not assigned
to a healthcare provider, except under certain medical child support orders.
If I believe my privacy rights have been violated, how do | make a complaint?

If you believe your privacy rights have been violated, you may make a complaint to TML Health.

Write to: TML Health

ATTN: Privacy Officer

PO Box 149190, Austin, Texas 78714-9190
Or call: (800) 282-5385

Also, you may file a complaint with the U.S. Department of Health and Human Services. TML Health will not
retaliate against you for filing a complaint.

When are the privacy practices described in this notice effective?
This privacy notice has an effective date of September 1, 2013.

Can TML Health change its privacy practices?

TML Health is required by law to follow the terms of its privacy notice currently in effect. TML Health reserves
the right to change its privacy practices and to apply the changes to any health information TML Health received
or maintained before the effective date of the change. TML Health will maintain its current privacy notice on its
website at tmlhealthbenefits.org. If a revision is made during your plan year, TML Health will post the revised
notice to its website on the date the new notice goes into effect. You will receive a paper copy of the revised
privacy notice before the start of your next plan year.
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What happens to my health information when | leave the plan?

TML Health is required to maintain your records for at least six (6) years after you leave TML Health’s group
health plan. However, TML Health will continue to maintain the privacy of your health information even after
you leave the plan.

How can | get a paper copy of this notice?
To request that TML Health mail you a paper copy of this notice, call (800) 282-5385.

Who can | contact for more information on my privacy rights?

Write to: TML Health

ATTN: Privacy Officer

PO Box 149190, Austin, Texas 78714-9190
Or call: (800) 282-5385
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Non-Discrimination Notices
English
TML Health complies with applicable Federal civil rights laws and does not discriminate on the basis of race,

color, national origin, age, disability, or sex. TML Health does not exclude people or treat them differently
because of race, color, national origin, age, disability, or sex.

TML Health:

®  Provides free aids and services to people with disabilities to communicate effectively with us, such as:
= Qualified sign language interpreters

= Written information in other formats (large print, audio, accessible electronic formats, other formats)

e  Provides free language services to people whose primary language is not English, such as:
= Qualified interpreters

= Information written in other languages

If you need these services, contact our Civil Rights Coordinator.

If you believe that TML Health has failed to provide these services or discriminated in another way on the basis
of race, color, national origin, age, disability, or sex, you can file a grievance with:

Civil Rights Coordinator, TML Health, PO Box 149190, Austin, TX 78754-9190,
(800) 282-5385, TTY 711, Fax (512) 719-6539, CRCoordinator@tmlhb.org

You can file a grievance in person or by mail, fax, or email. If you need help filing a grievance, our Civil Rights
Coordinator is available to help you.

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil
Rights, electronically through the Office for Civil Rights Complaint Portal, available at
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone at:

U.S. Department of Health and Human Services
200 Independence Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201

1-800-368-1019, 800-537-7697 (TDD)

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.
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st Gl Gelad e e Vs Lee Jsenal) 2001 50dll saall (3 58a 00l 58 TML Health Benefits ik
aglaxy sf LalasWY TML Health Benefits dasiug ¥ Guinll g 5 5l d8le ¥ ot o i gl (s of o 5t
oaiadl g gi o A8y i pdl b ida gl a1 ol ol ol g gl Cey (alia gas e
TML Health Benefits
1 fie (Liae Amdi 5 ) oy ol 3l LY (553 (e palasD Ailae Cilend s Cilaeboa i e
Ol 3 B LY Aa ea yie O
6yt Ay 5 SISH Bl A5 s O 5a B aS i alide sidas) (s oal il S Sl slas ©
(sl e Sl a2 g
rfie ed alady) ol Al agial Al (alL GO Apilae o sal Ciladd 3 e
Ola 3 (pes ie ©

oA el & 5iSe Gl slas ©

Civil Rights Coordinator = Jeail «ilaadl) sl dalay i€ |3
O sl Bl el e s oAl 38 jhay e ol cleaadi ol b 5 8 38al 88 TML Health Benefits o aiiad <€ 13
Civil Rights Coordinator ;Y (s sy 2355 ) (Sa cuinll g 28y ol udl o ada it Yl

TTY 711 <1-800-282-5385 (PO Box 149190, Austin, TX 78754-9190 «Civil Rights Coordinator

o Gead® (5 S5 o085 o (Say .CRCoordinator@tmlhb.org <512-719-6539 «TML Health Benefits
.lisebual ~le Civil Rights Coordinator Ol « s sS5 o8l (& sae beall dalay caS 1Y)
et s SISl Sl

3 335) Department of Health and Human Services 51050 Wi i) (5 588 2285 of Wagl Sy

Office for —Se M (e (Al (3 58all (38a) Office for Civil Rights «i8a ¢ (380l g daall Cilaaal)

sl https://ocrportal.hhs.gov/ocr/portal/lobby.jsf Bl e 3 sialt «Civil Rights Complaint Portal
e el sh o b

U.S. Department of Health and Human Services

200 Independence Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201

1-800-863-1019, RO0-537-7697 28, )pSil 5 pucall c ila

hittp://www . hhs.gov/ocr/office/file/index. html bl )l e (5 S ~Mas 8l 55

City of Del Rio - Eff. 10/01/20 | Page 89



Chinese
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French

TML Health respecte les lois fédérales en vigueur relatives aux droits civiques et ne pratique aucune discrimination basée
sur la race, la couleur de peau, I'origine nationale, I'age, le sexe ou un handicap. TML Health n'exclut et ne traite aucune

personne différemment en raison de sa race, sa couleur de peau, son origine nationale, son age, son sexe ou son handicap.

TML Health:

e  Fournit gratuitement des aides et services aux personnes handicapées afin de permettre une
communication efficace avec nous, par exemple:

O Interprétes qualifiés en langue des signes

O Informations écrites dans d'autres formats (gros caractéres, audio, formats électroniques
accessibles, autres formats)

e  Fournit gratuitement des services linguistiques aux personnes dont la langue principale n'est pas
I'anglais, par exemple:

O Interprétes qualifiés

O Informations écrites dans d'autres langues
Si vous avez besoin de ces services, contactez Civil Rights Coordinator
Si vous pensez que TML Health n'a pas fourni ces services ou a fait preuve d'une autre forme de discrimination basée sur

la race, la couleur de peau, I'origine nationale, I'dge, le sexe ou le handicap, vous pouvez déposer une réclamation auprés
de : Civil Rights Coordinator, TML Health, PO Box 149190, Austin, TX 78754-9190, 1-800-282-5385, TTY 711, Fax 512-719-

6539, CRCoordinator@tmlhb.org. Vous pouvez déposer une réclamation en personne ou par courrier, télécopie ou e-mail.

Si vous avez besoin d'aide pour déposer une réclamation, Civil Rights Coordinator se tient a votre disposition pour vous y
aider.

Vous pouvez également déposer une réclamation concernant vos droits civiques auprés de I'U.S. Department of
Health and Human Services (Département de la Santé et des Services Sociaux des Etats- Unis), Office for Civil

Rights (Bureau des Droits Civiques), par voie électronique via I'Office for Civil Rights Complaint Portal,
disponible a I'adresse hitps://ocrportal.hhs.gov/ocr/portal/lobby.jsf, par courrier ou par téléphone a:

U.S. Department of Health and Human Services
200 Independence Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201

1-800-368-1019, 800-537-7697 (TDD)

Des formulaires de réclamation sont disponibles a I'adresse http://www.hhs.gov/ocr/office/file/index.html
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German

TML Health erfllt geltenden bundesstaatliche Menschenrechtsgesetze und lehnt jegliche Diskriminierung aufgrund von
Rasse, Hautfarbe, Herkunft, Alter, Behinderung oder Geschlecht ab. TML Health lehnt den Ausschluss oder die
unterschiedliche Behandlung von Menschen aufgrund von Rasse, Hautfarbe, Herkunft, Alter, Behinderung oder Geschlecht
ab.

TML Health:

. Bietet kostenlose Hilfe und Dienstleistungen fir Menschen mit Behinderung zur effektiven
Kommunikation, wie z. B.:

O  Qualifizierte Geb&rdensprachen-Dolmetscher
o  Schriftliche Informationen in anderen Formaten (grofie Ausdrucke, Audio, zugéngliche
elektronische Formate, sonstige Formate)
. Bietet kostenlose Sprachdienste fir Menschen, deren Hauptsprache nicht Englisch ist, wie z. B.:
O Qualifizierte Dolmetscher

o Schriftliche Informationen in anderen Sprachen
Sollten Sie diese Dienstleistungen bendtigen, so wenden Sie sich an Civil Rights Coordinator

Sollten Sie der Ansicht sein, dass TML Health es versaumte, diese Dienstleistungen anzubieten, oder auf sonstige Weise
aufgrund von Rasse, Hautfarbe, Herkunft, Alter, Behinderung oder Geschlecht diskriminierte, so kdnnen Sie eine
Beschwerde einreichen bei: Civil Rights Coordinator, TML Health, PO Box 149190, Austin, TX 78754-9190, 1-800-282-
5385, TTY 711, Fax 512-719-6539, CRCoordinator@tmlhb.org. Sie kdnnen eine Beschwerde persdnlich oder per Post,
Fax oder E-Mail einreichen. Sollten Sie Hilfe beim Einreichen einer Beschwerde benétigen, so steht Thnen Civil Rights
Coordinator gerne zur Verfiigung.

Sie kdénnen ebenfalls eine Menschenrechtsbeschwerde einreichen bei: Department of Health and Human Services (U.S.-
Gesundheitsministerium), Office for Civil Rights (Amt fir Blrgerrechte), elektronisch tiber das Office for Civil Rights
Complaint Portal, zuganglich tber https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, oder per Post oder telefonisch an:

U.S. Department of Health and Human Services
200 Independence Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201

1-800-368-1019, 800-537-7697 (TDD)

Beschwerdeformulare sind verfugbar unter http://www.hhs.gov/ocr/office/file/index.html.
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Russian

TML Health cobaromaer mpuMennmoe ¢eaepanbHOe 3aKOHOAATEIBCTBO B O0JACTH TPaKAAHCKUX IMpaB U HE JAOMyCKaeT
JMCKPUMMHAIIMK TI0 PH3HAKAM pachl, [[BETA KOXKH, HALMOHAJIBbHOH NPHHALICSKHOCTH, BO3PACTa, HHBATMAHOCTH WM I10JIa.
TML Health He wuckmowaer momeii M HE OTHOCHTCS K HHUM IIO-pa3HOMY H3-3a DPAachl, I[BeTa KOXXH, HAIMOHAJIHHON
MIPUHAIEKHOCTH, BO3pacTa, HHBAJIHIHOCTH WX ITOJIA.

TML Health:

U st 3¢ dexTuBHOTO B3anMOAEHCTBHUS MPEAOCTABIAET OE3BO3ME3IHYIO IIOMOIIb M OKA3bIBAET yCIYTH
JFOJISIM C OTPaHUYEHHBIMU BO3MOXXHOCTSIMH, 2 IMEHHO:

o) YCIIYTH KBaJTU(QUIPOBAHHBIX CyPIOTIEPEBOIYHUKOB;
o MICEMEHHYI0 HHPOPMALIHIO B APYTHX GopMaTax (KpyHHBIA MPUPT, ayauo Gopmar,

JIOCTYITHBIE 3JICKTPOHHBIC (POPMATEHI, IpoUre (GOPMATEI).

U [Tpenocrasinsier OecryiaTHBIE yCIyTH MEPEBOA JIOISAM, Ul KOTOPBIX aHTVIMACKUI He SBISIETCS
OCHOBHBIM SI3BIKOM, 8 UMEHHO:

o YCIIyTH KBaJTU(QUIIPOBAHHBIX IIEPEBOTINKOB;

o MICbMEHHYIO HH(OPMAIMIO Ha APYTHX S3bIKAX.

Ecnu BBI Hy)X/1aeTech B TakHX yciiyrax, ooparurecs k Civil Rights Coordinator

Ecnu BBI cuntaere, uro B TML Health Bam He mpemocTaBrIIN yKa3aHHBIX YCIIYT WIM HHBIM 00pa3oM JUCKPUMUHHPOBAIN Bac
TI0 IPHU3HAKaM Packl, BeTa KOXKH, HAMOHAIBHOM IIPHHA JIeKHOCTH, BO3pacTa, HHBAIUIHOCTH WIIH 110J1a, BEI MOXKETe II0/1aTh
xano0y: Civil Rights Coordinator, PO Box 149190, Austin, TX 78754-9190, 1-800-282-5385, TTY 711, Fax 512-719-6539,
CRCoordinator@tmlhb.org. Ber MmoxeTe moaaTs xano0y JTHYHO WIK OTHPABHUTH IO 1MOUTe, (PaKkCy MM JIEKTPOHHOW MOYTE.
Ecnu Bam Hy>kHa moMolb B ogaye skaino0sr, Bam momoxet Civil Rights Coordinator.

BrI Takke MokeTe mojaTh kajJo0y O HapymIeHWH TpaxnaHckux mpaB B U.S. Department of Health and Human Services
(MuHHCTEpPCTBO 37paBOOXpaHeHHss M comuanbHbIX ciyk0 CLUA), Office for Civil Rights (YnpasneHue mo rpaxaaHCKUM
mpaBaMm), B oyiekTpoHHoM Buie uepe3 Office for Civil Rights Complaint Portal, gocrtymHelifi 1o ccbuIke:
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, mo moure nnu mo Tenedomny:

U.S. Department of Health and Human Services
200 Independence Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201 (CLLA)
1-800-368-1019, 800-537-7697 (TDD)

Branku skano0bl A0CTYMHBI TIO axpecy: http://www.hhs.gov/ocr/office/file/index.html.
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Spanish

TML Health cumple con las leyes federales de derechos civiles aplicables y no discrimina por motivos de raza, color,
nacionalidad, edad, discapacidad o sexo. TML Health no excluye a las personas ni las trata de forma diferente debido a su
origen étnico, color, nacionalidad, edad, discapacidad o sexo.

TML Health:

. Proporciona asistencia y servicios gratuitos a las personas con discapacidades para que se
comuniquen de manera eficaz con nosotros, como lossiguientes:

o Intérpretes de lenguaje de sefias capacitados.

o Informacion escrita en otros formatos (letra grande, audio, formatoselectronicos
accesibles, otros formatos).

o Proporciona servicios lingiisticos gratuitos a personas cuya lengua materna no es el inglés, como
los siguientes:

o) Intérpretes capacitados.

o Informacion escrita en otros idiomas.

Si necesita recibir estos servicios, comuniquese con Civil Rights Coordinator.

Si considera que TML Health no le proporciond estos servicios o lo discrimind de otra manera por motivos de origen étnico,
color, nacionalidad, edad, discapacidad o sexo, puede presentar un reclamo a la siguiente persona: Civil Rights Coordinator,
TML Health, PO Box 149190, Austin, TX 78754-9190, 1-800-282-5385, TTY 711, Fax 512-719-6539,
CRCoordinator@tmlhb.org. Puede presentar el reclamo en persona o por correo postal, fax o correo electrénico. Si necesita
ayuda para hacerlo, Civil Rights Coordinator esta a su disposicion para brindarsela.

También puede presentar un reclamo de derechos civiles ante la Office for Civil Rights (Oficina de Derechos Civiles) del
Department of Health and Human Services (Departamento de Salud y Servicios Humanos) de EE. UU. de manera electrénica
a través de Office for Civil Rights Complaint Portal, disponible en https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, o bien, por
correo postal a la siguiente direccion o por teléfono a los nimeros que figuran a continuacién:

U.S. Department of Health and Human Services
200 Independence Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201

1-800-368-1019, 800-537-7697 (TDD)

Puede obtener los formularios de reclamo en el sitio web http://www.hhs.gov/ocr/office/file/index.html.
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Tagalog

Sumusunod ang TML Health sa mga naaangkop na Pampederal na batas sa karapatang sibil at hindi nandidiskrimina batay sa
lahi, kulay, bansang pinagmulan, edad, kapansanan o kasarian. Ang TML Health ay hindi nagtatangi ng mga tao o hindi
nagpapakita ng ibang pakikitungo dahil sa lahi, kulay, bansang pinagmulan, edad, kapansanan o kasarian.

Ang TML Health ay:

. Nagbibigay ng mga libreng tulong at serbisyo sa mga taong may kapansanan upang mahusay silang
makipag-ugnayan sa amin, gayang:

o Mga kwalipikadong interpreter ng sign language

o) Nakasulat na impormasyon sa iba pang mga format (malaking print, audio, mga naa- access
na electronic na format, iba pang mgaformat)

o Nagbibigay ng mga libreng serbisyo sa wika sa mga taong hindi Ingles ang pangunahing wika, gaya ng:
(e} Mga kwalipikadong interpreter

o Impormasyong nakasulat sa iba pang mga wika
Kung kailangan mo ang mga serbisyong ito, makipag-ugnayan kay Civil Rights Coordinator

Kung naniniwala kang hindi naibigay ng TML Health ang mga serbisyong ito o nandiskrimina ito sa ibang paraan batay sa lahi,
kulay, bansang pinagmulan, edad, kapansanan o kasarian, maaari kang maghain ng karaingan sa: Civil Rights Coordinator, TML
Health, PO Box 149190, Austin, TX 78754-9190, 1-800-282-5385, TTY 711, Fax 512-719-6539, CRCoordinator@tmlhb.org.
Maaari kang maghain ng karaingan nang personal o sa pamamagitan ng koreo, fax o email. Kung kailangan mo ng tulong sa
paghahain ng karaingan, narito si Civil Rights Coordinator upang tulungan ka.

Maaari ka ring maghain ng reklamo sa mga karapatang sibil sa U.S. Department of Health and Human Services (Kagawaran
ng Mga Serbisyong Pangkalusugan at Pantao ng U.S.), Office for Civil Rights (Tanggapan para sa Mga Karapatang Sibil), sa
electronic na paraan sa Office for Civil Rights Complaint Portal, na makikita sa https://ocrportal.hhs.gov/ocr/portal/lobby.jsf,
0 sa pamamagitan ng koreo o telepono sa:

U.S. Department of Health and Human Services
200 Independence Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201

1-800-368-1019, 800-537-7697 (TDD)

Ang mga form ng reklamo ay makukuha sa http://www.hhs.gov/ocr/office/file/index.html.
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Viethamese

TML Health tudn thu ludt dan quyén hién hanh cta Lién bang va khong phén biét ddi xir dua trén chung toc, mau da, ngudn
géc quoc gia, do tuoi, khuyét tat, hoac gi(’yi tinh. TML Health khong loai trir moi nguoi hodc ddi xu voi ho khac biét vi ching
toc, mau da, nguon goc quoc gia, do tudi, khuyet tat, hoac gidi tinh.

TML Health:
° Cung cip dich vu hd trg mién phi cho nhimg ngudi khuyét tat dé giao tiép voi chiing t6i c6 hiéu qua,
nhu:
o Thong dich vién ngdn ngir ky hi¢u du nang luc
o Thong tin béng van ban ¢ cac dinh dang khac (chit in 16n, &m thanh, dinh dang dién tir co thé
tiép can, cac dinh dang khac)
o Cung cip mién phi cac dich vu ngon ngir cho nhiing ngudi c6 ngdn ngit chinh khong phai 1 tiéng
Anh, nhu:
o Thong dich vién du nang luc

o Théng tin duoc trinh bay bang ngdn ngit khac
Néu ban cin nhiing dich vu nay, hay lién hé Civil Rights Coordinator

Néu ban tin ring Name of covered entity khéng cung cp nhitng dich vu nay hodc phan biét dbi xtr theo cach khac dua trén
chung tdc, mau da, nguén géc quéc gia, do tudi, khuyét tat, hodc gidi tinh, ban co thé ndp don khiéu nai véi: Civil Rights
Coordinator, TML Health, PO Box 149190, Austin, TX 78754-9190, 1-800-282-5385, TTY 711, Fax 512-719-6539, Fax 512-
719-6539. Ban c6 thé truc tiép ndp don khiéu nai hodc gt qua duong buu dién, chuyén fax, hodc email. Néu ban can trg giup
ndp don khiéu nai, Civil Rights Coordinator sin sang gitip ban.

Ban ciing ¢6 thé ndp don khiéu nai vé& dan quyén Ién U.S. Department of Health and Human Services (BO Y Té va Dich Vu
Nhan Sinh Hoa Ky), Office for Civil Rights (Van Phong Dan Quyén) bang hinh thire dién tir qua Office for Civil Rights Complaint
Portal, c6 trén trang https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, hodc qua duong buu dién hodc bang dién thoai tai:

U.S. Department of Health and Human Services

200 Independence Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201

1-800-368-1019, 800-537-7697 (TDD)

Cac mau khiéu nai c6 trén trang http://www.hhs.gov/ocr/office/file/index.html.
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COBRA Rights - 44

Colorectal Exam Benefit - 24

Continued Stay Review - 17

Coordination of Benefits - 47

M

Major Medical - 20, 30

Medical Intelligence - 16

Medical Management - 21, 29, 32, 33, 56, 64

Medical Management Features - 14

Medical Management Utilization
Management/Catastrophic Care - 17

Mental Health Conditions - 32

N

Newborn Children - 40
Notice to Plan Participants - 4

D
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Other Party Liability - 51
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E

Eligible Benefits - 19

Employee Coverage - 42

Employee Dependent Coverage - 42
Enrollment Requirements - 38

F
Facility Outpatient - 19

P

Post-Termination Privilege - 42

Pre-authorization Requirements - 14

Preventive Care Benefit - 24

Preventive/Routine Care Benefit - 35

Privacy and Security of your Health Information -
13

G

General Exclusions or Limitations - 35

R

Reasonable and Customary - 18
Required Notices - 69

Retiree Coverage - 42

Retiree Dependent Coverage - 42

H

Home Health Care Benefit - 29

Hospice Care Benefit - 29

How Benefits are Paid - 8

How the Pre-authorization Process Works - 14
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Serious Mental Health lliness - 33
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Termination Date of Coverage - 42
Transplant Benefit - 30
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