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Rights:
• To be treated with respect and recognition of your dignity

and right to privacy
• To reasonable access to health care
• To participate with practitioners in decision-making regarding

your health care
• To a candid discussion of appropriate or medically necessary

treatment options for your conditions, regardless of cost or
benefit coverage

• To receive information about Health Alliance, its services, its
affiliated practitioners and providers, and members’ rights
and responsibilities

• To voice complaints or appeals about Health Alliance or the
care provided

• To make recommendations regarding the Health Alliance
Members’ Rights and Responsibilities policies

Responsibilities:
• To read and understand your Summary Plan Description/Plan

Document and any attached Amendments and follow the
rules of membership

• To know the providers in your network
• To understand the status of your health and agree upon

treatment goals with your practitioners
• To follow the plans and instructions for care you have agreed

on with your practitioners
• To provide, to the extent possible, information Health

Alliance and its affiliated practitioners and providers need to
care for you

• To notify your Human Resources Department in a timely
manner of any changes in your status as a beneficiary or that
of any of your covered dependents

Beneficiary’s
Rights and
Responsibilities

Parkland SPD 7-2003
cmp-parklndspd-0803
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Lifetime Maximum Benefits
Individual Lifetime Maximum Benefit Not Applicable
Temporomandibular Joint (TMJ) Disorder $2,500
Infertility Services Not Applicable

The term “Lifetime” refers to the time a person is actually a Beneficiary of a
welfare benefit plan sponsored by the Group and is not intended to suggest
benefits beyond an individual’s termination date.

Plan Year Maximum Benefits
Annual Plan Year Maximum Benefits $2,000,000
Skilled Care Facility 120 days
Outpatient Mental Health Care 20 visits
Outpatient Substance Abuse Treatment 20 visits
Inpatient Mental Health Care 14 days
Inpatient Substance Abuse Treatment 14 days or $10,000 (the lesser of)
Outpatient Rehabilitative Therapy Services 60 visits (treatment combined)
   (Occupational, speech and physical therapies)
Prescription Drugs Unlimited
Hospice Care 60 days
Home Health Care 100 visits

Plan Year Deductibles You Pay
Single $0
Family $0

There are no Plan Year Deductibles on this Plan.

Plan Year Out-of-Pocket Maximum You Pay
Single Coinsurance and Copayments
Family Coinsurance and Copayments

Except for Coinsurance and Copayments, benefits are paid at 100%. Failure to
Preauthorize inpatient admissions prior to admission or to notify Health Alliance
of emergency admissions within 48 hours after care begins will result in a $250
benefit reduction.

Choice Plan
Schedule of
Benefits—Medical
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Inpatient Services/Benefits You Pay
Physician Services $0

Hospital Care $100 per admission
(Preauthorization required)

Skilled Care Facility $0
(Preauthorization required)

Human Organ Transplant Subject to Physician, office
(Preauthorization required) visit and Hospital Coinsurance

andCopayments

Mental Health Care $100 per day
(Preauthorization required)

Substance Abuse Treatment $100 per day
(Preauthorization required)

Preauthorization is required on all inpatient admissions. Failure to Preauthorize
inpatient admissions will result in a $250 benefit reduction.

Outpatient Services/Benefits You Pay
Office Visit–Primary Care $10 per visit
(No Copayment for Physician’s Assistant
or Nurse Practitioner)

Office Visit–Specialty Care $10 per visit
(No Copayment for Physician’s Assistant
or Nurse Practitioner)

Routine Prenatal Care $0

Annual Physicals $10 per visit

Injections, Immunizations, Mammograms, $0
PAP Smears, Prostrate Screening,
Colorectal Screening, Cholesterol Screening

Well-Child Care $0

Routine Eye Exams $10 per visit < 18 years of age
$20 per visit > 18 years of age

Outpatient Surgery $0

Diagnostic Testing $0
(X-rays and laboratory services)

Mental Health Care $15 per visit
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Substance Abuse Treatment $15 per visit

Home Health Care/Home Infusion $0

Hospice Care $0

Rehabilitative Therapy Services $0
(Occupational, speech and physical therapies)

Emergency Services (Including ambulance) $50 per visit
Copayment is waived if admitted

Durable Medical Equipment, 20%*
Prosthetic Devices and Orthotics

TMJ Disorder $10 per visit
(Benefit excludes surgical procedures)

Spinal Manipulations Not covered

Second/Third Surgical Opinions $0

Wisdom Teeth Removal (Impacted only) $0

Other Services/Benefits You Pay
Infertility Services $10 per visit

Retail Prescription Drugs $10
(Limited to a maximum 30-day supply or
manufacturer’s standard package. Must be
obtained from MedImpact Pharmacy.)
Effective December 1, 2003: (Limited to a maximum 30-day
supply. Must be obtained from MedImpact Pharmacy.)

Mail Order Prescription Drugs $10
(Limited to a maximum 90-day supply
or three manufacturer’s standard packages.
Must be obtained from Caremark Pharmacy.)
Effective December 1, 2003: (Limited to a maximum 90-day
supply. Must be obtained from Caremark Mail Order Pharmacy.)

Specialty Prescription Drugs $10
(Must be obtained from a Caremark Pharmacy.)

Other Covered Services Subject to Physician, office visit
and Hospital Coinsurance and
Copayments

*Coinsurance is based on the allowed or discounted amount, if discount is
applied to the billed amount.
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Lifetime Maximum Benefits
Individual Lifetime Maximum Benefit Not applicable
Temporomandibular Joint (TMJ) Disorder $2,500
Infertility Services Not applicable

The term “Lifetime” refers to the time a person is actually a Beneficiary of a
welfare benefit plan sponsored by the Group and is not intended to suggest
benefits beyond an individual’s termination date.

Plan Year Maximum Benefits
Annual Plan Year Maximum Benefits $2,000,000
Skilled Care Facility 120 days
Outpatient Mental Health Care 25 visits
Outpatient Substance Abuse Treatment 20 visits
Inpatient Mental Health Care 25 days
Inpatient Substance Abuse Treatment 14 days or $10,000 (the lesser of)
Outpatient Rehabilitative Therapy Services 60 visits (treatment combined)

(Occupational, speech and physical therapies)
Spinal Manipulations $750
Prescription Drugs Unlimited
Hospice Care 60 days
Home Health Care 100 visits

Plan Year Deductibles You Pay
Single $1,000
Family $2,000

A new Deductible will apply each Plan Year. Deductibles apply to all services
except: preventive care/wellness benefits, spinal manipulations, second and third
surgical opinions and vision benefits.

Plan Year Out-of-Pocket Maximum You Pay
Single Deductibles, Coinsurance and

Copayments

Family Deductibles, Coinsurance and
Copayments

Except for Deductibles, Coinsurance and Copayments, benefits are paid at 100%.
Failure to Preauthorize inpatient admissions prior to admission or to notify Health
Alliance of emergency admissions within 48 hours after care begins will result in a
$250 benefit reduction.

Inpatient Services/Benefits You Pay
Physician Services 0% after Deductible

Hospital Care 0% after Deductible
(Preauthorization required)

Skilled Care Facility 0% after Deductible
(Preauthorization required)

Health Incentive Plan
Schedule of
Benefits—Medical
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Inpatient Services/Benefits You Pay
Human Organ Transplant After Deductible, subject to
(Preauthorization required) Physician office visit and Hospital

Coinsurance and Copayments

Mental Health Care 0% after Deductible
(Preauthorization required)

Substance Abuse Treatment 0% after Deductible
(Preauthorization required)

Preauthorization is required on all inpatient admissions. Failure to Preauthorize
inpatient admissions will result in a $250 benefit reduction.

Outpatient Services/Benefits You Pay
Office Visit–Primary Care 0% after Deductible

Office Visit–Specialty Care 0% after Deductible

Routine Prenatal Care $250 per pregnancy, no
Deductible applies

Annual Physicals 0% no Deductible applies

Injections, Immunizations, Mammograms, 0% no Deductible applies
PAP Smears, Prostrate Screening,
Colorectal Screening, Cholesterol Screening

Well-Child Care 0% no Deductible applies

Routine Eye Exams Charges over $60 per Plan
Year, no Deductible applies

Outpatient Surgery 0% after Deductible

Diagnostic Testing 0% after Deductible
(X-rays and laboratory services)

Mental Health Care $15 Copayment, then 0% after
Deductible

Substance Abuse Treatment $15 Copayment, then 0% after
Deductible

Home Health Care/Home Infusion 0% after Deductible

Hospice Care 0% after Deductible

Wisdom Teeth Removal (Impacted only) 0% after Deductible
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Rehabilitative Therapy Services 0% after Deductible
(Occupational, speech and physical therapies)

Emergency Services (Including ambulance) 0% after Deductible

Durable Medical Equipment, 20% after Deductible
Prosthetic Devices and Orthotics

TMJ Disorder 20% after Deductible
(Benefit excludes surgical procedures)

Spinal Manipulations 50% no Deductible applies

Second/Third Surgical Opinions 0% no Deductible applies

Other Services/Benefits You Pay
Infertility Services 0% after Deductible

Retail Prescription Drugs 0% after Deductible
(Limited to a maximum 30-day supply or
manufacturer’s standard package. Must be
obtained from MedImpact Pharmacy.)
Effective December 1, 2003: (Limited to a maximum 30-day
supply. Must be obtained from MedImpact Pharmacy.)

Mail Order Prescription Drugs 0% after Deductible
(Limited to a maximum 90-day supply or three
manufacturer’s standard packages. Must be
obtained from Caremark Mail Order Pharmacy.)
Effective December 1, 2003: (Limited to a maximum
90-day supply. Must be obtained from Caremark
Mail Order Pharmacy.)

Specialty Prescription Drugs 0% after Deductible
(Must be obtained from a Caremark Pharmacy.)

Other Covered Services After Deductible, subject to
Physician, office visit and Hospital
Coinsurance and Copayments

Vision Hardware Benefits
(No Deductible Applies) You Pay
Single Vision Lenses, Frames and Contacts Charges over $120 per Plan Year

Bi-Focal Lenses, Frames and Contacts Charges over $138 per Plan Year

Tri-Focal Lenses, Frames and Contacts Charges over $150 per Plan Year
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Vision Hardware Benefits
(No Deductible Applies) You Pay
Lenticular Lenses and Frames Charges over $192 per Plan Year

Medically Necessary Contact Lenses Charges over $360 per Plan Year

Coinsurance is based on the discounted amount, if a discount is applied to the
billed amount.

Lifetime Maximum Benefits
Individual Lifetime Maximum Benefit Not applicable
Temporomandibular Joint (TMJ) Disorder $2,500
Infertility Services Not applicable

The term “Lifetime” refers to the time a person is actually a Beneficiary of a
welfare benefit plan sponsored by the Group and is not intended to suggest
benefits beyond an individual’s termination date.

Plan Year Maximum Benefits
Annual Plan Year Maximum Benefits $2,000,000
Skilled Care Facility 60 days
Outpatient Mental Health Care 52 visits
Outpatient Substance Abuse Treatment Not applicable
Inpatient Substance Abuse Treatment 14 days or $10,000 (the lesser of)
Outpatient Rehabilitative Therapy Services 60 visits (treatment combined)

(Occupational, speech and physical therapies)
Spinal Manipulations $300
Prescription Drugs Unlimited
Hospice Care 30 days
Home Health Care 100 visits

Plan Year Deductibles You Pay
Single $200
Family $600

A new Deductible will apply each Plan Year. Deductibles apply to all services
except: preventive care/wellness benefits, and second and third surgical opinions.

Plan Year Out-of-Pocket Maximum You Pay
Single Deductibles, Coinsurance and

Copayments

Family Deductibles, Coinsurance and
Copayments

Except for Deductibles, Coinsurance and Copayments, benefits are paid at 100%.
Failure to Preauthorize inpatient admissions prior to admission or to notify Health
Alliance of emergency admissions within 48 hours after care begins will result in a
$250 benefit reduction.

Health Partner Plan
Schedule of
Benefits—Medical
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Inpatient Services/Benefits You Pay
Physician Services 20% after Deductible

Hospital Care 20% after Deductible
(Preauthorization required)

Skilled Care Facility 20% after Deductible
(Preauthorization required)

Human Organ Transplant After Deductible, subject to
(Preauthorization required) Physician office visit and

Hospital Coinsurance and
Copayments

Mental Health Care 20% after Deductible
(Preauthorization required)

Substance Abuse Treatment 20% after Deductible
(Preauthorization required)

Preauthorization is required on all inpatient admissions. Failure to Preauthorize
inpatient admissions will result in a $250 benefit reduction.

Outpatient Services/Benefits You Pay
Office Visit–Primary Care 20% after Deductible

Office Visit–Specialty Care 20% after Deductible

Routine Prenatal Care 20% after Deductible

Annual Physicals 0% no Deductible applies

Injections, Immunizations, Mammograms, 0% no Deductible applies
PAP Smears, Prostrate Screening,
Colorectal Screening, Cholesterol Screening

Well-Child Care 0% no Deductible applies

Routine Eye Exams Not covered

Outpatient Surgery 20% after Deductible

Diagnostic Testing 20% after Deductible
(X-rays and laboratory services)

Mental Health Care $25 Copayment, then
0% after Deductible

Substance Abuse Treatment Not covered

Home Health Care/Home Infusion 0% after Deductible
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Hospice Care 0% after Deductible

Wisdom Teeth Removal (Impacted only) 20% after Deductible

Rehabilitative Therapy Services 20% after Deductible
(Occupational, speech and physical therapies)

Emergency Services (Including ambulance) 20% after Deductible
(Failure to notify Health Alliance within 48 hours
will result in a $250 benefit reduction)

Durable Medical Equipment, 20% after Deductible
Prosthetic Devices and Orthotics

TMJ Disorder 20% after Deductible
(Benefit excludes surgical procedures)

Spinal Manipulations 20% no Deductible applies

Second/Third Surgical Opinions 0% no Deductible applies

Other Services/Benefits You Pay
Infertility Services 20% after Deductible

Retail Prescription Drugs $15 Copayment after Deductible
(Limited to a maximum 30-day supply or
manufacturer’s standard package. Must be
obtained from MedImpact Pharmacy.)
Effective December 1, 2003: (Limited to a maximum 30-day
supply. Must be obtained from MedImpact Pharmacy.)

Mail Order Prescription Drugs $15 Copayment after Deductible
(Limited to a maximum 90-day supply or three
manufacturer’s standard packages. Must be
obtained from Caremark Mail Order Pharmacy.)
Effective December 1, 2003: (Limited to a maximum
90-day supply. Must be obtained from Caremark
Mail Order Pharmacy.)

Specialty Prescription Drugs $15 Copayment after Deductible
(Must be obtained from a Caremark Pharmacy.)

Other Covered Services After Deductible, subject to
Physician, office visit and Hospital
Coinsurance and Copayments

Coinsurance is based on the discounted amount, if a discount is applied to the
billed amount.
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This is a description of the self-funded Parkland College Group Comprehensive
Major Medical Plan (“Plan”). This booklet replaces any prior oral or written
communication issued by your Group regarding Group-sponsored health care
benefits. The terms and conditions in this booklet may not be modified by any
oral statement.

This Summary Plan Description/Plan Document (“Summary Plan Description”)
explains your rights, benefits and responsibilities as a Beneficiary of the Plan. It is
important for you to read this Summary Plan Description because you are subject
to all terms and conditions and payment of Copayments, Coinsurance and
Deductibles as specified in the “Schedule of Benefits.” If you have difficulty
understanding the English in any part of this Summary Plan Description, you
should contact Parkland’s Human Resources Department at (217) 351-2220.

These benefits and the language used in this booklet are not intended to create
binding terms or conditions of employment between Parkland College and any of
its Employees.

If you have any questions about your eligibility for Plan coverage, you should
contact Parkland’s Human Resources Department. Questions regarding payment
of claims or health care benefits should be directed to the Third Party
Administrator, Health Alliance Medical Plans (“Health Alliance”) by calling the
number listed on the back of your Plan Identification Card. You should call your
doctor if you have a health care concern. For medical advice after office hours,
contact your Physician or your Physician’s designated coverage.

This booklet is a “Summary Plan Description” required by Section 104 of the
Employee Retirement Income Security Act of 1974 (ERISA), and contains the
information required by Department of Labor (DOL) regulations. This booklet
also serves as the Plan Document.

This booklet applies to you only if you are an eligible Beneficiary on or after July 1,
2003. Possession of this booklet does not guarantee coverage of these benefits.

Class of Participants and Beneficiaries
This Plan is available to all active Employees as defined by Parkland College.

This is an indemnity health care plan that allows you and your covered
Dependents to choose where you would like to receive health care services,
except for prescription drugs. Retail prescription drugs must be obtained from a
MedImpact-affiliated pharmacy. Mail order drugs and specialty prescription drugs
must be obtained from a Caremark pharmacy. (See “Prescription Drug Benefit.”)

Health Incentive Plan
Under this plan design, Beneficiaries have a high Deductible to meet for some
types of benefits when they see a Physician, obtain prescription drugs or go to the
Hospital. However, this plan design features a $600 Medical Reserve Account
(MRA) credit provided by Parkland College. This money may be used for expenses
to satisfy the Deductible amount or be used for any Section 125 allowed expense
(not necessarily restricted to covered services under the Health Incentive Plan).

Introduction

How the Plan Works
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This means Coinsurance or amounts not covered by the Plan will be deducted
from this $600 MRA. For example, if a Beneficiary incurs expenses on the Dental
Plan that are above what the Plan covers (20% of charges for fillings), that 20% is
automatically applied to the $600 MRA and the Participant will receive a check in
the mail for that 20%. The Beneficiary should be aware that expenses for dental or
vision do not go towards the single or family Deductible. Other expenses that
apply to that $600 can be prescription drug costs, and Physician office visit
charges (other than for a routine physical) and these expenses do apply towards
the single or family Deductible.

This account may be allocated to the Section 125 Un-Reimbursed Medical
expense account (URM) on a pre-tax basis or be set aside as a Medical Reserve
Account (MRA) on a post-tax basis or split between the two accounts. Eligible
expenses are first applied to the pre-tax account and when that account is used
up, the eligible expenses are applied to the post-tax account. Monies left in the
post-tax medical expense account are refunded to the Participant at the end of
the Plan Year. Monies left in the pre-tax URM account are forfeited if not used
within the Plan Year. Monies allocated to the post-tax account are fully taxable.
See the Parkland College Human Resources Department for more information
regarding the MRA, URM and other flexible spending accounts.

Preauthorization for Hospital Admissions
Preauthorization provides you with assurance that a hospitalization will be
covered by the Plan. Your Physician should obtain Preauthorization on your behalf
by calling or submitting a completed Preauthorization request form to Health
Alliance prior to admission. You are responsible for ensuring that Health Alliance
has approved the requested services. Preauthorization must be obtained when
your Physician recommends any of the following:

• Admission to a Hospital including, but not limited to maternity, mental health
care, Substance Abuse treatment and human organ transplant.

• Admission to a skilled care facility for rehabilitative therapy or skilled nursing care.

If your Preauthorization request is denied, the Plan will not provide coverage for
the requested services.

Failure to Preauthorize services with Health Alliance prior to admission will result
in a $250 benefit reduction.

Coverage Decisions for Non-Urgent Hospital Care (Pre-Service Claims)
Health Alliance will make a coverage decision and notify you or your authorized
representative and your Physician of the effective dates and services for which
coverage is authorized in writing within 15 days of receipt of the request for
Preauthorization.

If additional information is needed to make a decision, Health Alliance will advise
you or your authorized representative of the specific information needed within
five days of the request for Preauthorization. You will have 45 days to provide the
requested information. Health Alliance will make a coverage decision within 15
days of receipt of the additional information or within 15 days after the end of the
period given to provide the additional information, whichever is earlier.
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The determination period may be extended one time for 15 days due to
circumstances beyond the control of Health Alliance. Health Alliance will notify
you or your authorized representative in writing of the reason for the extension.

Coverage Decisions for Urgent Hospital Care (Pre-Service Claims)
Health Alliance will make a coverage decision for Urgent Care within 72 hours of
the request. Health Alliance will try to reach you or your authorized representative
and your Physician by telephone as soon as a decision has been made. You or
your authorized representative and your Physician will be notified in writing or
electronically within three days of the coverage decision.

If additional information is needed, Health Alliance will notify you or your
authorized representative within 24 hours of the request specifying what
information is needed to make a decision. You will have 48 hours to provide the
requested information. Health Alliance will make a decision as soon as possible
after receipt of the requested information, but not later than 48 hours after
receipt. No extension of the time period for making an initial determination is
allowed. The decision will be made the earlier of the receipt of the requested
information or the end of the 48-hour period given to provide the information.

Timeline for Preauthorization Decisions
• 15 days for non-urgent care
• 72 hours for urgent Care
(See above for time extensions when additional information is needed.)

Notification of Emergency Admissions
If you are admitted as an inpatient through the emergency department of a
Hospital for an Emergency Medical Condition, you must notify the Customer
Service Department at the number listed on the back of your Plan Identification
Card within 48 hours. Failure to notify Health Alliance within 48 hours after care begins
will result in a $250 benefit reduction.
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Individuals must meet the following requirements to be eligible for coverage under the
Plan. You may elect coverage for medical benefits, medical and dental benefits or dental
benefits. As an Employee, you must have the benefit you are electing for your
Dependent. For example, if you elect medical and dental coverage, you can enroll your
Dependent for medical benefits only, dental benefits only or medical and dental benefits.
However, if you elect medical only you may not elect dental for your dependents.

Employee
You are eligible for coverage if you are a regular, full-time Employee working at
least 40 hours per week as determined by the Group.

Dependent
If you are an eligible Employee, your Dependents who are eligible for coverage
under the Plan are:

• Your legally married Spouse.
• Your natural-born or legally adopted child, whether or not the child lives with you.
• A child for whom you are the court-appointed legal guardian.
• A stepchild who is dependent upon you for support.
• A child placed with you for adoption. Placement for adoption means you

assume and retain total or partial support of the child in anticipation of an
adoption. If the child’s placement for adoption terminates, upon termination,
the child will no longer be eligible for coverage under the Plan.

Examples of some family members who would not be eligible for coverage under
the Plan are foster children, grandchildren (unless you are the legal guardian),
parents or other relatives.

A person is not an eligible Dependent if on active duty in the armed forces of any
country or if covered under the Plan as an Employee. Also, a child may not be
considered an eligible Dependent of more than one Employee.

Any child covered must be unmarried and under the age of 19, except that a
child may remain covered under the Plan if the child is enrolled as a full-time
student at an educational institution. Such coverage may continue through the
last day of the month in which the child graduates, ceases full-time studies or
attains age 23, whichever is earlier.

A child may continue coverage as a Dependent under the Plan if, upon his or her
19th birthday, an apparent handicapped condition makes the child incapable of
self-sustaining employment, and the child is Totally Disabled and dependent on
his or her parent or other care providers for lifetime care and supervision. You
must submit documentary proof of the disability and dependency when
requested by Health Alliance or the Plan Administrator. Such requests will be
made no more often than annually from the date when Health Alliance or the Plan
Administrator was first notified of the child’s disability and dependency.

If a Beneficiary is not eligible for coverage under the Plan and that information has
been withheld or omitted, whether intentionally or not, and Plan benefits have
been paid to or on behalf of the Beneficiary, the Beneficiary, or his or her parent or
guardian in the case of a minor, is required to reimburse the Plan for any and all

Eligibility, Enrollment
and Effective Date of
Coverage
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Plan benefits paid, together with any reasonable attorneys’ fees and expenses
incurred in collection of such sums.

Effective Date
Coverage begins on the first of the month following the date of hire, unless you
are hired on the first of the month in which case coverage is effective immediately.
Your completed enrollment form must be received in Parkland’s Human Resources
Department within 31 days of your eligibility date.

If your completed enrollment form is not received within 31 days after your hire
date, or you decline coverage and later decide to enroll, you and your eligible
Dependents will only be able to apply for coverage during an Open Enrollment
period. You may also enroll in the Plan when you have a change in status. (See
“Change in Status” in this section.)

Newborns, Adopted Children or Children Placed for Adoption
Coverage for your newborn child includes illness, Injury, congenital defects, birth
abnormalities and premature birth. However, you must enroll the child for
coverage within 31 days following the birth. A form is available for that purpose
through the Human Resources Department. If the child is not enrolled within 31
days after birth, the child’s coverage will terminate effective on the date of birth,
and you will be billed for all expenses incurred.

If you adopt a child, serve as the child’s legal guardian or the child is placed with
you for adoption, coverage is subject to the submission of written documentation,
including the signature of the judge on a final order of adoption, guardianship or
placement for adoption, accompanied by an enrollment form, within 31 days
from the date of the order.

Your contributions to the cost of coverage for your newborn, adopted child or
child placed for adoption will be payable from the date of eligibility and must be
paid within 31 days from the date your request for coverage is received.
Enrollment forms are available from Parkland’s Human Resources Department.

Qualified Medical Child Support Order
The term “Qualified Medical Child Support Order” means an order that creates or
recognizes the Dependent’s right to receive benefits under this Plan. A support
order may be issued by a state court or through a state administrative process. If
you have a Dependent child and your Group receives a Medical Child Support
Order identifying the child’s right to enroll in the Plan, your Plan Administrator will
notify both you and your Dependent that the order has been received. The
notification will also indicate the Plan’s procedure for determining whether the
Medical Child Support Order is qualified.

To be a Qualified Medical Child Support Order, the order must clearly specify all of
the following:

• Your name and your last known mailing address.
• The name and mailing address of the Dependent specified in the order.
• A reasonable description of the type of coverage to be provided to the

Dependent or the manner in which the type of coverage will be determined.
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• The period to which the order applies.
• The name of the plan to which the order applies.

The Plan Administrator will notify you whether your Dependent is eligible for
coverage within 31 days of receipt of the order. If the Group offers more than one
plan option, the Dependent will be enrolled in the same plan in which you are
enrolled. The Dependent’s eligibility for enrollment will be under the same terms
and conditions as other Dependents. The Plan Administrator does not need
approval from you to add your Dependent to the Plan under a Qualified Medical
Child Support Order.

The Dependent may designate another person, such as a custodial parent or legal
guardian, to receive the Summary Plan Description, reimbursement for claims,
explanation of benefit forms and other Plan materials.

If the Plan Administrator decides that the order is not a Qualified Medical Child
Support Order, each Dependent specified in the order as entitled to enroll in the
Plan may submit a written appeal to the Plan Administrator.

The Group will not disenroll or eliminate coverage of any such child until any of
the following applies:

• Satisfactory written evidence is provided that the order is no longer effective.
• Comparable coverage through another plan will take effect no later than the

disenrollment date.
• The Group eliminates Dependent coverage for all Participants.
• The Group terminates the Plan for all Beneficiaries.

Enrollment of a Dependent in response to a Qualified Medical Child Support
Order must be made according to the specifications of the order, without regard
for normal enrollment dates.

You may obtain, without charge, copies of the Plan’s procedures governing
Qualified Medical Child Support Orders and a sample Qualified Medical Child
Support Order by contacting the Plan Administrator.

Open Enrollment
The Group has an Open Enrollment period for those eligible Employees and their
eligible Dependents who did not enroll in the Plan when they were first eligible to
enroll. Such Employees and their eligible Dependents may enroll in the Plan
during an Open Enrollment period by submitting a completed enrollment form to
the Group’s Human Resources Department within the required time period.

Change in Status
If you elect to have your Plan contributions deducted from your paycheck on a pre-
tax basis, coverage remains in effect through the end of the Plan Year unless you
have a change in status. You must contact the Group’s Human Resources
Department to change your coverage within 31 days after the change in status. In
the event of a status change involving a new Spouse or Dependent child, other family
members also may be eligible to enroll. You may be required to provide supporting
documentation for a change in status. A change in status includes the following:



 21

• You, your Spouse or your Dependent child experiences a change in
employment status that affects benefits or increases Plan premiums (for
example, a termination or commencement of employment).

• Your legal marital status changes due to legal separation, marriage, divorce,
annulment or the death of your Spouse.

• A child is born, legally adopted or placed for adoption; you are appointed as a
legal guardian to a child; or you are legally determined to be the parent of a child.

• Your, your Spouse’s or Dependent child’s hours of employment are reduced
or increased.

• An event occurs that causes your Dependent child to satisfy or stop satisfying
the eligibility requirements for the Plan, such as reaching the age limit or
adding a stepchild.

• You previously declined coverage under the Plan because you were covered
under another employer’s group health plan and you lose coverage under
that group health plan for reasons other than failing to pay the premium or
misrepresentation, that plan terminates, or the employer sponsoring that plan
ceases to make contributions.

• You previously declined coverage under the Plan because COBRA
continuation coverage was in effect and you have exhausted your COBRA
continuation coverage period.

• You are required to provide health care coverage for your Dependent child
pursuant to a qualified medical child support order. (See “Qualified Medical
Child Support Order” in this section.)

• You, your Spouse or your Dependent child enrolls in or ends coverage under
Medicare or Medicaid.

If you incur a change in status, you may change or revoke your elections during
the Plan Year and make a new election for the remaining portion of the Plan Year
only if the revocation and new election are on account of and correspond with a
change in status that affects eligibility for coverage under the Plan. A change in
status that affects eligibility under the Plan includes a change in status that results
in an increase or decrease in the number of your Dependents who may benefit
from coverage under the Plan.

A change in status may also occur in the event of a significant reduction or
elimination or health care benefits or a significant increase in the cost of health
care coverage. (See “Change in Cost or Coverage” in this section.)

The effective date of coverage for an individual added through a change in status
is the date of the event.

Coverage During a Leave of Absence
Your coverage may continue for one year after your active, full-time work ceases
due to a leave of absence.

If benefits are changed for other Employees in the same class, they will also be
changed for you. Parkland College retains the right to determine the Employee
contribution for coverage for any leave of absence.
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Rehiring a Terminated Employee
A terminated Employee who is rehired will be treated as a new hire and must
satisfy all eligibility and enrollment requirements. (See “Eligibility, Enrollment and
Effective Date of Coverage.”) If a rehired Employee is already covered under the
Plan as a COBRA Beneficiary, coverage is effective immediately.

Coverage During an Approved Family or Medical Leave of Absence
If your Group grants you an approved family or medical leave of absence in
accordance with the Family and Medical Leave Act of 1993 (FMLA), you may,
during the continuance of the approved FMLA leave, continue coverage under the
Plan for yourself and your eligible Dependents.

The Plan Administrator may require you to pay your share of Plan contributions in
any of the following ways:

• A prepay option that allows you to pay the amounts due for coverage for the
FMLA period prior to the commencement of the leave.

• A pay as you go option that allows you to pay the amounts due for coverage
for the FMLA period on the same schedule as payment would have been
made if you were not on leave.

• A catch-up option you and your employer agree to in advance allowing the
amounts due for coverage for the FMLA period to be paid after you return
from the FMLA leave.

Coverage will not be continued beyond the first to occur of:

• The date you are required to make any contributions and you fail to do so.
• The date the Group determines your approved FMLA leave is terminated.
• The date the coverage involved discontinues.

Coverage for a Dependent will not be continued beyond the date it would
otherwise terminate. If your coverage terminates because your approved FMLA
leave is deemed terminated by the Group, you may be eligible for continuation
coverage under COBRA. If you acquire a new Dependent while your coverage is
continued during an approved FMLA leave, the Dependent will be eligible for the
continued coverage on the same terms as an Employee actively at work.

If you return to work following the date your Group determines the approved FMLA
leave is terminated, your coverage under this Plan will be in effect as though you
had continued active employment rather than going on an approved FMLA leave.

Coverage During Qualified Military Service
If you are absent from work due to qualified military service under the Uniformed
Services Employment and Reemployment Rights Act of 1994, as amended
(USERRA), you may elect to continue the type of coverage in effect on the day
immediately prior to the start of the leave. Such coverage will continue until the
earlier of the following occurs: the date you fail to return to work as required
under USERRA or 18 months. If you decide to waive coverage during your
qualified military service and you return to employment following your leave, you
will be reinstated in the Plan.
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There are no Pre-Existing Condition limitations under the Plan.

Copayment, Coinsurance and Deductible
All Copayment, Coinsurance and Deductible amounts are specified on the
“Schedule of Benefits—Medical.” Any Coinsurance is based on the discounted
amount, if a discount is applied to the billed amount.

Plan Year Maximum Benefit
The Plan Year Maximum Benefit is the total annual benefit limit for an individual
and is specified on the “Schedule of Benefits—Medical and Dental.” This is the
maximum amount the Plan will pay for medical or dental services received during
a Plan Year. You must reimburse the Plan for any amounts exceeding the Plan Year
Maximum that the Plan pays on your behalf.

The following health care services are covered under the Plan, subject to all the
terms and conditions of the Plan, including the Copayments, Coinsurance,
Deductibles, Lifetime Maximum Benefits and Plan Year Maximum Benefits
specified on the “ Schedule of Benefits—Medical.” Expenses for health care
services are covered only if the services are Medically Necessary for the
treatment, maintenance or improvement of your health. Some health care
services are subject to Preauthorization by a Health Alliance Medical Director.
Those services are noted on the “Schedule of Benefits—Medical” and in the
descriptions below.

If you are unsure whether a diagnostic test or treatment will be covered, call the
Customer Service Department at the number listed on the back of your Plan
Identification Card to verify coverage.

Additional Surgical Opinion
A consultation with a board certified surgeon is covered after you receive a
recommendation for surgery. If a second opinion does not confirm the primary
surgeon’s opinion, a third opinion is covered.

Ambulance
Air Transportation—Transportation by air ambulance is covered for an
Emergency Medical Condition when Medically Necessary. Air ambulance
services are not covered when you could be safely transported by ground
ambulance or by means other than by ambulance.

Ground Transportation—Transportation by ground ambulance is covered
for an Emergency Medical Condition.

Blood
Blood and blood products are covered when determined to be Medically
Necessary by a Physician. Costs related to the administration and procurement of
blood and blood components are also covered including the processing and
storage of blood you donate yourself.

Pre-Existing
Condition Limitation

Out-of-Pocket
Expenses and
Maximum Benefits

What Is Covered—
Medical
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Cancer Chemotherapy, Chemotherapeutics and Biologicals
Coverage for chemotherapy, (including high dose chemotherapy with bone
marrow or peripheral stem cell transplantation), chemotherapeutics and/or
biologicals prescribed for the treatment of cancer is provided when the
chemotherapy, chemotherapeutics and/or biologicals are provided to you in
accordance with an established protocol or a protocol that is the subject of an
ongoing phase II or III clinical trial.

For coverage of a phase II or III clinical trial, the trial must be approved by the
National Cancer Institute and Health Alliance.

Dental Services
Medically Necessary, emergency non-restorative services for traumatic Injury to
sound natural teeth are covered. Medical complications of dental work are
covered. (See “Oral Surgery” in this section for other covered services.)

Hospitalization for dental work will not be covered unless the hospitalization is
necessary due to a medical condition and Preauthorized by a Medical Director.

Diabetic Self-Management Training and Education
Outpatient self-management training and education for the treatment of types 1 and
2 diabetes and gestational diabetes mellitus are covered when Medically Necessary.

Diabetic Equipment and Supplies
Blood glucose monitors, blood glucose monitors for the legally blind, cartridges
for the legally blind and insulin infusion devices are covered subject to the durable
medical equipment Coinsurance amount specified on the “Schedule of Benefits—
Medical.” Lancets and test strips for glucose monitors are covered under the
“Prescription Drug Benefit.”

Diagnostic Testing
X-ray examinations, laboratory tests and pathology services are covered when
ordered by a Physician.

Dressings and Supplies
Dressings, splints, casts and related supplies are covered when Medically
Necessary and when administered by a Physician or by a nurse or other health
care professional under the direction of a Physician.

Durable Medical Equipment and Orthopedic Appliances
Corrective and orthopedic appliances (such as leg braces and knee sleeves) and
durable medical equipment for home use (such as wheelchairs, surgical beds and
oxygen equipment) are covered when Medically Necessary due to an Injury, illness
or medical condition. Items and supplies provided under this subsection must be
prescribed by a Physician. Health Alliance determines whether the equipment is
made available through rental or purchase agreements. Costs associated with the
repair of covered equipment are covered if Health Alliance determines the
equipment has been properly maintained. Ostomy supplies are also covered but
other disposable supplies are not covered.

To be consistent with changes in medical technology, Health Alliance maintains a
list of covered and non-covered items under this benefit.
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Emergency Services
Emergency Services received for an Emergency Medical Condition are covered. In
an emergency, seek immediate care or call 911 if it is available in your area.
Emergency Medical Condition means a medical condition manifesting itself by
acute symptoms of sufficient severity, including severe pain, such that a prudent
layperson could reasonably expect the absence of medical attention to result in
placing his or her health in serious jeopardy (or, with respect to a pregnant
woman, the health of the woman or her unborn child), serious impairment to
bodily functions or serious dysfunction of any bodily organ or part. The
Copayment or Coinsurance for Emergency Services is waived if you are admitted
as an inpatient to a Hospital.

If you are admitted as an inpatient through the emergency department of a
Hospital for an Emergency Medical Condition, you must notify the Customer
Service Department at the number listed on the back of your Plan Identification
Card within 48 hours. Failure to notify Health Alliance within 48 hours after care begins
will result in a $250 benefit reduction.

Erectile Dysfunction
Treatment is covered for males with documented erectile dysfunction without a
correctable cause. Medications are not covered.

Hearing Tests and Hearing Aids
Hearing screenings and examinations are covered when provided by an
audiologist for the identification and measurement of hearing loss. Coverage is
limited to one exam per Plan Year. The initial purchase and fitting of a hearing aid
is covered if hearing loss results from a surgical procedure performed while
covered under the Plan.

Home Health Services
Intermittent skilled nursing and skilled therapeutic home services are covered up
to the Plan Year Maximum Benefit specified on the “Schedule of Benefits—
Medical” when you are homebound and the services are given under the direction
of and approved by a Physician.

Home Infusion Services
Home infusion services, including medication and supplies, are covered when
given under the direction of and approved by a Physician.

Hospice Care
Hospice care program charges are covered up to the Plan Year Maximum Benefit
specified on the “Schedule of Benefits—Medical” when ordered by your Physician.
For purposes of this subsection, hospice care program means a coordinated,
interdisciplinary program for meeting the special physical, psychological, spiritual and
social needs of a terminally ill Beneficiary and the Beneficiary’s family, by providing
palliative and supportive medical, nursing and other services through at-home or
inpatient care. Hospice means an institution that meets the following requirements:

• It must be licensed by the laws of the jurisdiction where it is located and must
be operated as a hospice as defined by those laws.

• It must provide a program of treatment for at least two unrelated individuals
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who have been medically diagnosed as having no reasonable prospect of cure
for their illness and, as estimated by a Physician, are expected to live less than
six months as a result of that illness.

• It must be administered by a Hospital, home health agency or other licensed
facility.

Hospital Care
Hospital services are covered for an unlimited number of days when
hospitalization is ordered by a Physician. Coverage is limited to a semiprivate
(two-bed) accommodation, unless a medical condition warrants otherwise. (See
the “Mental Health Care” and “Substance Abuse Treatment” benefits in this
section.) Failure to Preauthorize an admission to a Hospital prior to admission will result
in a $250 benefit reduction.

Human Organ Transplant
Non-experimental human organ and tissue transplants and procedures, including
“bone marrow transplants” and similar procedures, are covered upon prior order
and written referral of a Physician that the recommended treatment is Medically
Necessary and is not excluded from Plan coverage under any other sections of
this Summary Plan Description. Coverage under this subsection begins with the
transplant evaluation prior to initiation of the organ or tissue transplant or
procedures and continues for one year after transplant. Office visit and Hospital
care Copayments or Coinsurance apply as specified on the “Schedule of
Benefits—Medical.” Failure to Preauthorize an admission to a Hospital prior to admission
will result in a $250 benefit reduction.

Organ and tissue procurement is covered. Organ and tissue procurement consists
of removing, preserving and transporting the donated organ or tissue.

The Plan covers transportation, lodging and meals for the transplant recipient and
one companion for travel to and from the transplant center. If the patient is a
minor, transportation and reasonable and necessary lodging and meal costs for two
persons who travel with the minor are included. Expenses for meals and lodging are
reimbursed at the per diem rates established by the Internal Revenue Service.

If you have primary coverage by Medicare Parts A and B, the Plan does not
provide benefits for organ or tissue transplants for which Medicare denies
transplant benefits.

Infertility Services
Infertility services, including artificial insemination, in vitro fertilization, uterine
embryo lavage, gamete or zygote intrafallopian tube transfer and low tubal ovum
transfer are covered when related to the diagnosis of infertility. Infertility means
the inability to conceive after one year of unprotected sexual intercourse between
a male and a female partner or the inability to sustain a successful pregnancy.
Drug therapy associated with covered infertility services is covered under the
“Prescription Drug Benefit.”

Mandibular and Maxillary Osteotomy
A mandibular or maxillary osteotomy is covered only if you have significant functional
problems that have not been corrected with dental and/or orthodontic treatment.
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Maternity Care
Prenatal care, delivery and postnatal care are covered. A minimum of 48 hours of
inpatient care following a vaginal delivery and a minimum of 96 hours of inpatient
care following a delivery by cesarean section are covered for the Beneficiary and
the newborn. Your Physician may determine after consultation with you that a
shorter length of stay is appropriate. This determination must be made in
accordance with the protocols and guidelines developed by the American College
of Obstetricians and Gynecologists or the American Academy of Pediatrics. Upon
evaluation and the recommendation of your Physician, a post-discharge Physician
office visit or an in-home nurse visit to verify the condition of the infant in the first
48 hours after discharge is also covered.

Medical Social Services
Medical social services, including Hospital discharge planning and assistance in
accessing community service agencies and other related services, are covered
when you are coping with a medical condition.

Mental Health Care
Mental health care services are covered for short-term treatment and/or crisis
intervention up to the Plan Year Maximum Benefit specified on the “Schedule of
Benefits—Medical.” Care in a day-Hospital program or intensive Outpatient
program may be substituted on a two-to-one basis for inpatient Hospital services.
Group Outpatient visits may be substituted on a two-to-one basis for individual
Outpatient visits. Failure to Preauthorize an admission to a Hospital prior to admission
will result in a $250 benefit reduction.

Services provided by non-licensed mental health professionals, court-ordered
evaluations or treatment, care in lieu of detention or correctional placement,
residential care and marriage or family therapy are not covered.

Oral Surgery
Oral surgical procedures are covered in connection with the following limited
conditions:

• Medically Necessary non-restorative services for traumatic Injury to sound
natural teeth or to the jaw bones or surrounding tissue.

• Correction of a non-dental pathological condition such as cysts and tumors.
• Surgical removal of partially or completely impacted wisdom teeth, including

routine X-rays, local anesthetics and post-surgical care.

Orthotics
Specially molded and custom-made orthotics are covered when prescribed by a
Physician. The durable medical equipment and orthopedic appliances
Coinsurance applies. The covered orthotics are special shoe inserts for arch or
foot support that are prescribed following an open surgical procedure on the
bones, tendons, etc., of the foot or may be prescribed to avoid an open surgical
procedure. You should call the Customer Service Department at the number listed on the
back of your Plan Identification Card to verify that orthotics costing over $500 will be
covered by the Plan.
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Physician Services
Diagnostic and treatment services and preventive medical services provided by a
Physician or under the supervision of a Physician, including the recommended
periodic health care examinations and well-child care are covered.

Physician services are covered if you are hospitalized, subject to the provisions of
the “Preauthorization” section and “Hospital Care” subsection of this Summary
Plan Description.

Podiatry Services
Services are covered when determined to be Medically Necessary.

Prostheses and Implants
Prosthetic devices (such as artificial limbs) and implants (such as penile implants)
are covered when prescribed by a Physician for an illness or Injury.

Reconstructive Surgery
Services to correct a functional defect resulting from an acquired and/or
congenital disease or Injury are covered. Services are also covered when
performed to correct a seriously disfiguring condition resulting from accidental
Injury or incident to surgery, but coverage is provided only if such condition has a
major effect on your appearance and the condition can be reasonably corrected
by the surgery. Correction of a congenital defect or birth abnormality of a
newborn is covered.

Coverage is provided for reconstructive surgery or a prosthetic device following a
mastectomy. Coverage for breast reconstruction includes:

• Reconstruction of the breast on which the mastectomy has been performed.
• Reconstructive surgery of the other breast to produce a symmetrical appearance.
• Prostheses and treatment for physical complications at all stages of

mastectomy, including lymphedemas.

Rehabilitative Therapy and Skilled Nursing Care—Inpatient
Inpatient services for rehabilitative therapy and skilled nursing care with ongoing
documentation of Medical Necessity are covered up to the Plan Year Maximum
Benefit specified on the “Schedule of Benefits—Medical.” Failure to Preauthorize an
admission to a rehabilitation or skilled care facility prior to admission will result in a $250
benefit reduction.

Rehabilitative Therapy Services—Outpatient
Speech, physical and occupational therapies for medical conditions that are
directed at improving your physical functioning and are expected to result in
significant improvement within two months of commencement, are covered up to
the Plan Year Maximum Benefit specified on the “Schedule of Benefits—Medical.”

Speech therapy is covered if the speech loss or impairment is a result of trauma,
stroke or surgery to the voice box or due to a congenital abnormality and
significant improvement is evident within two months.
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Sexual Assault or Abuse Victims
Hospital and medical services in connection with sexual abuse or assaults of an
emergency nature are covered. The Copayment or Coinsurance will be waived.

Spinal Manipulations (Chiropractic Services)
Spinal manipulations are covered under the Health Incentive Plan and the Health
Partner Plan up to the Plan Year Maximum Benefit specified on the “Schedule of
Benefits—Medical.” Covered services include treatments, X-rays and other
diagnostic tests provided by a chiropractor or medical doctor. The Choice Plan does
not cover spinal manipulations or any chiropractic services.

Sterilization Procedures
Elective sterilization procedures, such as tubal ligation and vasectomies, are
covered. Vasectomies must be performed as an office procedure. Surgical
procedures performed to reverse voluntary sterilization are not covered.

Substance Abuse Detoxification
Acute inpatient Substance Abuse detoxification is covered if determined by a
Physician that Outpatient management is not medically appropriate. Such
treatment is considered medical and the Substance Abuse treatment benefit does
not apply until the patient is discharged from the Hospital or transferred to a
Substance Abuse unit. Failure to Preauthorize an admission to a Hospital prior to
admission will result in a $250 benefit reduction.

Substance Abuse Treatment
Substance Abuse rehabilitation services or treatment is covered for short-term
treatment and/or crisis intervention up to the Plan Year Maximum Benefit
specified on the “Schedule of Benefits—Medical.” Care in a day-Hospital program
or intensive Outpatient program may be substituted on a two-to-one basis for
inpatient Hospital services. Group Outpatient visits may be substituted on a two-
to-one basis for individual Outpatient visits. Failure to Preauthorize an admission to a
Hospital prior to admission will result in a $250 benefit reduction.

Inpatient and Outpatient Substance Abuse rehabilitation coverage does not
include services in a long-term, specialized facility; residential facility; court-
ordered evaluation or treatment; care in lieu of detention or correctional
placement; family retreats or addiction to over-eating, nicotine or caffeine.

Temporomandibular Joint (TMJ) Disorder
Treatment of TMJ and other jaw joint disorders, including appliances are covered
up to the Lifetime Maximum Benefit specified on the “Schedule of Benefits—
Medical.” Surgical procedures are not covered.

Urgent Care
Care for an unforeseen illness, Injury or condition that requires immediate attention
to prevent serious deterioration is covered when services are provided in an Urgent
Care center or in a Physician’s office. The primary care office visit Copayment or
Coinsurance specified on the “Schedule of Benefits—Medical” applies.
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Vision Care (Routine Eye Exams)
Vision screenings and examinations for prescribing glasses or for determining the
refractive state of the eyes are covered.

Vision Hardware
The Health Incentive Plan covers the following vision hardware as specified on the
“Schedule of Benefits—Medical.”

• Single vision lenses, frames and contacts
• Bi-focal lenses, frames and contacts
• Tri-focal lenses, frames and contacts
• Lenticular lenses and frames
• Medically Necessary contact lenses

The Choice Plan and Health Partner Plan do not cover vision hardware.

Wellness Care
Well-child care and annual physicals, including sports physicals are covered.
Coverage is limited to one physical per Plan Year for eligible Beneficiaries over age
two. Preventive health services include, but are not limited to:

• Injections and Immunizations—Medically Necessary injections and
immunizations are covered. Drugs that can be safely administered without the
supervision of health care professionals will be administered at the most
appropriate level of care. Unexpected mass immunizations directed by federal,
state or local public officials or schools for general population groups are not
covered.

• Mammograms—Screening for the presence of occult breast cancer for
women are covered.

• PAP Smear—One cervical smear or PAP smear test each year is covered for
women.

• Prostate-specific Antigen Tests—Annual digital rectal exams and prostate-
specific antigen tests are covered for asymptomatic men age 50 and over;
African-American men age 40 and over and men with a family history of
prostate cancer age 40 and over when authorized by a Physician.

• Colorectal Cancer Screening—A screening for colorectal cancer by means
of colonoscopy every ten years (preferred) or sigmoidoscopy (every three
years) and yearly fecal occult blood testing are covered for average risk
Beneficiaries 50 years of age and older, and beginning at 30 years of age if you
or a first degree family member has a history of colorectal cancer. If
applicable, Outpatient surgery Copayments, Coinsurance or Deductibles will
apply when services are performed in an outpatient setting for which there is
an associated facility fee.

To be consistent with changes in medical technology, Health Alliance maintains a
list of covered and non-covered items and the maximum payable amount.
Coverage can be verified by calling the Customer Service Department at the
number listed on the back of your Plan Identification Card.
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The following services are excluded from Plan coverage.

Abortion
Charges for and in connection with an abortion, unless the life or physical health
of the mother is in imminent danger, are not covered.

Acupuncture, Acupressure and Hypnotherapy
Charges for treatment and services related to acupuncture, acupressure and
hypnotherapy are not covered.

Blood Processing
Costs related to the processing of blood and its components from a person
designated as a donor. However, the processing and storage of blood you donate
for yourself is covered.

Contraceptive Devices or Services
Contraceptive devices, injectible prescriptions, implants, IUDs and diaphragms are
not covered. Oral contraceptives (birth control pills) are covered when prescribed
to treat a medical condition and require medical documentation for Preauthorization.
Depo-Provera is also covered when prescribed to treat a medical condition.

Convenience or Comfort Items
Convenience or comfort items are not covered. These items include, but are not
limited to grab bars, tub transfers, seat lifts, raised toilet seats, telephones and
televisions.

Counseling
Charges for social counseling or marital counseling are not covered.

Cosmetic Surgery
Surgery for cosmetic purposes and not primarily for reasons of Medical Necessity
is not covered, except as expressly stated in the “What Is Covered—Medical”
section. This includes, but is not limited to rhinoplasties, breast reductions,
blepharoplasties, mandibular and maxillary osteotomies, liposuction, and removal
of skin tags and lipomas when not done primarily because of Medical Necessity.

Custodial or Convalescent Care
Custodial or convalescent care in a general, acute-care Hospital or skilled care
facility when not Medically Necessary is not covered.

Dental Services
Dental services are not covered under medical benefits, except as expressly stated
in this section. Hospitalizations for dental work are not covered unless the
hospitalization is necessary due to a medical condition. (See “What is Covered—
Medical” under Dental Services and Oral Surgery.)

Disposable Items
Self-administered dressings and other disposable supplies are not covered. (See
“What is Covered—Medical” under Durable Medical Equipment.)

What Is Not
Covered—Medical
(Exclusions and
Limitations)
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Durable Medical Equipment, Orthopedic Appliances and Devices
The following corrective and orthopedic appliances and devices are not covered:
hearing aids (except the initial purchase and fitting of a hearing aid if hearing loss
results from a surgical procedure performed while covered under the Plan),
earmolds, shoes, heel cups, arch supports, gloves, lifts and wedges. Wheelchairs
(manual or electric) and lift chairs are not covered unless you would be bed or
chair confined without such equipment. This includes any dispensing fees
incurred in obtaining these items.

Experimental Treatments, Procedures, Drugs, Devices and Transplants
Unless otherwise expressly stated in this Summary Plan Description, such as
coverage for “Cancer Chemotherapy, Chemotherapeutics and Biologicals,” the
Plan does not pay benefits for any charges incurred for or related to any medical
treatment, procedure, drug, device or transplant that is determined by a Medical
Director to meet one or more of the following standards or conditions:

• The medical treatment, procedure, drug, device or transplant is the subject of
on-going phase I, II or III clinical trial or is otherwise under study to determine
its safety, efficacy or its efficacy as compared with the standard means of
treatment or diagnosis for your condition, disease or illness.

• The consensus of opinion among experts regarding the medical treatment,
procedure, drug, device or transplant is that further studies or clinical trials are
necessary to determine its safety, efficacy or its efficacy as compared with the
standard means of treatment or diagnosis for your condition, disease or illness.

• The drug or device cannot be lawfully marketed for your condition, disease or
illness without the approval of the U.S. Food and Drug Administration, and
approval for marketing has not been given at the time the drug or device is
prescribed or furnished.

• The medical treatment, procedure, drug, device or transplant for the treatment
or diagnosis of your condition, disease or illness does not conform with
standards of good medical practice and is not uniformly recognized and
professionally endorsed by the general medical community at the time it is to
be provided.

• The medical treatment, procedure, drug, device or transplant for the
treatment or diagnosis of your condition, disease or illness is determined by a
Medical Director to be experimental or investigational.

In making his or her determination that a medical treatment, procedure, drug,
device or transplant for the treatment or diagnosis of the Beneficiary’s condition,
disease or illness is excluded from coverage under this subsection, a Medical
Director will use current medical literature, discussion with medical experts and
other technological assessment bodies designated by Health Alliance. Each review
will be on a case-by-case basis regarding coverage of a requested medical
treatment, procedure, drug, device or transplant for the treatment or diagnosis of
the Beneficiary’s condition, disease or illness.

Fitness
Any program designed for overall physical fitness or membership in fitness
facilities for the same purpose is not covered. Not included in this exclusion is
rehabilitative therapy.
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Governmental Responsibility
Care for disabilities connected to military service that you are legally entitled to and
facilities are reasonably available to you, or for conditions that state or local laws
require be treated in a public facility, unless legal liability exists, are not covered.

Human Organ Transplant
If you have primary coverage by Medicare Parts A and B, human organ and tissue
transplants for which Medicare denies transplant benefits, are not covered.

Human Organ Donor
When you serve as the organ donor for an individual who is not enrolled in the
Plan, organ donor treatment and services are not covered. This includes the
charges related to the procurement of an organ or tissue.

Illegal Activities
Charges for any service, supply or treatment that arose out of or occurred while
you were engaged in any illegal or criminal enterprise or activity are not covered.

Institutional Care
Institutional care for the primary purpose of controlling or changing your
environment, or that is maintenance care, custodial care, domiciliary care,
convalescent care or rest cures is not covered.

Obesity
Charges for special formulas, food supplements, special diets, minerals, vitamins or
Physician and non-physician supervised weight loss programs are not covered.
Treatment or products for obesity, food addiction or weight reduction are not covered.

Refractory Treatment
Refractive eye surgery is not covered including, but not limited to refractive
keratectomy, radial keratotomy and laser in-situ keratomileusis (LASIK) surgery.

Reversal of Sterilization
A surgical procedure to reverse voluntary sterilization and any resulting infertility
services are not covered.

Services That Are Not Medically Necessary
Physical examinations for obtaining or continuing employment, for governmental
licensing or for securing insurance coverage are not covered.

Vocational rehabilitation services or other services or supplies that are not
Medically Necessary for the treatment, maintenance or improvement of your
health, are not covered.

Care ordered or directed by individuals other than a Physician or registered clinical
psychologist, court-ordered evaluations or treatment, care in lieu of detention or
correctional placement, family retreats or marriage counseling are not covered.

Sex Changes and Sex Therapy
Charges for any service, supply or treatment for a sex change or sex therapy are
not covered.
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Skin Lesions
Skin lesion removal primarily for cosmetic reasons rather than for Medical
Necessity is not covered.

Speech Therapy
Any service, supply or treatment for speech therapy connected with a learning
disability, developmental disorder or functional nervous disorder is not covered.
Therapy for conditions when improvement is not anticipated within two months is
also not covered.

Other Non-Covered Services
• Any service, supply or treatment not prescribed by a Physician or a qualified

Provider.
• Any service, supply or treatment arising directly from a rightfully excluded

condition or non-covered procedure.
• Any service, supply, treatment, diagnosis or advice for which you are not

legally obligated to pay.
• Any service, supply or treatment prohibited by the laws of the United States

or the state where the expense was incurred.
• Any care, treatment, service or supply furnished by a facility owned or

operated by a state or national government, unless you are legally obligated
to pay for the care or treatment or the United States has the authority to
recover or collect the reasonable cost of such care or service.

• Services for any Injury or illness arising out of or occurring in the course of
your job for wage or profit which is covered by workers’ compensation or
similar employer liability laws.

• Charges for appointments scheduled and not kept (missed appointments), or
for the preparation of medical abstracts or completion of claim forms.

• Charges incurred before you became covered under the Plan or after you
terminate from the Plan.

• Charges for massage therapy or rolfing.
• Services provided by a non-licensed professional.
• Services furnished or billed by a Provider that has been disbarred by the

federal government.
• Services and supplies not specifically mentioned in the Plan.

MedImpact manages the retail pharmacy benefit and Caremark manages mail
order and specialty prescription drug benefits for this Plan. Many independent
retail pharmacies and most national retail chains are participating pharmacies. To
find out if a pharmacy is participating in the network, call the Customer Service
Department at the number listed on the back of your Plan Identification Card.

The following prescription drugs and supplies are covered when dispensed by a
participating pharmacy and prescribed by a Physician in connection with
Medically Necessary services.

• Glucagon emergency kits, insulin, syringes and needles, oral legend agents for
controlling blood sugar, test strips for glucose monitors and lancets are
covered when obtained with a prescription from a Physician.

• Syringes are covered when the injectible drug is covered.

Prescription Drug
Benefit
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• Prescription drugs for treatment of infertility are covered.
• Prescription drugs for the treatment of a dental condition are covered.

You must present your Plan Identification Card for each prescription purchase.
Your card contains information needed to process your prescription. The
pharmacist will ask you to pay your prescription Copayment or Coinsurance at
the time it is filled. If you do not present your Plan Identification Card, you may
be asked to pay the full retail price of your prescription and submit your itemized
receipt for reimbursement.

Retail and Mail Order Prescription Drugs
Copayments, Coinsurance, Deductible and dispensing limitations:

• Initial prescriptions and prescription refills are limited to the maximum supply
specified on the “Schedule of Benefits—Medical.”

• You pay the lesser of the pharmacy’s regular charge for the drug or the
Copayment, Coinsurance or Deductible specified on the “Schedule of
Benefits—Medical” for each initial prescription or prescription refill.

• You pay the Copayment, Coinsurance or Deductible specified on the
“Schedule of Benefits—Medical” for each manufacturer’s standard package
including, but not limited to: topical cream, solution, gel or ointment; otic,
ophthalmic or nasal preparation; nasal or oral inhaler; three (10ml) vials of
insulin or antibiotic suspensions.

• Effective December 1, 2003: You pay the Copayment, Coinsurance or
Deductible specified on the “Schedule of Benefits—Medical” for pre-packaged
drugs sufficient for the indicated month’s supply, such as, but not limited to:
topical cream, solution, gel or ointment; optic, ophthalmic or nasal
preparation; nasal or oral inhaler; insulin or antibiotic suspensions.

For mail order prescription drugs, the prescription, an order form and/or the
Copayment, Coinsurance or Deductible must be mailed to Caremark.
Prescriptions for less than a 90-day supply should be filled at a MedImpact Retail
pharmacy. See the Parkland College Human Resources Department for more
information on the mail order benefit.

Prescription Drugs Not Covered
• Prescription drugs not obtained from a participating pharmacy, unless

obtained for an Emergency Medical Condition.
• Oral contraceptives (birth control pills) except when prescribed for treatment

of a medical condition. Preauthorization, including medical documentation is
required.

• Prescription drugs for the treatment of erectile dysfunction. However, Viagra,
when prescribed for treatment of a medical condition other than erectile
dysfunction may be covered with appropriate medical documentation.

• Non-prescription drugs or medicine, except for covered diabetic supplies and
syringes for covered injectible drugs as stated above in the “Outpatient
Prescription Drugs” section.

• Prescription drugs that are not considered to be Medically Necessary, in
accordance with accepted medical and surgical practices and standards
approved by Health Alliance including, but not limited to: botox, psoralens,
tretinoin and oral antifungal agents for cosmetic use; smoking cessation
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products; anorexiants or weight loss medications; anabolic steroids; oral
fluoride preparations and hair removal or hair growth promoting medications.

• Devices of any type, even if such devices may require a prescription including,
but not limited to contraceptive devices, therapeutic devices, artificial
appliances, support garments, bandages, etc.

• Any drug labeled, “Caution - Limited by Federal Law to Investigational Use,” or
experimental or other drugs which are prescribed for unapproved uses.
Prescription drugs for cancer treatment are covered if the drug is approved by
the Federal Food and Drug Administration and is recognized for the treatment
of the specific type of cancer for which the drug has been prescribed in any
one of the following established reference compendia: (1) the American
Medical Association Drug Evaluations; (2) the American Hospital Preferred
Service Drug Information or (3) the United States Pharmacopeia Drug
Information; or if not in the compendia, recommended for that particular type
of cancer in formal clinical studies, the results of which have been published in
at least two peer reviewed professional medical journals published in the
United States or Great Britain.

• Prescription drugs for which the cost is recoverable under any workers’
compensation or occupational disease law or from any state or governmental
agency, or any medication furnished by any other drug or medical service for
which there is no charge to the Beneficiary.

• Any charge for the administration of a drug.
• Replacement of lost, destroyed or stolen medication and any supplies for

convenience.
• Prescriptions refilled before 75 percent of the previously dispensed supply

should have been consumed when taken as prescribed.
• Any drug determined to be abused or otherwise misused by you.

Prescription Drug Limitations
Certain prescription drugs may be subject to drug limitations based on FDA-
approved dosage recommendations and the drug manufacturer’s package size.
The purpose of these limitations is to encourage safe and cost-effective use of
drug therapies.

Specialty Prescription Drugs
Some specialty prescription drugs that are not obtainable at a retail pharmacy are
covered when provided by a Caremark pharmacy. Coverage is subject to a prior
written order by your Physician.

To be consistent with changes in medical technology, Health Alliance will maintain
a list of covered specialty prescription drugs and the medical conditions for which
they are approved for coverage. Some examples of specialty prescription drugs
include Interferons, Erythropoetin and granulocyte colony stimulating factor (G-
CSF). Coverage can be verified by calling the Customer Service Department at the
number listed on the back of your Plan Identification Card.
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Lifetime Maximum Benefit
Individual Lifetime Maximum Benefit $1,000
for Orthodontic Services

Plan Year Maximum Benefit $1,250
(Per covered person)
Plan Year Maximum Benefit includes Preventive, Restorative and Major dental
services.

Plan Year Deductible (Excluding medical expenses)
Single $0
Family $0

There is no Plan Year Deductible on this Plan.

Plan Year Service Limits Limited to:
Oral Exams (Diagnostic services) 1 every six months
Cleaning of Teeth 2 every 12 months
Full Mouth X-rays 1 every 36 months
Bitewing X-rays 2 series every 12 months
Extra Oral Superior, Inferior Maxillary Films 2 every 12 months
Panoramic Film, Maxilla and Mandible X-rays 1 every 36 months
Fluoride Treatment 1 every 12 months
Space Maintainers Children under age 14

Preventive Services You Pay
Oral Exams 0%

Cleaning of Teeth 0%

Fluoride Applications 0%

Sealants 0%

X-rays 0%
(Full-mouth and bitewing)

Emergency Office Visits 0%

General Services You Pay
Fillings 20%

General Anesthesia 20%

Injectible Antibiotics 20%

Extractions 20%
(Erupted teeth, including erupted wisdom teeth)

Endodontic Procedures and Root Canal Therapy 20%

Schedule of
Benefits—Dental
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Periodontics 20%

Oral Surgery 20%
(Including pre- and post-operative care)

Denture Repairs and Adjustments 20%

Repairs to Crowns and Bridges 20%

X-rays 20%
(Associated with restorative care)

Major Services You Pay
Crowns and Gold Restorations 50%

Bridges 50%

Inlays 50%

Onlays 50%

Full and Partial Dentures 50%

Orthodontic Services You Pay
Orthodontics 50%
(Plan pays up to $1,000 per lifetime)

Orthodontia benefits are not included in the $1,250 Plan Year Maximum
Benefit limit.
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If you elect coverage for dental benefits under this Plan, the following dental
sections will apply to you and your covered Dependents.

Pre-Treatment Confirmation
If your dentist or orthodontist recommends a course of treatment that will cost
more than $700, we recommend that your dentist or orthodontist prepare a
Treatment Plan describing the planned treatment, copies of necessary X-rays,
photographs and models and an estimate of the charges prior to beginning the
course of treatment. Health Alliance will review the Treatment Plan and return it
to the dentist or orthodontist, explaining the portion the Plan will pay. Your
dentist or orthodontist will then review this with you before treatment begins. A
Treatment Plan is not required for Emergency Services.

Orthodontic Benefit
The Plan provides coverage up to the Individual Lifetime Maximum Benefit as
shown on the “Schedule of Benefits—Dental.” Dental benefits include coverage
for orthodontic Appliances and treatments when they are being provided to
correct problems of growth and development (which may be the cause of
malocclusion, periodontal disease, temporomandibular joint dysfunction or
combinations of these problems). The lifetime limit applies even if there is a break
in coverage.

Using a Treatment Plan, the Plan determines the total benefit payable. This amount is
divided into two equal payments that are spread out over the course of the
Treatment Plan. The initial payment is made when the Active Appliance is first placed.
Further payments are made at the end of each subsequent threemonth period. This
payment schedule is only followed if treatment is continued and the patient is still
covered under the Plan. Continued proof of treatment will be required.

Orthodontic benefits will not be charged against the Plan Year Maximum Dental
Benefit limit, which applies to all other dental services.

When Coverage Begins
A covered charge for a crown, bridge or cast restoration is incurred on the date the
tooth is prepared. A covered charge for any other prosthetic device is incurred on
the date the master impression is made. A covered charge for root canal treatment
is incurred on the date the pulp chamber is opened. A covered charge for
orthodontic treatment is incurred on the date the Active Appliance is first placed.
All other covered charges are incurred on the date the services are furnished.

How the Dental Plan
Works
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This section describes the services covered under the Dental Plan. Please contact
the Customer Service Department at the number listed on the back of your Plan
Identification Card concerning any service that does not appear in this Summary
Plan Description.

Preventive Services
• Dental sealants
• Diagnostic services—X-rays include a full mouth series or at least 14 films

and bitewings, if needed, (limited to once in any consecutive 36-month
period); bitewing films (limited to two series of four films in any consecutive
12-month period); other intraoral periapical or occlusal films (single films);
extraoral superior or inferior maxillary film (limited to two in any consecutive
12-month period) and panoramic film, maxilla and mandible X-rays (limited to
once in any consecutive 36-month period).

• Diagnostic services—office visits and examinations are limited to one
examination in any consecutive six-month period.

• Emergency palliative treatment of dental pain when no other dental
services except X-rays are done.

• Fixed and removable Appliances to inhibit thumbsucking and other
harmful habits are limited to Beneficiaries under age 14 and limited to the
initial Appliance only. This includes all adjustments in the first six months after
installation.

• Fluoride treatments are limited to one topical treatment in any consecutive
12-month period.

• Prophylaxis (cleaning of teeth) is limited to two treatments in any
consecutive 12-month period. This includes examination, scaling and polishing.

• Space maintainers are limited to Beneficiaries under age 14 and limited to
the initial Appliance only. This includes all adjustments in the first six months
after installation. Examples of space maintainers include fixed unilateral, band
or stainless steel crown types, fixed unilateral cast types and removable,
bilateral types.

General Services
• Apicoectomy as a separate procedure or in conjunction with other

endodontic procedures.
• Denture adjustments and addition of teeth to partial dentures to

replace natural teeth.
• Denture duplication
• Denture reline is limited to once per denture in any consecutive 24-month

period when done more than one year after installation.
• Denture repairs for acrylic or metal dentures when done more than one

year after installation.
• Diagnostic consultation
• Diagnostic services include examination and diagnosis using diagnostic

casts, biopsy and examination of oral tissue.
• Endodontic services include routine X-rays, cultures, pulp capping,

remineralization (as a separate procedure), vital pulpotomy and apexification.
Final restoration is not covered.

• Extractions include extraction of one or more erupted teeth.

What Is Covered—
Dental
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• Periodontic services include the Treatment Plan, local anesthetics and post-
surgical care. Periodontic treatment includes gingivectomy, sub-gingival
curettage and root planning (limited to a maximum of two quadrants in any
consecutive 12-month period), and occlusal adjustment not involving
restorations and done in conjunction with periodontic surgery.

• Repairs to crowns and bridges
• Restorative services (fillings). Multiple restorations on one surface will be

considered one restoration. Restorative services include: amalgam
restorations and synthetic restorations using either silicate cement, acrylic or
plastic; pins and pin retention exclusive of restorative material; and/or
recemenation with inlay, onlay, crown or bridge.

• Root canal therapy includes traditional therapy and medicated paste therapy.
• Surgical procedures include alveolectomy, stomatoplasty with ridge

extension, frenectomy, removal of fully erupted teeth (including erupted
wisdom teeth), closure of salivary fluids, removal of cyst or tumor, closure of
oral fistula of maxillary sinus and removal of palatal torus.

• Tissue conditioning
• Other covered services include general anesthesia in conjunction with

surgical procedures and injectible antibiotics needed solely for treatment of a
dental condition.

Major Services
• Crowns, inlays and onlays. Cast restorations and crowns when needed

because of decay or Injury when the tooth cannot be restored with a routine
filling material. Five or more years must have elapsed since the last placement.

• Denture installation includes full and upper and lower dentures and all
adjustments done by the dentist furnishing the denture in the first six months
after installation.

• Fixed bridges to replace extracted teeth. Each abutment and each pontic
makes up a unit in a bridge. Covered under this benefit are: bridge pontics
including cast metal, sanitary, plastic or porcelain with metal, slotted facing
and slotted pontic; bridge abutments; removable bridges, unilateral partial,
one piece chrome casting, clasp attachment, including pontics and simple

stress breakers, per unit.

Orthodontic Services
• Active appliances (braces) include diagnostic services, Treatment Plan,

fitting, making and placing of the Active Appliance, all related office visits and
post-treatment stabilization.

• Services or treatments listed in “Preventive, General and Major Services” in
connection with orthodontic treatment.

• Surgery of impacted or unerupted teeth in connection with orthodontic
treatment, including routine X-rays, local anesthetics and post-surgical care is
covered under medical benefits. (See “What is Covered—Medical” under Oral
Surgery.)
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As with most dental plans, certain services are not covered. The Plan will not
cover any treatment that does not meet accepted standards of dental practice or
treatment that is experimental in nature. The Plan will also not cover any of the
following services or treatments:

• Any Appliance or prosthetic device that is used to: change vertical
dimension; restore or maintain occlusion, except to the extent that the Plan
covers orthodontic treatment; splint or stabilize teeth for periodontic reasons
and replace tooth structure lost as a result of abrasion or attrition.

• Dental implants
• Mouthguard fabrication
• Oral hygiene, plaque control or diet instruction
• Replacement of an Appliance or prosthetic device with a like Appliance

or device unless it is at least five years old and cannot be made usable, or it is
damaged during an Injury while inside the patient’s mouth and cannot be fixed.

• Replacement of a missing, lost or stolen Appliance or prosthetic device.
• Cosmetic services including, but not limited to characterizing and personalizing

prosthetic devices, making facings on prosthetic devices for any teeth in back
of the second bicuspid and bleaching or bonding of discolored teeth.

• Spare Appliances or prosthetic devices
• Treatment of the temporomandibular joint, Appliances and adjustments to

the Appliances. (See “What is Covered—Medical” under Temporomandibular
Joint Disorder.)

• Treatment needed due to an on-the-job or job-related Injury, or a condition
for which benefits are payable by workers’ compensation or similar laws.

• Treatment for which no charge is made. This usually means treatment
furnished by: the Beneficiary’s employer, labor union or similar group, in its
dental or medical department or clinic; a facility owned or run by any
governmental body; and any public program, except Medicaid, paid for or
sponsored by any government body. If a service is provided and the Plan is
legally required to cover the charge, the Plan will pay for the services.

Appeals are divided into two categories: (1) denials of coverage based on Medical
Necessity or (2) administrative decisions. Procedures for each type of claim are
described separately below. You may file an appeal within 180 days of receiving an
adverse benefit decision.

For Medical Necessity appeals, you or your authorized representative may request
an appeal by calling the Member Relations Department at 1-800-500-3373 or
writing to the Member Relations Department, Health Alliance Medical Plans,
102 East Main Street, Urbana, Illinois 61801-2744. To appeal a denial for
prescription drug claims, you or your authorized representative may call the
Pharmacy Department at 1-800-851-3379, extension 8078, or write to the
Pharmacy Department, Health Alliance Medical Plans, 102 East Main Street,
Urbana, Illinois 61801-2744.

Administrative (non-medical) decisions have two levels of appeal. Examples of
administrative appeals are claims denied for eligibility, non-covered services, over the
maximum limit of coverage, etc. For the first level of appeal, you or your authorized
representative may request an appeal by calling the Member Relations Department

What Is Not
Covered—Dental

Appeals
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at 1-800-500-3373 or writing to the Member Relations Department, Health Alliance
Medical Plans, 102 East Main Street, Urbana, Illinois 61801-2744. For the second
level of appeal, you or your authorized representative may request an appeal by
writing to your Plan Administrator at Parkland College, Human Resources
Department, 2400 West Bradley Avenue, Champaign, Illinois 61821. There is not an
administrative appeal process for Urgent Care and concurrent care claims.

Non-Urgent Care (Pre-Service Claims)
Medical Necessity Appeal: You or your authorized representative may request an
appeal for denial of health care services that require Preauthorization. Health
Alliance will make a decision and notify you or your authorized representative in
writing within 30 days of receipt of the request for an appeal.

Administrative Appeal: You or your authorized representative may request an
appeal for a non-medical denial of health care services that require
Preauthorization. Health Alliance will make a decision and notify you or your
authorized representative in writing within 15 days of receipt of the request for an
appeal. If you wish to pursue the appeal process further, you may send a letter
within 60 days from the date of denial to your Plan Administrator. Your Plan
Administrator will make a decision and notify you or your authorized
representative in writing within 15 days of receipt of the request for an appeal.

Urgent Care (Pre-Service Claims)
You or your authorized representative may request an appeal for denial of health
care services that require Preauthorization. Health Alliance will make a decision
within 72 hours of the request for an appeal. Health Alliance will try to reach you
or your authorized representative by telephone as soon as a decision has been
made. You or your authorized representative will be notified in writing within three
days of the decision.

Concurrent Care
You will be notified of a reduction or termination of an ongoing course of treatment
sufficiently in advance of the reduction or termination to allow you to appeal and
obtain a decision before the benefit is reduced or terminated. An appeal must be
made at least 24 hours before the scheduled reduction or termination of coverage
for treatment. Health Alliance will make a decision within 24 hours of the request
for an appeal. Health Alliance will try to reach you or your authorized representative
by telephone as soon as a decision has been made. You or your authorized
representative will be notified in writing within three days of the decision.

Coverage Decisions (Post-Service Claims)
Medical Necessity Appeal: An initial coverage decision will be made within 30 days
of receiving a claim for health care services that have already been provided. You
or your authorized representative may request an appeal for denial to pay or
reimburse health care services. Health Alliance will make a decision and notify you
or your authorized representative in writing within 60 days of the receipt of the
request for an appeal.

Administrative Appeal: An initial coverage decision will be made within 30 days of
receiving a claim for health care services that have already been provided. You or
your authorized representative may request an appeal for denial to pay or
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reimburse health care services. Health Alliance will make a decision and notify you
or your authorized representative in writing within 30 days of receipt of the
request for an appeal. If you wish to pursue the appeal process further, you may
send a letter within 60 days from the date of denial to your Plan Administrator.
Your Plan Administrator will make a decision and notify you or your authorized
representative in writing within 30 days of receipt of the request for an appeal.

Additional Voluntary Level of Appeal (External Review)
This Plan offers an additional voluntary level of appeal for medical decisions
through an external independent review organization. Health Alliance will facilitate
the process for selection of an independent reviewer. The following procedures
apply to the voluntary level of appeal:

• The Plan waives any right to claim that you failed to exhaust administrative
remedies because you did not submit a request for an external review.

• Any statute of limitation or other defense based on timeliness is pended
during the time of the external review.

• You may submit a request for an external review only after you exhaust the
other level of appeals discussed in the sections above.

• Upon request, Health Alliance will provide you information necessary for you
to make an informed judgment about requesting an external review.

• You will not be responsible for paying any fees associated with an external review.
• The decision of the independent reviewer is not binding (meaning that you

may challenge the decision in court under ERISA).

Timeline for Medical Necessity Appeals
• 180 days for you to file an appeal for a denied claim.
• 30 days after receipt of the appeal request for Health Alliance to make a non-

urgent care decision.
• 72 hours after receipt of the appeal request for Health Alliance to make an

Urgent Care decision.
• 24 hours after receipt of the appeal request for Health Alliance to make a

concurrent care decision.
• 60 days after receipt of the appeal request for Health Alliance to make a

coverage decision.

Timeline for Administrative Appeals
• 180 days for you to file an initial appeal for a denied claim.
• 15 days after receipt of the appeal request for Health Alliance to make a first

level, non-urgent care decision.
• 60 days for you to appeal the first level, non-urgent care denial.
• 15 days after receipt of the appeal request for Plan Administrator to make a

second level, non-urgent care decision.
• 30 days after receipt of the appeal request for Health Alliance to make a first

level, coverage decision.
• 60 days for you to appeal the first level, denial of coverage.
• 30 days after receipt of the appeal request for Plan Administrator to make a

second level, coverage decision.
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When Employee Coverage Terminates
Your coverage under the Plan will end on the earliest of the following dates:

• The date the Plan is terminated.
• The last day of the month following date of termination.
• The last day of the month in which you cease to be in a class of Employees

eligible for coverage.
• The date you fail to make any required contribution, if any, for coverage.
• The date of your death.

When Dependent Coverage Terminates
Your Dependent’s coverage under the Plan will end on the earliest of the following dates:

• The date the Plan is terminated.
• The date the Plan is modified to terminate Dependent coverage.
• The date your coverage ends.
• The date the Employee fails to make any required contribution, if any, for coverage.
• The date the Employee requests termination of Dependent coverage in writing.
• The date the Employee is no longer in a class of Employees eligible for coverage.
• The end of the month your Dependent ceases to meet the applicable

Dependent eligibility requirements specified in the “Eligibility, Enrollment and
Effective Date of Coverage” section.

The Group may immediately terminate coverage under this Plan for the provision
of the Plan Identification Card to any person ineligible for services.

The Group may terminate your rights and cancel this Summary Plan Description
as of your initial Effective Date by reason of fraud or material misrepresentation in
the use of services or facilities.

The Group may terminate this Plan at any time by giving you at least 60 days
prior written notice. All previous contributions by the Group and/or Participants
will continue to be issued for the purpose of paying benefits for valid claims arising
before termination, or to be used for the purpose of providing similar health
benefits to Beneficiaries, until all contributions are exhausted.

The Plan will terminate at 11:59 p.m. on the effective date of termination as
determined by the Plan Administrator. The Plan is not liable for arranging for
provision of or reimbursement for the provision of covered services after the
effective date of termination.

Upon termination of coverage, you and your Dependents will receive a certificate
of Creditable Coverage in the following instances:

• Upon termination of coverage from the Plan when COBRA continuation of
coverage is offered.

• Upon termination of coverage from the Plan when COBRA continuation of
coverage is not required to be offered.

• Upon termination of COBRA continuation coverage.
• Upon request during the 24-month period after the date coverage under the

Plan has ended.

Termination
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Surviving Dependent Coverage
Upon the death of the Employee, Dependent coverage will be continued for up to
six months without payment of premium.

This benefit also extends to a Dependent child who:

• Was conceived before, but born after the Employee’s death.
• Would have been covered as a Dependent under the Plan if Employee

coverage had stayed in force.

This continued coverage will terminate on the earliest of the following dates.

For the surviving Spouse:
• The date of the Spouse’s death.
• The date the Spouse remarries.
• The date the Spouse becomes entitled to Medicare.
• The end of the six-month period from the Employee’s death.
• The date of termination of the Plan.

For the surviving Dependent:
• The date of the Dependent’s death.
• The date the Spouse remarries.
• The date the Dependent ceases to qualify as a Dependent.
• The end of the six-month period from the Employee’s death.
• The date of termination of the Plan.

This coordination of benefits (COB) provision applies when you or your covered
Dependent has health care coverage under more than one health plan. When you
are covered by two or more health plans, benefits provided by the Plan will be
coordinated with those provided by the other health plans.

Definitions for the Purposes of Coordination of Benefits
1. A “Health Plan” is any of the following that provides benefits or services for

medical or dental care or treatment. However, if separate contracts are used
to provide coordinated coverages for members of a group, the separate
contracts are considered parts of the same health plan and there is no COB
among those separate contracts.

• “health plan” includes: group insurance, closed panel or other forms of
group or group-type coverage (whether insured or uninsured); medical
care components of group long-term care contracts, such as skilled
nursing care; medical benefits under group or individual automobile
contracts; no-fault automobile insurance (by whatever name it is called)
and Medicare or other governmental benefits, as permitted by law. The
Plan is a health plan.

• “health plan” does not include: individual or family insurance; closed panel
or other individual coverage(except for group-type coverage); Hospital
indemnity insurance; school accident type coverage, benefits for non-
medical components of group long-term care policies; and Medicare
supplement policies, Medicaid policies and coverage under other
governmental plans, unless permitted by law.

Coordination of
Benefits
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2. The “Order of Benefit Determination Rules” determine whether the Plan is a
“primary plan” or “secondary plan” when compared to another health plan
covering the person.

• When the Plan is primary, its benefits are determined before those of any
other health plan and without considering any other health plan’s benefits.

• When the Plan is secondary, its benefits are determined after those of another
health plan and may be reduced because of the primary plan’s benefits.

• When there are more than two health plans covering the person, the Plan
may be primary as to one or more of the other health plans and
secondary to different health plan(s).

3. “Allowable Expense” means a health care service or expense that is covered at
least in part by any of the health plans covering the person. When a plan
provides benefits in the form of services (for example an HMO), the
reasonable cash value of each service will be considered an allowable expense
and a benefit paid. An expense or service that is not covered by any of the
health plans is not an allowable expense. The following are examples of
expenses or services that are not allowable expenses:

• If a covered person is confined in a private Hospital room, the difference
between the cost of a semi-private room in the Hospital and the private
room (unless the patient’s stay in a private Hospital room is Medically
Necessary in terms of generally accepted medical practice, or one of the
health plans routinely provides coverage for Hospital private rooms) is not
an allowable expense.

• If a person is covered under two or more health plans that provide
benefits or services on the basis of negotiated fees, any amount in excess
of the highest of the negotiated fees is not an allowable expense.

• The amount a benefit is reduced by the primary plan because a covered
person does not comply with the health plan provisions is not an
allowable expense. Examples of these provisions are second surgical
opinions, Preauthorization or when the covered person has a lower
benefit because he or she did not use a network Provider.

4. “Claim Determination Period” means a Plan Year. However, it does not include
any part of a year during which a person has no coverage under the Plan, or
before the date this COB provision or a similar provision takes effect.

5. “Closed Panel” means a health plan that provides health benefits to covered
persons primarily in the form of services through a panel of Providers that
have contracted with the plan, and that limits or excludes benefits for services
provided by other Providers, except in cases of emergency or referral by a
Provider on the panel.

6. “Custodial Parent” means the parent awarded custody by a court decree. In
the absence of a court decree, it means the parent with whom the child
resides more than one-half of the calendar year without regard to any
temporary visitation.
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Order of Benefit Determination Rules
The Plan determines its order of benefits using the first of the following rules that
applies:

1. A health plan with no provision for coordination with other benefits is
considered to pay its benefits before a health plan that contains such a provision.

2. Non-Dependent/Dependent. The benefits of the health plan that covers the
person as an employee, member or subscriber (i.e., other than as a
dependent) are determined before those of the health plan that covers the
person as a dependent.

3. Dependent Child/Parents not Separated or Divorced. Except as stated in (4)
below, when the Plan and another health plan cover the same child as a
dependent of different persons, called “parents”:

• The benefits of the health plan of the parent whose month and day of
birth falls earlier in the calendar year are determined before those of the
health plan of the parent whose month and day of birth falls later in the
calendar year.

• If both parents have the same month and day of birth, the benefits of the
health plan that covered one parent longer are determined before those
of the health plan that covered the other parent for a shorter period of
time. However, if the other health plan does not have this “birthday” rule,
but instead has a rule based upon the gender of the parent, and if, as a
result, the health plans do not agree on the order of benefits, the rule in
the other health plan will determine the order of benefits.

4. Dependent Child/Separated or Divorced. If two or more health plans cover a
person as a Dependent child of divorced or separated parents, benefits for the
child are determined in this order:

• The health plan of the parent with custody of the child.
• The health plan of the Spouse of the parent with custody of the child.
• The health plan of the parent who does not have custody of the child.

However, if the specific terms of a court decree state that one of the parents
is responsible for health care expenses of the child, and the entity obligated to
pay or provide the benefits of the health plan of that parent has actual
knowledge of those terms, the benefits of that health plan are determined
first. The health plan of the other parent will be the secondary plan. This
paragraph does not apply to any claim determination period or Plan Year
when any benefits are actually paid or provided before the entity has the
actual knowledge.

5. Dependent Child/Joint Custody. If the specific terms of a court decree state
that the parents will share joint custody, without stating that one of the
parents is responsible for the health care expenses of the child, the health
plans covering the child will follow the order of benefit determination rules
outlined in paragraph 3 above.
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6. Active/Inactive Employee. The benefits of a health plan that covers a person
as an employee who is neither laid off nor retired (or as that employee’s
dependent) are determined before those of a health plan that covers that
person as a laid off or retired employee (or as that employee’s dependent). If
the other health plan does not have this rule, and if, as a result, the health
plans do not agree on the order of benefits, this rule will be ignored.

7. Continuation Coverage. If a person whose health plan coverage is provided by
a federal or state law right of continuation is also covered by another health
plan, the following will be the order of benefit determination:

• First, the benefits of the health plan covering the person as an employee,
member or subscriber (or as that person’s dependent);

• Second, the benefits of the health plan providing continuation coverage.

If the other health plan does not contain the order of benefits determination
described in this paragraph, and if, as a result, the health plans do not agree
on the order of benefits, this requirement will be ignored.

8. Longer/Shorter Length of Coverage. If none of the above rules determines the
order of benefits, the benefits of the health plan that covered a person longer
are determined before those of the health plan that covered that person for
the shorter term.

9. If none of the above rules applies, then the health plans are to share the
allowable expense equally.

Effect on the Benefits of the Plan
When the Plan is secondary, it may reduce its benefits so that the total benefits
paid or provided by all health plans during a claim determination period are not
more than total allowable expenses. Each benefit is reduced in proportion and
then charged against any applicable benefit limit of the Plan.

Right to Receive and Release Needed Information
Certain facts about health care coverage and services are needed to apply these
COB rules and to determine benefits payable under the Plan and other health
plans. Subject to the provisions of the “Privacy of Health Information” section,
the Plan may get the facts it needs from or give them to other organizations or
persons for the purpose of applying these rules and determining benefits payable
under the Plan and other health plans covering the person claiming benefits.
Health Alliance or the Plan Administrator need not tell, or get the consent of, any
person to do this. Each person claiming benefits under the Plan must give Health
Alliance any facts it needs to apply those rules and determine benefits payable.

Facility of Payment
A payment made under another health plan may include an amount that should
have been paid under the Plan. If it does, the Plan may pay that amount to the
organization that made that payment. That amount will then be treated as though
it were a benefit paid under the Plan. The Plan will not have to pay that amount
again. The term “payment made” includes providing benefits in the form of
services, in which case “payment made” means reasonable cash value of the
benefits provided in the form of services.
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Right of Recovery
If the amount of the payments made by the Plan is more than it should have paid
under this “Coordination of Benefits” section, it may recover the overpayment
from the person it has paid or for whom it has paid, insurance companies and/or
any other organizations.

If you and/or any of your covered Dependents incur a claim for medical or dental
expenses as a result of Injuries caused by someone else’s negligence, wrongful act
or omission, this Plan is not responsible to pay these expenses. This Plan also
does not provide benefits to the extent that there is other coverage by non-group
medical payments, including auto or medical expense type coverage. However
this Plan will provide benefits, otherwise payable by Plan, only on the following
terms and conditions:

1. In the event that benefits are provided by this Plan, the Plan shall be
subrogated to all of your and/or your Dependent’s rights of recovery against
any person or organization to the extent of the benefits provided.
Subrogation is a legal right allowing the Plan to recover medical expenses paid
by the Plan on behalf of a Beneficiary from another party if the Beneficiary’s
Injuries are caused by the other party’s negligence. You and/or your covered
Dependents agree to do whatever is necessary to secure the rights of the
Plan. You and/or your covered Dependents agree not to do anything after loss
to prejudice the rights of the Plan. You and/or your covered Dependents agree
to cooperate with the Plan and/or any representatives of the Plan in
completing forms and in giving information surrounding any accident the Plan
or its representatives believe necessary to fully investigate the incident.

2. The Plan is also granted a right of reimbursement from the proceeds of any
recovery by settlement, judgment or otherwise. This right of reimbursement is
cumulative with and not exclusive of the subrogation right granted in
paragraph 1, but only to the extent of the benefits provided by the Plan.

3. The Plan, by payment of any benefits, is granted a lien on the proceeds of any
settlement, judgment or other payment received by you and/or your covered
Dependents. You and/or your covered Dependents consent to the lien and
agree to take whatever steps are necessary to assist the Plan to secure a lien.

4. The Plan, by payment of any benefits, is granted an assignment of the
proceeds of any settlement, judgment or other payment received by you and/
or your covered Dependents to the extent of the benefits paid. By accepting
benefits, you and/or your covered Dependents consent to assignment and
authorize and direct his/or her attorney, personal representative or any
insurance company to directly reimburse the Plan or its designee to the
extent of the benefits paid. This assignment becomes effective and is binding
upon any attorney, personal representative or any insurance company upon
service of a copy of this provision upon them by the Plan or its designee.

5. The subrogation and reimbursement rights, assignments and liens apply to
any recoveries made by or on behalf of you and/or your covered Dependents
as a result of the Injuries sustained including, but not limited to the following:

Liable Third Party
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• Payments made directly by the third party responsible for Injuries or any
insurance company on behalf of the third party responsible for Injuries or
any other payments on behalf of the third party responsible for Injuries.

• Any payments, settlements, judgment or arbitration awards paid by any
insurance company, by an uninsured or underinsured motorist coverage,
whether on behalf of you and/or your covered Dependents or other person.

• Any other payments from any source designed or intended to compensate
you and/or your covered Dependents for Injuries sustained as the result of
negligence or alleged negligence of a third party.

• Any workers’ compensation award or settlement.

6. The Plan’s right to recover (whether by subrogation or reimbursement) shall
apply to decedents’, minors’ and incompetent or disabled persons’
settlements or recoveries.

7. You and/or your covered Dependents shall not make any settlement that
specifically reduces or excludes, or attempts to reduce or exclude the benefits
provided by the Plan.

8. The Plan’s right of recovery shall be a prior lien against any proceeds recovered
by you and/or your covered Dependents; that right shall not be defeated or
reduced by the application of any so-called “Made-Whole Doctrine,” or any
other such doctrine that intends to defeat the Plan’s recovery rights by
allocating the proceeds exclusively to non-medical expense damages.

9. You and/or your covered Dependents shall not incur any expenses on behalf of
the Plan in pursuit of the Plan’s rights. Specifically, no court costs or attorneys
fees may be deducted from the Plan’s recovery without the prior expressed
written consent of the Plan. This right shall not be defeated by any so-called
“Fund Doctrine” or “Common Fund Doctrine” or “Attorney’s Fund Doctrine.”

10. The Plan shall recover the full amount of benefits without regard to any claim
of fault on the part of you and/or your covered Dependents, whether under
comparative negligence or otherwise.

11. The benefits by this Plan are secondary to any coverage under no-fault of
similar insurance.

12. In the event you and/or your covered Dependents fails or refuses to comply
with the terms of this agreement, you and/or your covered Dependents shall
reimburse the Plan for any and all costs and expenses, including attorneys’
fees, incurred by the Plan in enforcing its rights.
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The federal “Medicare Secondary Payor” (MSP) laws regulate how certain
employers may offer group health plan benefits to Medicare-Eligible Employees
and Dependents. Under the MSP laws, Medicare generally pays secondary to the
benefits provided by the Plan for the following Medicare-Eligible Beneficiaries:

• Beneficiaries with end-stage renal disease, during the first 30 months of
Medicare eligibility or entitlement.

• Beneficiaries age 65 and over who are covered under the Plan due to their or
their Spouse’s current employment status with the Group.

• Disabled Beneficiaries under age 65 who are covered under the Plan due to
their or a family member’s current employment status with the Group.

To assist your Group and Health Alliance in complying with the MSP laws, you
must notify the Parkland College Human Resources Department promptly if you
or any of your covered Dependents becomes eligible for Medicare or has
Medicare eligibility terminated or changed. You must also promptly and accurately
complete any requests for information from your Group or Health Alliance
concerning your or any of your covered Dependents’ Medicare eligibility.

Medicare is the primary coverage for those Medicare-Eligible Beneficiaries to
whom the MSP laws do not apply. The benefits of the Plan for such Medicare-
Eligible Beneficiaries do not include payment for services and items to the extent
Medicare payment is available or would be available for such services or items if
the Beneficiary enrolled in Medicare and made a proper claim for Medicare
payment. Refer to “Medicare Benefits” under the “What is Not Covered—Medical”
section for this exclusion and to the “Terms” section for the definition of
Medicare-Eligible Beneficiary.

To obtain the greatest benefits available under the Plan, a Medicare-Eligible
Beneficiary to whom the MSP laws do not apply should:

• Enroll in Part A and Part B of Medicare.
• Assign his or her claim for Medicare benefits to the Provider.

If you do not enroll in Part B of Medicare, you will be responsible for the portion
of the bills that Medicare would have allowed under Part B coverage.

Medicare-Eligible
Beneficiaries
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The Plan pays benefits to the health care Provider rendering the service for which
benefits are due unless you advise Health Alliance otherwise by the time the claim
is submitted for payment. Any claim for reimbursement or bills for covered health
care services must be submitted within 60 days of the service or as soon
thereafter as reasonably possible. All claims should be submitted to:

Claims Department
Health Alliance Medical Plans
102 East Main Street
Urbana, Illinois 61801-2744

The Plan is not responsible for any claims or bills submitted more than one year
after the provision of the service to which the claim or bill relates.

Unless Health Alliance receives prior written instruction from you, any health care
benefits unpaid at your death will be paid to the health care Provider rendering
the service for which benefits are due or to your estate.

The standards for privacy of individually identifiable health information (the
“Privacy Rule”) under the Health Insurance Portability and Accountability Act of
1996 (HIPAA) requires the Plans to protect the privacy and security of your
confidential medical information. The Plan will not Use or Disclose your Protected
Health Information without your authorization, except for purposes of Treatment,
Payment, Health Care Operations or as otherwise required or permitted by law. A
description of the Plan’s Uses and Disclosures of your Protected Health
Information and your rights and protections under the Privacy Rule are described
in the Plan’s Notice of Privacy Practices that is provided to you and also may be
obtained by contacting Parkland’s Human Resources Department.

Plan Sponsor Certification
The Plan may Disclose the following Protected Health Information to the Plan
Sponsor without your authorization for the purpose of Treatment, Payment or
Health Care Operations as defined in this “Privacy of Health Information” section.
The Plan Sponsor certifies that he or she will conform with the following provisions:

• Not Use or further Disclose Protected Health Information other than as
permitted or required by this “Privacy of Health Information” section or as
required by law.

• Ensure that any agents, including subcontractors, to which the Plan Sponsor
provides Protected Health Information received from the Plan agree to the
same restrictions and conditions that apply to the Plan Sponsor.

• Not Use or Disclose Protected Health Information for employment-related
actions and decisions unless authorized by the individual who is the subject of
the Protected Health Information.

• Not Use or Disclose Protected Health Information in connection with any
other benefit or employee benefit plan of the Plan Sponsor unless authorized
by the individual who is the subject of the Protected Health Information.

• Report to the Plan any Use or Disclosure of Protected Health Information that
is inconsistent with the permitted Uses and Disclosures that the Plan Sponsor
becomes aware.

Payment of Claims

Privacy of Health
Information (Effective
April 14, 2004)
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• Make available Protected Health Information that is maintained by the Plan to
individuals requesting access.

• Make available Protected Health Information to individuals requesting
amendments to information and incorporate any approved amendments to
Protected Health Information.

• Make available to information required to an individual requesting an
accounting of Disclosures.

• Make internal practices, books and records relating to the Use and Disclosure
of Protected Health Information received from the Plan available to the
Secretary of the U.S. Department of Health and Human Services for purposes
of determining the Plan’s compliance with the Privacy Rule.

• If feasible, return or destroy all Protected Health Information received from
the Plan that the Plan Sponsor still maintains in any form, and retain no
copies of such Protected Health Information when no longer needed for the
purpose for which Disclosure was made (or if return or destruction is not
feasible, limit further Uses and Disclosures to those purposes that make the
return or destruction infeasible).

• Ensure that the requirements of “Adequate Separation Between the Plan and
the Plan Sponsor Must Be Maintained” below have been met.

Adequate Separation Between the Plan and the Plan Sponsor Must Be
Maintained
In accordance with the Privacy Rule, only the Parkland College Human Resources
staff under the control of the Plan Sponsor have access to Protected Health
Information.

Employees may only Use and Disclose Protected Health Information for Plan
administration functions that the Plan Sponsor performs for the Plan.

Employees who do not comply with the provisions of this “Privacy of Health
Information” section will be subject to the Plan’s policy on sanctions for the
improper Use and Disclosure of Protected Health Information.

Disclosure to the Plan Sponsor With Individual Authorization
Protected Health Information may be Disclosed to the Plan Sponsor for purposes
other than Treatment, Payment or Health Care Operations with a valid
authorization in accordance with the Plan’s policies and procedures for Disclosure.

Definitions for Purposes of Privacy of Health Information
“Business Associate” means a person or organization that:

• On behalf of the Plan, performs or assists in the performance of a Plan
function or activity involving the Use or Disclosure of Protected Health
Information, including claims processing or administration, data analysis,
processing or administration, utilization review, quality assurance, billing,
benefit management and repricing or any other Plan function or activity
regulated by the Privacy Rule.

• Provides legal, actuarial, accounting, consulting, data aggregation,
management, administrative, accreditation or financial services to or for the
Plan, where the provision of the services involves the disclosure to the person
of Protected Health Information from the Plan or from another Business
Associate of the Plan.
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“Disclose” means to release, transfer, provide access to or divulge information in
any other manner outside the entity that holds the information.

“Health Care Operations” means any of the following activities of the Plan:

• Conducting quality assessment and improvement activities, including
outcomes evaluation and development of clinical guidelines; population-based
activities relating to improving health or reducing health care costs; protocol
development, case management and care coordination; contracting of
Providers and providing patients with information about Treatment
alternatives and related functions that do not include Treatment.

• Reviewing the competence or qualifications of health care professionals,
evaluating practitioner, Provider or Plan performance, conducting training
programs in which students, trainees or practitioners in areas of health care
learn under supervision to practice or improve their skills and training of non-
health care professionals and accreditation, certification, licensing or
credentialing activities.

• Underwriting, premium rating and other activities relating to the creation,
renewal or replacement of a contract of health insurance or health benefits,
including securing a contract of stop-loss insurance or excess loss insurance.

• Conducting or arranging for medical review, legal services and auditing
functions, including fraud and abuse detection and compliance programs.

• Business planning and development, such as conducting cost-management
and data analyses related to managing and operating the Plan, including
formulary development and administration, development or improvement of
methods of Payment or coverage policies.

Business management and general administrative activities of the Plan including,
but not limited to:

• Management activities relating to implementation of and compliance with the
requirements of the Privacy Rules.

• Resolution of internal grievances.
• The sale, transfer, merger or consolidation of all or part of the Plan with

another Covered Entity, or an entity that following such activity will become a
Covered Entity and due diligence related to such activity.

• Creating de-identified health information or limited data sets.

“Payment” means the activities undertaken by the Plan:

• To obtain Employee contributions or to determine or fulfill its responsibility for
coverage and provision of benefits under the Plan.

• To obtain or provide reimbursement for the provision of health care.
• To resolve complaints or appeals regarding approval or payment of treatment

and services.

Payment activities in the above paragraph of this definition relate to the individual
to whom health care is provided and include, but are not limited to:

• Determinations of eligibility or coverage (including coordination of benefits or
the determination of cost sharing amounts) and adjudication or subrogation
of health care claims.
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• Risk adjusting amounts due based on enrollee health status and demographic
characteristics.

• Billing, claims management, collection activities, obtaining payment under a
contract of stop-loss insurance or excess of loss insurance and related health
care data processing.

• Review of health care services with respect to Medical Necessity, coverage
under the Plan, appropriateness of care or justification of charges.

• Utilization review activities, including Preauthorization and concurrent and
retrospective review of services.

• Disclosure to consumer reporting agencies of any of the following Protected
Health Information relating to collection of Employee contributions or
reimbursement: name and address; date of birth; social security number;
payment history; account number and name and address of the Plan.

“Protected Health Information” means any information, including
demographic information collected from an individual, whether oral or recorded,
and maintained or transmitted in any other form or medium, that:

• Is created or received by a Health Plan, Health Care Provider, Health Care
Clearinghouse or employer.

• Relates to the past, present or future physical or mental health or condition of
an individual; the provision of health care to an individual; or the past, present
or future Payment for the provision of health care to an individual.

• Identifies the individual, or with respect to which there is a reasonable basis to
believe the information can be used to identify the individual.

“Treatment” means the provision, coordination or management of health care
and related services by one or more Provider. The Plan does not provide
treatment or services but may disclose Protected Health Information to a Provider
involved in making a decision that could affect your care.

“Use” means the sharing, employment, application, utilization, examination or
analysis of information within an entity that holds the information.

Clerical Error
Clerical error, whether of the Group or Health Alliance, in quoting benefits or in
processing or maintaining any record pertaining to the Plan, will not invalidate
Plan coverage otherwise validly in effect or reinstate Plan coverage otherwise
validly terminated.

Hospitalized on Effective Date
If on your Effective Date under the Plan, you or any of your covered Dependents
are in a Hospital, you are required to notify Health Alliance at the number listed
on the back of your Plan Identification Card within 48 hours of the Effective Date
or as soon as reasonably possible. Medically Necessary charges incurred on or
after your Effective Date will be covered under the Plan. Charges incurred prior to
12:01 a.m. of your Effective Date will not be covered under the Plan.

General Provisions
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New Medical Technologies
To keep pace with technology changes Health Alliance has established policies and
procedures to evaluate new developments in medical technology and its
applicability to benefit changes. Professionals with the expertise related to new
medical procedures, pharmacological treatments and devices participate in the
evaluation of each new technology and the creation of criteria for its applications.

Notices
Any notice to be given under the terms of the Plan may be provided by deposit in
any post office in the United States, by electronic transmission or by any other
medium designated by the Plan Administrator in its sole discretion. Notice may be
waived by any party entitled to such notice.

Plan Identification Card
The Plan Identification Cards issued to you are for identification only. Possession
of a Plan Identification Card confers no right to Plan benefits. To be entitled to
Plan benefits, the holder of the card must, in fact, be a Beneficiary.

Plan Name
The name of the Plan is the Parkland College Group Comprehensive Major
Medical Plan.

Plan Effective Date
The effective date of the Plan is July 1, 1999. Lifetime benefits have been accruing since
your effective date of coverage by any group health plan sponsored by the Group.

Plan Administrator
The Plan Administrator is Parkland College. Service of legal process may be made
upon the Plan Administrator who is the designated agent for service of legal
process. The address and telephone number are:

Parkland College
2400 West Bradley Avenue
Champaign, Illinois 61821-1899
(217) 351-2491

This Plan is to be administered by the Plan Administrator in accordance with the
provisions of ERISA. The Plan Administrator will perform its duties as the Plan
Administrator and in its sole discretion will determine appropriate courses of
action in light of the reason and purpose for which this Plan is established and
maintained. Any construction of the terms of any Plan document and any
determination of fact adopted by the Plan Administrator will be final and legally
binding on all parties. Benefits under the Plan will only be paid if the Plan
Administrator, or its delegate, determines in its discretion that the claimant is
entitled to them.

The Plan Administrator is the named fiduciary under the Plan. The Plan
Administrator exercises discretionary authority and control over management of
the Plan and the disposition of its assets, and has discretionary authority and
responsibility in the administration of the Plan. The Plan Administrator must carry

General Information
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out his or her duties and responsibilities for the purpose of providing benefits to
the Participant and their Dependents, and defraying reasonable expenses of
administering the Plan. The Plan Administrator’s duties must be carried out:

• With care, skill, prudence and diligence under the given circumstances that a
prudent person, acting in a like capacity and familiar with such matters, would
use in a similar situation.

• By diversifying the investments of the Plan so as to minimize the risk of large
losses, unless under the circumstances it is clearly prudent not to do so.

• In accordance with Plan documents to the extent that they agree with ERISA.

The Plan Administrator may appoint others to carry out fiduciary responsibilities
(other than as a trustee) under the Plan. These other persons become fiduciaries
themselves and are responsible for their acts under the Plan. To the extent that the
Plan Administrator allocates its responsibility to other persons, the Plan
Administrator will not be liable for any act or omission of such person unless either:

• The Plan Administrator has violated its stated duties under ERISA in
appointing the fiduciary, establishing the procedures to appoint the fiduciary
or continuing the appointment of the fiduciary.

• The Plan Administrator breached its fiduciary responsibility under ERISA.

Plan Sponsor
The Plan Sponsor is Parkland College (the “Group”).

COBRA Administrator
The COBRA Administrator is Parkland College.

Third Party Administrator
The Third Party Administrator is:

Health Alliance Medical Plans, Inc.
102 East Main Street
Urbana, Illinois 61801-2744
(217) 337-8400 or 1-800-322-7451

Health Alliance Medical Plans, Inc., is licensed in the state of Illinois as a Third
Party Administrator. While Health Alliance is also an insurance company licensed
to do business in Illinois and Iowa, it does not insure the Plan.

The Plan Administrator has delegated the fiduciary duty and discretionary
authority to decide initial claims for benefits under the Plan and Preauthorization
requests to the Third Party Administrator. The Plan Administrator has also
delegated the fiduciary duty and discretionary authority with respect to deciding
Medically Necessary appeals of denied claims for benefits under the Plan to the
Third Party Administrator. The Plan Administrator maintains fiduciary duty and
discretionary authority over non-medical appeal decisions.
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Plan Amendment and Termination
The Plan Sponsor has established this Plan with the intention of maintaining the
Plan for an indefinite period of time. The Plan Sponsor reserves the sole right to
amend, modify, suspend, withdraw, discontinue or terminate the Plan in whole or
in part at any time for any reason and for any and all Beneficiaries of the Plan,
including any or all contributions. No oral statement of any person will modify or
otherwise affect the benefits, limitations and exclusions of the Plan, convey or
void any coverage, increase or reduce any benefits under the Plan or be used in
the prosecution or defense of a claim under the Plan.

The Plan Sponsor has the sole right to amend or modify terms of the Plan.
Material modifications to the Plan will be communicated to you in writing in the
form of a Plan Amendment no later than 60 days after the effective date of the
change. Other changes in the Plan will be communicated to you as required by
law. Plan Amendments will indicate both the effective date of the change as well
as the execution date of the Amendment. Any Plan changes will be binding on
you and your covered Dependents.

All contributions by you and/or the Plan Sponsor prior to the termination of the
Plan will continue to be used for the purpose of paying benefits for valid claims
arising before termination, or will be used for the purpose of providing similar
health care benefits to Beneficiaries until all contributions are exhausted. If you
incurred any claims prior to the termination date and the claims have not been
paid or reimbursed, you will have 90 days following the termination date to
submit the claims. Claims submitted more than 90 days following the termination
date will not be paid or reimbursed. Any claims incurred after the date of the
termination of the Plan will not be payable under the Plan.

Plan Year
The Plan Year is a 12-month period ending on June 30th. The Plan’s financial
records are maintained and benefits accrued on a Plan Year basis.

Plan Identification Numbers
The Plan is required to have a federal tax identification number for government
reporting purposes. This number is 501. The Plan also has a separate filing
number for making annual reports to government agencies. This number is
37-0892090.

Funding and Contributions
This Plan is self-funded by the Plan Sponsor. This means the cost of covered
health care services for you and your covered Dependents is paid out of the
monies from the Plan Sponsor and Employee contributions. All Plan funds are
held for the exclusive purposes of providing benefits to Plan Beneficiaries and
defraying reasonable expenses of administering the Plan.

The Plan Sponsor will set the level of any Employee contributions. These Employee
contributions will be used in funding the cost of the Plan as soon as practical after
they have been received from the Employee or withheld from the Employee’s pay
through payroll deduction. The Plan Sponsor reserves the right to change the
amount of contributions required of you and/or your covered Dependents. Benefits
are paid directly from the Plan through the Third Party Administrator.
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Type of Plan
The Plan is an employee welfare benefit plan as defined under ERISA.

The benefits provided for in the Plan are not transferable to another person by
any Beneficiary.

If you have any further questions about any provision of the Plan, or about your
rights and privileges as a Beneficiary, you should contact the Group’s Human
Resources Department or the Health Alliance Customer Service Department at
the number listed on the back of your Plan Identification Card.

As a Participant in the Plan, you are entitled to certain rights and protections by
the Employee Retirement Income Security Act (ERISA) of 1974. ERISA provides
that all Plan Participants will be entitled to:

Receive Information About Your Plan and Benefits
• Examine, without charge, at the Plan Administrator’s office and at other specified

locations, all documents governing the Plan, including insurance contracts and
collective bargaining agreements and a copy of the latest annual report (Form
5500 Series) filed by the Plan with the U.S. Department of Labor and available at
the Public Disclosure Room of the Employee Benefits Administration.

• Obtain, upon written request to the Plan Administrator, copies of documents
governing the operations of the Plan, including insurance contracts and
collective bargaining agreements, and copies of the latest annual report (Form
5500 Series) and updated Summary Plan Description. The Plan Administrator
may make a reasonable charge for the copies.

• Receive a summary of the Plan’s annual financial report. The Plan
Administrator is required by law to furnish each Participant with a copy of this
summary annual report.

Continue Group Health Plan Coverage
Continue health care coverage for yourself, Spouse and Dependents if there is a
loss of coverage under the Plan as a result of a qualifying event. You or your
Dependents may have to pay for such coverage. Review the Summary Plan
Description and the documents governing the Plan on rules governing your
COBRA continuation coverage rights.

Prudent Actions by Plan Fiduciaries
In addition to creating rights for Plan Beneficiaries, ERISA imposes duties upon the
people who are responsible for the operation of the employee benefit plan. The
people who operate your Plan, called “fiduciaries” of the Plan, have a duty to do
so prudently and in the interest of you and other Plan Beneficiaries. No one,
including your employer, your union, or any other person, may fire you or
otherwise discriminate against you in any way to prevent you from obtaining a
Plan benefit or exercising your rights under ERISA.

Enforce Your Rights
If your claim for a Plan benefit is denied or ignored, in whole or in part, you have a
right to know why this was done, to obtain copies of documents relating to the
decision without charge, and to appeal any denial, all within certain time schedules.

ERISA Rights
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Under ERISA, there are steps you can take to enforce the above rights. For
instance, if you request a copy of the Plan documents or the latest annual report
from the Plan and do not receive them within 30 days, you may file suit in a
federal court. In such a case, the court may require the Plan Administrator to
provide the materials and pay you up to $110 a day until you receive the
materials, unless the materials were not sent because of a reason beyond the
control of the Administrator. If you have a claim for benefits that is denied or
ignored in whole or in part, you may file suit in a state or federal court. In
addition, if you disagree with the Plan’s decision or lack thereof concerning a
medical child support order, you may file suit in a federal court. If it should
happen that Plan fiduciaries misuse the Plan’s money, or if you are discriminated
against for asserting your rights, you may seek assistance from the U.S.
Department of Labor, or you may file suit in a federal court. The court will decide
who should pay court costs and legal fees. If you are successful, the court may
order the person you have sued to pay these costs and fees, for example, if it
finds your claim is frivolous.

Assistance with Your Questions
If you have any questions about your Plan, you should contact the Plan
Administrator. If you have any questions about this statement or about your
rights under ERISA, or if you need assistance in obtaining documents from the
Plan Administrator, you should contact the nearest office of the Employee
Benefits Security Administration, U.S. Department of Labor, listed in your
telephone directory or the Division of Technical Assistance and Inquiries,
Employee Benefits Security Administration, Department of Labor, 200
Constitution Avenue, N.W. Washington, D.C. 20210. You may also obtain certain
publications about your rights and responsibilities under ERISA by calling the
publications hotline of the Employee Benefits Security Administration.

Capitalized terms used throughout the Summary Plan Description are defined in
this section.

Active Appliance: Any appliance like braces used in orthodontic services to
move teeth.

Amendment: A separate document attached to the Plan that adds, modifies or
deletes existing provisions of the Plan.

Appliance: Any dental device other than a dental prosthetic device.

Beneficiary (Also sometimes referred to as “you” or “your” in this
Summary Plan Description): A Participant, eligible Dependent or qualified
beneficiary under COBRA who elects coverage under the Plan and properly
enrolls in accordance with the procedures established by the Plan Administrator
or its delegate.

Coinsurance: A percentage of a charge you must pay directly to the Provider for
services rendered to you by the Provider.

Copayment:  A specific dollar amount you must pay for certain covered services
at the time and place you receive such services.

Terms
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Deductible: The amount you must pay before the Plan benefits begin. A new
Deductible will apply each Plan Year on the Health Incentive Plan.

Dependent: A child or Spouse of an Employee who meets the eligibility
requirements of the Plan.

Effective Date: The date you and your covered Dependents are eligible for Plan
benefits.

Emergency Medical Condition: A medical condition manifesting itself by acute
symptoms of sufficient severity, including severe pain, such that a prudent
layperson could reasonably expect the absence of medical attention to result in
placing his or her health in serious jeopardy (or, with respect to a pregnant
woman, the health of the woman or her unborn child), serious impairment to
bodily functions, or serious dysfunction of any bodily organ or part.

Emergency Services: The covered inpatient and Outpatient services furnished
by a Provider qualified to provide such services and needed to evaluate or
stabilize an Emergency Medical Condition.

Employee: An Employee is an active employee of the Group who is a member of
a group or classification of Employees to whom benefits under the Plan have been
extended and continue to be extended by designation of the Group. If an
individual is not considered to be an “employee” of the Group for purposes of
employment taxes and wage withholding, a subsequent determination by the
Group, any governmental agency or court that the individual is a common law
employee of the Group, even if such determination is applicable to prior years, will
not have a retroactive effect for purposes of eligibility to participate in the Plan for
such prior years.

ERISA: The Employee Retirement Income Security Act of 1974, as amended, and
the regulations thereunder.

Group: The Plan Sponsor.

Hospital: An institution that meets the following requirements:

• It must provide medical and surgical care and treatment for acutely sick or
injured persons on an inpatient basis.

• It must have diagnostic and therapeutic facilities.
• Care and treatment must be given by or supervised by Physicians. Day and

night nursing services must also be given and must be supervised by a
licensed nurse.

• It must not be operated by a national, provincial or state government.
• It must not be primarily a place of rest, a place for the aged or a nursing home.
• It must be licensed by the laws of the jurisdiction where it is located. It must

be operated as a hospital as defined by those laws.

Injury: An accidental physical injury to the body caused by unexpected external
means.
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Lifetime Maximum Benefit: The total health care benefits allowed for any
individual under this Plan, including additional benefits covered by an Amendment
to this Plan.

Medical Director: A licensed Physician who is employed by or contracts with
Health Alliance to provide services including, but not limited to, utilization
management and quality assurance reviews.

Medically Necessary (Medical Necessity): A service or supply that is required
to identify or treat your condition and:

• Is appropriate and necessary for, and consistent with, the symptom or
diagnosis and treatment or distinct improvement of an illness or Injury.

• Is adequate and essential for the evaluation or treatment of a disease,
condition or illness.

• Can reasonably be expected to improve your condition or level of functioning.
• Conforms with standards of good medical practice, uniformly recognized and

professionally endorsed by the general medical community at the time it is provided.
• Is not mainly for the convenience of you, a Physician or other Provider.
• Is the most appropriate medical service, supply or level of care, that can safely

be provided. When applied to inpatient care, it further means that your
medical symptoms or condition require that the services cannot be safely
provided to you as an Outpatient.

The Third Party Administrator has the sole discretion to determine Medical
Necessity.

Medicare-Eligible Beneficiary: A Beneficiary who is eligible for Medicare due to
age, disability or end-stage renal disease, whether or not the Beneficiary enrolls in
Medicare. Medicare is the program established by Parts A and B of Title XVIII of
the Social Security Act, as amended (42 U.S.C. 1395 et seq.).

Open Enrollment: A period of time determined by the Group when eligible
Employees and their Dependents may enroll in the Plan.

Out-of-Pocket Maximum: The maximum dollar amount you and/or your family
will pay in accumulated Copayments and Coinsurance amounts for most health
care services during a Plan Year. Amounts paid for non-covered health care
services and certain other expenses will not apply to the Out-of-Pocket Maximum.

Outpatient: The care or services you or a Dependent receives in a Physician’s
office, the home, the Outpatient department of a Hospital, free-standing surgical
center, free-standing medical center or a retail pharmacy.

Outpatient Surgery: Surgery or a procedure that is performed in a Physician’s
office, the Outpatient department of a Hospital, freestanding surgical center or
freestanding medical clinic. Outpatient surgery Copayments, Coinsurance and
Deductibles, if any, apply to any associated facility fee for a surgery or procedure.
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Participant (Also sometimes referred to as “you” or “your” in this
Summary Plan Description): An eligible Employee or a former Employee who is
a qualified beneficiary under COBRA who elects coverage under the Plan and
properly enrolls in accordance with the procedures established by the Plan
Administrator or its delegate.

Physician: A person licensed to practice medicine in all of its branches under the
applicable laws of the state where they provide services.

Plan: The Parkland College Group Comprehensive Major Medical Plan and any
Amendments thereto. The Plan is an employee welfare benefit plan (as defined
under ERISA) adopted by the Group for the benefit of its eligible Employees and
their eligible Dependents.

Plan Administrator: An individual or group of individuals named in this
Summary Plan Description responsible for certain Plan duties.

Plan Identification Card: A card that is provided to each Beneficiary upon
enrollment in the Plan. Replacement cards may be requested by contacting the
Health Alliance Customer Service Department.

Plan Sponsor: Parkland College (the “Group”).

Plan Year: The period beginning each July 1 and ending the following June 30.

Plan Year Maximum Benefit: The total benefits available for certain covered
services provided during a Plan Year for each Beneficiary.

Preauthorization (Preauthorized): A review by Health Alliance to determine
and authorize the coverage level of Medically Necessary services the Plan will pay
prior to receiving the services.

Pre-Existing Condition: A condition for which medical advice or treatment,
including prescribed drugs or medicine, was recommended by or received from a
Physician within the six-month period preceding the Beneficiary’s Effective Date.

Provider: An individual or organization which is licensed to provide health care
services under the applicable laws of the state where they provide services.

Schedule of Benefits: The description of coverage in this Summary Plan
Description that includes, but is not limited to Copayments, Coinsurance,
Deductibles, benefit limitations and Out-of-Pocket Maximums.

Spouse: The person recognized as the covered Employee’s husband or wife by
the laws of the state where the covered Employee lives. The Plan Administrator
may require documentation proving a legal marital relationship.

Substance Abuse: The uncontrollable or excessive use of addictive substances and
the resultant physiological or psychological dependency which develops with
continued use. The addictive substances included under Substance Abuse are limited
to alcohol, morphine, cocaine, opium and other barbiturates and amphetamines.
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Third Party Administrator: A person, group of persons or other entity
appointed and authorized by the Plan Administrator to process claims for benefit
payments under the Plan and to provide any other services with respect to the
administration of the Plan as the Plan Administrator may request and/or delegate
and that the Third-Party Administrator will agree to perform.

Totally Disabled: The inability to engage in any substantial gainful activity by reason
of any medically determinable physical or mental impairment that can be expected to
result in death or has lasted or can be expected to last for a continuous period of not
less than 12 months, or in the case of an individual who is blind, the inability by
reason of such blindness to engage in substantial gainful activity requiring skills or
abilities comparable to those of any gainful activity he or she has previously engaged
in with some regularity and over a substantial period of time.

Treatment Plan: The written, planned program of one or more services or
supplies to treat a dental condition.

Urgent Care: Care for an unforeseen illness, Injury or condition that requires
immediate attention to prevent serious deterioration of a condition.

Consolidated Omnibus Budget Reconciliation Act (COBRA)
This Attachment A summarizes your rights under the provisions of the federal
Consolidated Omnibus Budget Reconciliation Act (COBRA). The program permits
eligible Employees and their Dependents to purchase continued coverage if their
coverage terminates for a specific reason called a “qualifying event.” COBRA
Beneficiaries are responsible for the entire cost of their coverage, with an additional
two percent administrative fee as allowed by federal guidelines. It is the
responsibility of the Plan Administrator to notify you of your rights to continuation
of coverage. You should contact the Group’s Human Resources Department for
more detailed information on your rights to continuation of coverage.

Eligibility
You, your covered Spouse and Dependent children may be eligible for COBRA
coverage. A newborn child or child placed with you for adoption during a period
of COBRA coverage also has continuation rights. Newly acquired Dependents
such as a Spouse, newborn or adopted child, stepchild or a child for whom you
are the legal guardian may be added to your COBRA plan within 60 days of an
eligible change in status.

Qualifying Event
A qualifying event is one that causes a loss of coverage or ineligibility under the
Plan. You may be eligible for COBRA if one of the following qualifying events occurs:

Employee
• Termination of employment (other than for gross misconduct)
• Reduction in hours of employment
• Group files for reorganization under Chapter 11 of the Bankruptcy Code and

you are a Retired Employee

Attachment A
Continuation of
Group Coverage
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Spouse
• Death of Employee
• Termination of Employee’s employment (other than for gross misconduct)
• Reduction in hours of Employee’s employment
• Legal separation or divorce
• Employee’s entitlement to Medicare
• Group files for reorganization under Chapter 11 of the Bankruptcy Code and

the Employee is a Retired Employee

Dependent Child
• Death of Employee
• Termination of the Employee’s employment (other than for gross misconduct)
• Reduction in hours of Employee’s employment
• Employee’s entitlement to Medicare
• You cease to be an eligible Dependent under the Plan
• Group files for reorganization under Chapter 11 of the Bankruptcy Code and

the Employee is a Retired Employee

Coverage under the Plan will be terminated on or after the date of a qualifying event
as specified in the “Termination” section. An eligible Beneficiary will be reinstated
when the COBRA election and applicable payment for the coverage is made.

Election
If you, your covered Spouse or Dependent child elects coverage under COBRA,
an enrollment form must be completed and submitted to the Group’s Human
Resources Department within 60 days of the later of: the date the coverage is
either terminated or reduced as a result of a qualifying event, or the date written
notice of the right to continuation coverage and election form is sent to you. If a
qualifying event is a divorce, legal separation or loss of Dependent eligibility
status, you must notify the Group’s Human Resources Department within 60
days of the later of: the date of the qualifying event, or the date the Beneficiary
would lose coverage under the Plan on account of the qualifying event.

If you, your covered Spouse or Dependent child becomes disabled any time
during the first 60 days of COBRA coverage, you must notify the Group’s Human
Resources Department within 60 days of the date of disability to be eligible for
extended coverage. You must also notify the Group’s Human Resources
Department within 30 days after you are no longer disabled.

Payment
Your employer may charge you 102 percent of the cost to provide equivalent
coverage to similarly-situated non-COBRA beneficiaries. When you elect COBRA,
you have 45 days from the date of election to pay the first premium.
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Duration of Coverage
If continuation coverage is elected within the election period described above, it
will be effective retroactive to the date coverage under the Plan would otherwise
have terminated or been reduced but for the election. The maximum period for
which coverage under this Plan may be continued following a qualifying event is
as follows:

• If the qualifying event is a termination of employment or reduction of hours,
18 calendar months following the date of the qualifying event. If a subsequent
qualifying event occurs during this 18-month period, the maximum period of
continuation coverage will not exceed 36 calendar months from the date of
the initial qualifying event.

• In the case of all other qualifying events, 36 calendar months following the
date of the qualifying event.

• In the event a Beneficiary becomes disabled (as defined under Title II or XVI of
the Social Security Act) within the first 60 days of continuation coverage and
the Beneficiary notifies the Group’s Human Resources Department, 29
calendar months from the date of the qualifying event.

Termination of Coverage
Your benefits under COBRA may be terminated upon any of the following:

• Your employer no longer provides group health coverage to any of its employees
• The coverage period has been exhausted (18, 29 or 36 months, as applicable)
• You fail to make timely payments
• You become covered under another health plan and Pre-Existing Conditions

do not apply
• Your entitlement to Medicare
• If coverage is extended on account of disability, the earlier of: the first day of

the month that begins more than 30 days after the date of the final
determination that the Beneficiary is no longer disabled; or the end of 29
calendar months


