RESOLUTION NO. 2015- 9 37

A RESOLUTION OF THE BOARD OF COUNTY COMMISSIONERS, ST. JOHNS
COUNTY, FLORIDA, AUTHORIZING THE COUNTY ADMINISTRATOR, OR
HIS DESIGNEE, TO- ACCEPT THE QUOTE AND ENTER INTO A LEGALLY
SUFFICIENT AGREEMENT FOR VISION BENEFIT COVERAGE WITH
HUMANA.

RECITALS:

WHEREAS, at its regularly scheduled meeting on May 21, 2015, the St. Johns County
Insurance Committee (Committee) reviewed a vision plan market analysis prepared by the
Bailey Group; and

WHEREAS, based upon its review, the Committee recommends moving the County
vision benefit coverage to Humana; and

WHEREAS, the quote provided by Humana results in a 31.23% savings to the County
over the incumbent provider’s quote; and

WHEREAS, the County has determined that entering into an Agreement with Humana
to provide the employee vision benefit will serve the interests of the County.

NOW, THEREFORE, BE IT RESOLVED by the Board of County Commissioners of
St. Johns County, Florida, that:

Section 1. The above recitals are incorporated into the body of this Resolution and such
Recitals are adopted as findings of fact.

Section 2. The County Administrator or designee is hereby authorized to negotiated and
enter into an agreement on behalf of the County with Humana to provide for the employee vision
benefit, effective January 1, 2016.

Section 3. To the extent that there are typographical and/or administrative errors that do
not change the tone, tenor, or concept of this Resolution, then this Resolution may be revised
without subsequent approval of the Board of County Commissioners.

PASSED AND ADOPTED by the Board of C unty Commissioners of St. Johns County, State of

Florida, this day of __ 2015. e o
JSY Neamlpa, -0 o BOARD OF COUNTY COMMISSIONERS

= | :OF ST. JOHNS COUNTY, FLORIDA
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Humana

HUMANA INSURANCE COMPANY

P.O. Box 14313 Lexington, KY 40512-4313 (866) 537-0229

CERTIFICATE
OF

GROUP VISION 1

This Certificate outlines the features of the Group Vision Insurance,]
Insurance Company (hereinafter referred to as “Human: Read it c%fiéffglly to become familiar with Your coverage.
In this Certificate, the masculine pronouns include b a?phne antf’ﬁ’minine gender unless the context indicates
otherwise. Your coverage may be terminated or amenc d in ﬁ%ﬁ%@zm part under the terms and provisions of the
Policy.

mation or assistance in resolving complaints, please call

(866) 537-0229.

Signed for Humana Insurance Company

floe Srcml,

Bruce Broussard
President
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SECTION I- DEFINITIONS

Copayment- means the amount an Insured is required to pay when red service is rendered or covered

Materials are purchased.

Dependent- means any of the following persons:

1. Your spouse;
2. Your child;
a) from birth to age 26; or
b) at least 26 years of age and:
i. primarily dependent upon You for support becai mental or physical handicap;
ii di y on his 26" birthday; and

parent-child relationship.

Group- means the aggre‘g" of ind vfadualsx ligible to be covered under the Policy. Group also refers to the

subgroup participating under the Policy FS% he benefit of its group members.
Insured- means You and Y. ffDe endggﬁ ) covered under the Policy.
Materials- means lenses, frame and éontact lenses covered under the Policy.

Non-VisionCare Plan Network Provider- means any provider who is NOT under agreement with the VisionCare
Plan Network.

Policy- means the Policy issued to the Policyholder.

Policyholder — means the Group to whom the Policy has been issued.
Schedule of Benefits - means the listing of benefits showing what is paid.
“You” and “Your” means the Certificateholder.

VisionCare Plan Network- means jointly and severally the VisionCare Plan Network Providers under agreement
with Us to provide certain vision services to individuals at contracted rates and terms.

VisionCare Plan Network Provider- means a provider under agreement with VisionCare Plan Network.

“We”, “Our”, “Us”, and "Plan" means Humana.
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SECTION II-BECOMING INSURED

Your Coverage Begins- You and Your Dependents are covered at 12:01 a.m. on the later of:

The first of the month following the date first eligible for coverage;

The date We accept Your enroliment, if You are not enrolled within 30 days of becoming eligible;

The date You first acquire a new Dependent;

The date We accept a Dependent’s enrollment, if he is not enrolled within 30 days of becoming eligible.

Ealadl > e

Newborn Child- A child born to You or a covered Dependent is covered from the moment of birth for 30 days. If
timely notice is given, Plan may not charge an additional premium for coverage of the newborn child for duration of
the notice period. If timely notice is not given, Plan may charge an additional premium from the date of birth. If
notice is given within 60 days of the birth of the child, Plan may not deny coverage for a child due to the failure of
the Plan to timely notify the Plan of the birth the child.

Adopted Children, Foster Children- Benefits applicable to Your Dependent children also apply to an adopted
child, court-ordered child or foster child placed in compliance with chapter 63, from the moment of placement in
Your residence. In the case of a newborn child, coverage begins at the moment of birth if a written agreement to
adopt such child has been entered into by You prior to the birth of th ‘Yld whether or not the agreement is
enforceable. This section does not require coverage for an adopted Cth ho is not ultimately placed in Your
residence in compliance with chapter 63.

You must notify Us of the birth or placement of the adopted child not less than 30 ay§ after the birth or placement
in Your residence of a child adopted by You. If timely notice: glve AWe may not charge an additional premium
for coverage of the child for the duration of the notice period::If tuﬁylfy notice is not given, We may charge an
additional premium from the date of birth or placement. If notice given within 60 days of the birth or placement of
the child, We may not deny coverage for the child d Your failire:to timely notify Us of the birth or placement
of the child.

Your Coverage Ends- Coverage for You and/or.Y our Depéndent will end at 12:01 a.m. on the earlier of:

1. You and/or Your Dependent cease to be eligible for
2. bependent is no longer a Dependent as defined;

3. rovision, the last day of the month for which a premium has been
4.

5.

If Your coverage ends it will notp rej dice ce any existing claim. If service is being rendered at the time coverage ends
for an Insured, We will continue toireimburse for such service to completion, but in no event beyond a 3-month
period following the date coverage ended.

SECTION III-PROCEDURES FOR USING BENEFITS -

Provider Choice - The Insured may elect to receive services and Materials from either a VisionCare Plan Network
Provider or a Non-VisionCare Plan Network Provider of his or her choice. When receiving services from a Non-
VisionCare Plan Network Provider, You must obtain an Out-of-Network Claim Form located On our web site
www.myhumanavisioncare.com or You may call Customer Care at (866) 537-0229 and have the form mailed to
You.

Using a VisionCare Plan Network Provider — Prior to receiving services, log on to our website at
www.humanavisioncare.com or call Customer Care (866) 537-0229 to obtain a list of participating VisionCare Plan
Network Providers and to confirm Your eligibility for benefits under the Plan.

Once You have verified that the provider is a participating VisionCare Plan Network Provider and confirmed that
You are eligible for benefits, please contact the provider to schedule an appointment. You must identify yourself as
a VisionCare Plan member, have your group name and policy number available. The VisionCare Plan Network
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Provider will provide the covered service and bill the Plan directly. You will pay your Copayment and any extra
costs for services and materials not covered by the Plan.

In the event You receive a prescription for corrective eyewear from the examining VisionCare Plan Network
Provider, You may obtain Materials from that provider or another participating VisionCare Plan Network Provider.

Using a Non-VisionCare Plan Network Provider - When an Insured elects to obtain services or purchase
Materials from a Non-VisionCare Plan Network Provider, payment of benefits are based upon the VisionCare Plan
Network allowance after deduction of the Copayment. The allowance and Copayment are shown in the Schedule of
Benefits. The Insured must pay the Non-VisionCare Plan Network Provider in full for any service and/or Materials
at the time the service is rendered or the Materials are provided and then submit to Us an itemized statement of
charges. The Insured is responsible for payment of the Copayment, the costs and fees associated with covered
services or Materials in excess of the allowance as shown in the Schedule of Benefits, and any services or materials
NOT covered by the Policy.

SECTION IV-LIMITATIONS AND EXCLUSIONS

&

Limitations- In no event will coverage exceed the lesser of:

1. The actual cost of covered services or Materials;
2. The limits of the Policy, shown in the Schedule of Bene%ﬁts; ol
3. The allowance as shown in the Schedule of Benegﬁ“

Materials covered by the Policy that are lost or broken will only be replqggd at normal intervals as provided for in
the Schedule of Benefits. .

We will pay only for the basic cost for lenses and frame
selected, including but not limited to:

Blended lenses; t
Progressive multifocal l%ns
Photochromatic lenses; ‘tmted I
Coating of lens or lep
Laminating of lens or: j )
&
Groove, Drlllor . NO

S AW

Sion tra@ng and any associated supplemental testing;

Two pair of glasses; i in’lieu of bifocals, trifocals or progressives;

Medical or surglc%!%izatment of the eyes;

Any services and/or materials required by an Employer as a condition of employment;

Any injury or illness paid by Workers” Compensation;

Sub-normal vision aids, aniseikonic lenses or non-prescription lenses;

Charges incurred after: (a) the Policy ends; or (b) the Insured’s coverage under the Policy ends,

except as stated in the Policy;

8. Experimental or non-conventional treatment or device;

9. Contact lenses, except as specifically covered by the Policy;

10. Hi Index, aspheric and non-aspheric styles;

11. Oversized 61 and above lens or lenses;

12. Cosmetic items, unless otherwise specifically listed as a covered benefit in the Schedule of
Benefits.

Nk wD -
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SECTION V-COORDINATION WITH OTHER BENEFITS

1. APPLICABILITY.

This Coordination With Other Benefits provision applies to This Plan when You or Your covered dependents have
vision care coverage under more than one Plan. For the purposes of this section only, "Plan" and "This Plan" are
defined below. If this provision applies, the Order of Benefit Determination Rules should be looked at first. Those
rules determine whether the benefits of This Plan are determined before or after those of another Plan. The benefits
of This Plan: (a) will not be reduced when, under the Order of Benefit Determination Rules, This Plan determines its
benefits before another Plan; but (b) may be reduced when, under the Order of Benefit Determination Rules, another
Plan determines its benefits first. The above reduction is described in Section 4, Effect on the Benefits of This Plan.

2. DEFINITIONS.

A "Plan" is any group insurance or group type insurance, whether insured or uninsured, which provides benefits for,
or because of, vision care or treatment. This also includes 1) group or group-type coverage through HMOs and
other prepayment, group practice and individual practice plans; and 2) group coverage under labor-management
trusted plans, union welfare plans, employer organization plans, employee bqu; t organization plans or self insured
employee benefit plans. It does not include school accident type coverages; q§verage under any governmental plan
required or provided by law, or any state plan under Medicaid. Each contractor,other arrangement for coverage is a
separate Plan. Also, if an arrangement has two parts and coordination a‘i‘?}ﬁies only;to one of the two, each of the
parts is a separate Plan. 4

"This Plan" means this Policy.

"Primary Plan"/"Secondary Plan". The Order of Benefit Determ
Plan or Secondary Plan as to another Plan covering thé;person. Wh

1 This Plan is a Primary Plan, its benefits are

determined before those of the other Plan and without’s %rgi%s?a%r the O ;;e,r Plan's benefits. When This Plan is a
Secondary Plan, its benefits are determined after those “q;%the ot{!g rPlan and may be reduced because of the other

Plan's benefits. When there are more than two Plans covering the pe%’?&n, This Plan may be a Primary Plan as to one

or more other Plans, and may be a Second a@gs to a'different Plan or Plans.
" Allowable Expenses" means the allowe amouﬁ? .shownin the Schedule of Benefits.

"Claim Determination Period" means a ben%ﬁ%;ear. However it does not include any part of a year during which a
person has no coverage under ¥ . OF any:

takes effect.

3. ORDER OF BENEFIT D@%RWNA [TON RULES.
.

This Plan determines its order (;?‘@ﬁ“én, “%swusing the first of the following rules which applies:

(a) The benefits of the Plan which covers the person as an employee, member or subscriber (that is, other than as a
dependent) are determined before those of the Plan which covers the person as a dependent; except that if the
person is also a Medicare beneficiary, Medicare is secondary to the Plan covering the person as a dependent and
primary to the Plan covering the person as other than a dependent, then the benefits of the Plan covering the
person as a dependent are determined before those of the Plan covering that person as other than a dependent.
Except in the case of legal separation or divorce (further described below), when This Plan and another Plan
cover the same child as a dependent of different persons, called "parents":

(1) the benefits of the Plan of the parent whose birthday falls earlier in a year are determined before those of
the Plan of the parent whose birthday falls later in that year; but

(2) if both parents have the same birthday, the benefits of the Plan which covered the parent longer are
determined before those of the Plan which covered the other parent for a shorter period of time. However,
if the other Plan does not have the rule described immediately above, and if, as a result, the Plans do not
agree on the Order of Benefits, the rule in the other Plan will determine the order of benefits.

(b) If two or more Plans cover a person as a dependent child of divorced or separated parents, benefits for the child
are determined in this order: (1) first, the Plan of the parent with custody of the child; (2) then, the Plan of the
spouse of the parent with custody of the child; and (3) finally, the Plan of the parent not having custody of the
child. However, if the specific terms of a court decree state that one of the parents is responsible for the health
care expenses of the child, and the entity obligated to pay or provide the benefits of the Plan of that parent has
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actual knowledge of those terms, the benefits of that Plan are determined first. This paragraph does not apply
with respect to any Claim Determination Period or Plan Year during which any benefits are actually paid or
provided before the entity has that actual knowledge.

(c) The benefits of a Plan which covers a person as an employee who is neither laid off, retired or continuing
coverage under a right of continuation (or as a dependent of the person) are determined before those of a Plan
which covers that person as a laid off, retired or continuing coverage (or as a dependent of that person). If the
other Plan does not have this rule, and if, as a result, the Plans do not agree on the Order of Benefits, this rule is
ignored.

(d) If none of the above rules determines the Order of Benefits, the benefits of the Plan which covered an
employee, member, or subscriber longer are determined before those of the Plan which covered that person for
the shorter time.

4. EFFECT ON THE BENEFITS OF THIS PLAN.

This section applies when, in accordance with Section 3. Order of Benefit Determination Rules, This Plan is a
Secondary Plan to one or more other Plans. In the event the benefits of This Plan may be reduced under this section.
Such other Plan or Plans are referred to as "the Other Plans”.

The benefits of This Plan will be reduced when the sum of: (a) the benefits
Expenses under This Plan in the absence of this provision; and (b) the benefits that would be payable for the
Allowable Expenses under the other plans, in the absence of prov1510115’w1t Jpurpose like that of this provision,

whether or not claim is made; exceeds those Allowable in a Claim Determmatlon“%Perlod In that case, the benefits of
This Plan will be reduced so that they and the benefits payable der the Other Pla?i‘s do not total more than those
Allowable Expenses. When the benefits of This Plan are reduced scribed abggve each benefit is reduced in
proportion. It is then charged against any applicable benefit li i

hat would be payable for the Allowable

get needed facts from, or give them to, any other organ
any person to do this. Each person clalmm benefgts und
any nona@gllated third party.

1ay 1f§%§gde an amount which should have been paid under This Plan. If it
e orgamzatlon which made that payment. That amount will then be treated
as though it were a benef paid under This Plan. Humana will not have to pay that amount again. The term
"payment made" includes ™ toviding benefits in the form of services, in which case, "payment made" means

reasonable cash value of the benefits pro; fided in the form of services.
g

A payment made under anotheﬁﬁf ;
does, Humana may pay that amount to

7.ERRORS RELATED TO YOUR ¢ VERAGE.

The Plan has the right to correct benefit payments made in error. Providers and/or You have the responsibility to
return any overpayments to the Plan. The Plan has the responsibility to make additional payment if any
underpayments have been made.

SECTION VI-PREMIUMS

Premium Payments - All premiums are payable in advance for coverage under the Policy on the first day of each
calendar month in accordance with the premium rate schedules of Humana in effect for each premium due date.

Grace Periods - A grace period of 31 days is allowed for payment of each premium due after the first premium,
during such grace period the Policy shall continue in force, unless the Group has given the Plan written notice of
discontinuance in advance of the date of discontinuance and in accordance with the terms of the Policy. If any
premium is not paid prior to the end of the grace period, the coverage to which the premium applies will lapse at the
end of the grace period. We will charge a pro-rata premium for the time coverage under the Policy remained in
force for any Group during such grace period.
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Change in Premiums - Premiums are payable to Humana or Our authorized agent. Premiums may be increased for
a Policy period on the anniversary date of the Policy. Notice of the maximum amount of a premium increase will be
mailed to the Policyholder’s last recorded address not less than 60 days prior to the anniversary of the Policy period.

Reinstatement - If any renewal premium is not paid within the time granted the Policyholder for payment, a
subsequent acceptance of premium by Humana or by any agent authorized by Humana to accept such premium,
without requiring in connection therewith an application for reinstatement, shall reinstate the policy; provided, that if
Humana or such agent requires an application for reinstatement and issues a conditional receipt for the premium
tendered, the Policy will be reinstated upon approval of such application by Humana, or lacking approval, upon the
forty-fifth day following the date of such conditional receipt unless Humana has previously notified the Policyholder
in writing of its disapproval of such application. The reinstated policy shall cover only loss resulting from such
accidental injury as may be sustained after the date of reinstatement and loss due to such sickness as may begin
more than ten (10) days after such date. In all other respects, the Policyholder and Humana shall have the same
rights thereunder as they had under the Policy immediately before the due date of the defaulted premium, subject to
any provisions endorsed hereon or attached hereto in connection with the reinstatement. Any premium accepted in
connection with a reinstatement shall be applied to a period for which premium has not been previously paid, but not
to any period more than sixty (60) days prior to the date of reinstatement.

Termination - This Policy may be terminated if Humana elects to g ntinue offering this type of group
insurance coverage by this form of Policy or if Humana elects to dlscogtmu all types of coverage, in accordance
with applicable state and federal laws. You will receive at least one ht ndred- elﬁl;gy (180) days advance notice prior
to such discontinuance. Unless otherwise permitted under state; Taw except af“ nonpayment of the required
premium or the failure to meet continued underwriting standard umana will not teljmmate this Pollcy prior to the

by the Policyholder. In the event that the
erminate on the last date for which premium

This section does not apply to a termination for nonga‘
Policyholder fails in a timely manner to pay premlum‘sé‘

was paid.

jm” : given to Us within 60-days after the occurrence or
eP ‘gy, or as soon thereafter as reasonably possible. Notice given by or on
g ‘:. t PXC Box 14313, Lexmgton KY 40512-4313, or to Our authorized agent,

at P.O. Box 14313, Lexington, K .40 $12-4313. If the forms are not sent to You before the explratlon of 15 days
after the giving of notice, You shal }Iﬁ@deemed to have complied with the requirements of the Policy as to proof of
loss upon submitting, within the time fixed in the Policy for filing proof of loss, written proof covering the

occurrence, character, and extent of the loss for which claim is made.

Time of Payment of Claims - Indemnities payable under this Policy for any loss, other than loss for which the
Policy provides any periodic payment, will be paid immediately upon receipt of due written proof of such loss.
Subject to due written proof of loss, all accrued indemnities for loss for which the Policy provides periodic payment
will be paid monthly and any balance remaining unpaid upon the termination of liability will be paid immediately
upon receipt of due written proof.

Proof of Loss — Written proof of loss must be furnished to Us at P.O. Box 14313, Lexington, KY 40512-4313 in the
case of claim for loss for which the Policy provides any periodic payment contingent upon continuing loss within
90-days after the termination period for which We are liable and, in the case of claim for any other loss, within 90-
days after the date of such loss. Failure to furnish such proof within the time required shall not invalidate nor reduce
any claim if it was not reasonably possible to give proof within such time, provided such proof is furnished as soon
as reasonably possible and in no event, except in the absence of legal capacity, later than one year from the time
proof is otherwise required.
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Legal Action - No action at law or in equity shall be brought to recover on the Policy prior to the expiration of 60
days after written proof of loss has been furnished in accordance with the requirements of the Policy. No such action
shall be brought after the expiration of five (5) years after the time written proof of loss is required to be furnished.

SECTION VIII- NOTICE OF CONTINUATION OF GROUP HEALTH
COVERAGE RIGHTS (COBRA) FOR GROUPS SIZE 20 OR MORE

If Your insurance terminates in accordance with the other terms of this Policy, it will be reinstated as of the date of
termination if You elect to continue the insurance in force as described in this section. You may elect to continue
insurance if You are currently insured under this Policy, and if such insurance is terminating due to any of the
following Qualifying Events:

Termination of Your employment (for reasons other than gross misconduct);
Reduction of work hours including lay-off;

Death of the Certficateholder;

Divorce or legal separation;

A child ceases to be a dependent as defined in this Policy; .
The Policyholder files for a Chapter 11 bankruptcy petltl n,f*'gnd as a result to this You suffer a
loss of coverage under Your retiree coverage.

AR e

The maximum continuation of coverage period with respect to a n%ason descnged above is: (1) 18 months with
respect to lor2 above However if You are dlsabled as determin »d.r‘ i "oFXVI of the Social Security Act

filing as described above.

old 'Df the oceurrence of a Qualifying Event other than termination of

It is Your responsibility to notify the Polig
i ou must' ‘notify the: ‘Policyholder within 60 days.

It is the respon51b111ty of the Pollcyhold rito provide You with written notice of Your right to continue coverage
“contain the amount of monthly premium You must pay to continue

coverage and the tlme and manner m whi ch 'payments must be made.

g

To continue coverage under’this Pollcy ;ou must notify the Policyholder of Your election within 60 days of the
latest of: (1) the date of Qualifying Event (2) the date of the loss of coverage; or (3) The date the Policyholder
sends notice of the right to contmuew verage.

Payment for the cost of insurance for the period preceding the election must be made to the Policyholder within 45
days after the date of such election. Subsequent payments are to be made to the Policyholder in the manner
described by the Policyholder in the notice. The Policyholder will remit the payments to Humana.

Continuation of insurance will terminate at the earliest of the following dates: (1) The end of the maximum
continuation of coverage period; (2) The last day of the period of coverage for which premiums have been paid, if
You fail to make a premium payment when due; (3) Your becoming covered under another group vision care plan as
employee, spouse or dependent child; however, coverage will continue for a pre-existing condition for which
treatment has already commenced and which is excluded or limited by the other group vision plan; (4)
Discontinuance of this vision care benefit provision; or (5) The date Your employer ceases to provide any group
vision plan.

SECTION IX-GENERAL PROVISIONS

Representations and Warranties - All statements made by any Insured or the Group are deemed representations
and not warranties. No statement made by any person insured may be used in any contest unless a copy of the

HUM SMG VGRP-CERT.002 (FL) 8



instrument containing the statement is or has been furnished to You, or in the event of Your death or incapacity,
Your beneficiary or personal representative.

Worker’s Compensation Act - The coverage under the Policy is not in lieu of and does not affect any requirement
for coverage by any Worker’s Compensation Act, or other similar legislation.

Conformity with State Statutes - Any provision of the Policy which, on its effective date, is in conflict with the
statutes of the state in which the Insured resides on such date is hereby amended to conform to the minimum
requirements of such statutes.

Time Limit on Certain Defenses - After the Policy has been in force for a period of two (2) years during the
lifetime of the Insured, excluding any period during which the Insured is disabled, it shall become incontestable as
to the statements contained in the application.

Notice of Independent Contractor Relationship — The Plan assumes responsibility of fulfilling the terms of this
Certificate. VisionCare Plan Network Providers are independent contractors, and the Plan cannot be held responsible
for any damages incurred as a result of tort, negligence, breach of contract, or malpractice by a VisionCare Plan
Network Provider for any damage which result from any defective or dangerous condition in or about any facility
which services are rendered or materials are provided hereunder.
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Humana Insurance Company
P.O. Box 14313
Lexington, KY 40512-4313

SCHEDULE OF BENEFITS

Vision Examinations - Each Insured is eligible for a comprehensive eye examination which shall include: 1)
personal and family medical and ocular history; 2) visual acuity (unaided or acuity with present correction); 3)
external exam; 4) pupillary exam; 5) visual field testing (confrontation); 6) internal exam (direct or indirect
ophthalmoscopy recording cup disc ratio, blood vessel status and any abnormalities: 7) biomicroscopy (i.e. cover
test); 8) tonometry; 9) refraction (with recorded visual acuity); 10) extra ocular muscle balance assessment; 11)
diagnosis and treatment plan. We will cover such service once in any 12 month period.

Materials - Where the vision examination shows new lenses or frames or: Toth are necessary for proper visual
health such Matenals w1ll be covered together w1th certam serv1ces as iecessary. Services include, but are not
n of frames; (3) verifying accuracy

of ﬁmshed lenses; (4) proper fitting and adjustments

Lenses - One pair of prescription lenses once in any 12 month,

Frames - One new frame once in any 24 month period. The YisionCare Plan Network Provider will show the
Insured the frames that the Plan covers in full. VisionCare Pla %:g v1ders can also order any currently provided
frame that an Insured may find elsewhere. If an InSur lects a m‘ﬁ_ ¢ that costs more than the amount the Plan
covers, the Insured is responsible for the difference in¢ w0

ses under the following circumstances and only if prior
act surgery without intraocular lens; 2) correction of
%s 3) Anisometropia greater than 5.00 diopters and
eratocbnus; or 5) monocular aphakia and/or binocular aphakia where

the doctor certifies contact le e edically necessary for safety and rehabilitation to a productive life.
Replacement will not be moré often‘than once:in any 12 month period and only if prior authorization is obtained

from the Plan.

Benefits iniclude: (1) the cost of an annual vision examination and any fitting costs

Contact lenses when electlv&
and one follow-up visit. Such%neﬁt bject to the Copayment; (2) the cost of contact lenses available from a
selection provided by a VisionCare Plan Network Provider not subject to the Copayment; or (3) the cost of contact
lenses and any fitting cost and follow-up visit up to a maximum of $200.00 not subject to the Copayment. This
benefit is in lieu of all other benefits and not available when benefits for eyeglasses are received. Replacement will
not be more often than once in any 12 month period.

Co-Payment - An Insured's Co-payment is:
1. Vision Examination $10

2. Materials $15
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Allowance — Vision benefits received from Non-VisionCare Plan Network Providers will be reimbursed according
to the following schedule.

Vision Examination $35
Single Vision Lens $25
Bifocal Lens $40
Trifocal Lens $60
Lenticular Lens $100
Contact Lenses when elective Exam+  $200
Contact Lenses when necessary $210
Frame $45

New Case $0

WHEN COVERED SERVICES ARE OBTAINED FROM A VISIONCARE PLAN NETWORK
PROVIDER, THE INSURED IS ONLY RESPONSIBLE FOR THE CO-PAYMENT AMOUNT LISTED
ABOVE.

PLAN NETWORK PROVIDER,
ALLOWANCE.

WHEN SERVICES ARE OBTAINED FROM A NON-VISIONC

PAYMENT OF BENEFITS ARE BASED UPON THE VISIONCAW;;

w
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Notice of Non-Insured Benefits

Discount/access disclosure

From time to time, we may offer or provide you with additional goods and/or services that are
not related to the benefits provided under the Policy. In addition, we may arrange for third-party
service providers to provide you with discounts on goods and services. Some of these third party
service providers may make payments to us when these discount programs are used.

These payments offset the cost to us of making these programs available and may help reduce
the costs of your plan administration.

Who has responsibility for these discounts?

Although we have arranged for third parties to offer discounts on these goods and services, these
discount programs are not insured benefits under the Policy. T ird-party providers are solely
responsible for providing the goods and/ or services. We are.not tesponsible for any goods and/
or services nor are we liable if vendors refuse to honor sugl%&sco%ﬁ%s%Further, we are not liable
for the negligent provision of such goods and/ or services by third-paf%@gﬂervice providers.

Discount programs may not be available to people out" of marketing communications,

or where otherwise restricted by law.

DISC NOT 9/12 12



Notices

The following pages contain important information about Humana's claims procedures and certain federal
laws. There may be differences between the Certificate of Insurance and this Notice packet. There may also
be differences between this notice packet and state law. The Plan participant is eligible for the rights more
beneficial to the participant.

This section includes notices about:

Claims and Appeal Procedures

Federal Legislation
Medical Child Support Orders
Continuation of Coverage for Full-time Stud

lical Leave of Absence

General Notice of COBRA Contin
-

i %
Uniformed Servnces mp‘?(?)?yment and eemployment Rights Act of 1994 (USERRA)
~Your Rights under ERISA

13



CLAIMS AND APPEALS PROCEDURES

The Employee Retirement Income Security Act of 1974 (ERISA) established minimum requirements for claims
procedures. Humana complies with these standards. Covered persons in insured plans subject to ERISA should
also consult their insurance benefit plan documents (e.g., the Certificate of Insurance or Evidence of Coverage).
Humana complies with the requirements set forth in any such benefit plan document issued by it with respect to the
plan unless doing so would prevent compliance with the requirements of the federal ERISA statute and the
regulations issued thereunder. The following claims procedures are intended to comply with the ERISA claims
regulation, and should be interpreted consistent with the minimum requirements of that regulation. Covered persons
in plans not subject to ERISA should consult their benefit plan documents for the applicable claims and appeals
procedures.

DISCRETIONARY AUTHORITY

With respect to paying claims for benefits or determining eligibility for coverage under a policy issued by Humana,
Humana as administrator for claims determinations and as ERISA claims review fiduciary, shall have full and
exclusive discretionary authority to: »

1. Interpret plan provisions;
2. Make decisions regarding eligibility for coverage and benefits; and
3. Resolve factual questions relating to coverage and benefit

CLAIMS PROCEDURES
Definitions

Adverse determination: means a decision to deny bet
group health and/or dental plan.

Claimant: A covered person (or authori
Concurrent-care Decision: A decisio;

treatment that has been approved by the pli
to a request by a Claimant to exte"’d,f a:

plan amendment or termination) or a decision with respect
f treatment beyond the period of time or number of treatments that has

Health insurance issuer: the offermg company listed on the face page of your Certificate of Insurance or Certificate of
Coverage and referred to in this document as "Humana."

Post-service Claim: Any claim for a benefit under a group health plan that is not a Pre-service Claim.

Pre-service Claim: A request for authorization of a benefit for which the plan conditions receipt of the benefit, in
whole or in part, on advance approval.

Urgent-care Claim (expedited review): A claim for covered services to which the application of the time periods for
making non-urgent care determinations:

could seriously jeopardize the life or health of the covered person or the ability of the covered person to regain
maximum function; or

in the opinion of a physician with knowledge of the covered person's medical condition, would subject the covered
person to severe pain that cannot be adequately managed without the service that is the subject of the claim.

Humana will make a determination of whether a claim is an Urgent-care Claim. However, any claim a physician, with
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knowledge of a covered person's medical condition, determines is a "Urgent-care Claim" will be treated as a "claim
involving urgent care."

Submitting a Claim
This section describes how a Claimant files a claim for plan benefits.

A claim must be filed in writing and delivered by mail, postage prepaid, by FAX or e-mail. A request for pre-
authorization may be filed by telephone. The claim or request for pre-authorization must be submitted to Humana or
to Humana's designee at the address indicated in the covered person's benefit plan document or identification card.
Claims will be not be deemed submitted for purposes of these procedures unless and until received at the correct
address.

Claims submissions must be in a format acceptable to Humana and compliant with any legal requirements. Claims
not submitted in accordance with the requirements of applicable federal law respecting privacy of protected health
information and/or electronic claims standards will not be accepted by Humana.

Claims submissions must be timely. Claims must be filed as soon as reasonably. ossible after they are incurred, and
in no event later than the period of time described in the benefit plan docu

E B
Claims submissions must be complete and delivered to the designated address. Ata minimum they must include:

o  Name of the covered person who incurred the covered ex
¢ Name and address of the provider

+ Diagnosis

e  Procedure or nature of the treatment
e  Place of service
e Date of service

e Billed amount

Procedural Defects

If a Pre-service Claim submission is not made in accordance with the plan's requirements, Humana will notify the
Claimant of the problem and how it may be remedied within five (5) days (or within 24 hours, in the case of an
Urgent-care Claim). If a Post-service Claim is not made in accordance with the plan's requirement, it will be
returned to the submitter.

Authorized Representatives

A covered person may designate an authorized representative to act on his or her behalf in pursuing a benefit claim
or appeal. The authorization must be in writing and authorize disclosure of health information. 1f a document is not
sufficient to constitute designation of an authorized representative, as determined by Humana, the plan will not
consider a designation to have been made. An assignment of benefits does not constitute designation of an
authorized representative.

¢  Any document designating an authorized representative must be submitted to Humana in advance or at the time
an authorized representative commences a course of action on behalf of the covered person. Humana may verify
the designation with the covered person prior to recognizing authorized representative status.
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¢ Inany event, a health care provider with knowledge of a covered person's medical condition acting in
connection with an Urgent-care Claim will be recognized by the plan as the covered person's authorized
representative.

Covered persons should carefully consider whether to designate an authorized representative. Circumstances may
arise under which an authorized representative may make decisions independent of the covered person, such as
whether and how to appeal a claim denial.

Claims Decisions

After a determination on a claim is made, Humana will notify the Claimant within a reasonable time, as follows:

Pre-service Claims

Humana will provide notice of a favorable or adverse determination within a reasonable time appropriate to the
medical circumstances but no later than 15 days after the plan receives the claim.

This period may be extended by an additional 15 days, if Humana determines«th.e extension is necessary due to
matters beyond the control of the plan. Before the end of the initial 15-da od, Humana will notify the Claimant
of the circumstances requiring the extension and the date by which Humaha expects to make a decision.

et

If the reason for the extension is because Humana does not have exiéﬁ"éh informationite decide the claim, the notice
of extension will describe the required information, and the Claimant will.have at leasfp%S days from the date the
notice is received to provide the necessary information.

Urgent-care Claims (expedited review)

information furnished by or on behalf of a co
determination with deference to the judgmg;nk

ith knowledge of the covered person's condition.
y and circumstances supporting the Urgent-care Claim

medical urgency particular
care Claim.

fficient 1nfognat10n to determine whether, or to what extent, services are covered
under the plan, Humana will noti Claimant as soon as possible, but not more than 24 hours after receiving the
Urgent-care Claim. The notice will describe the specific information necessary to complete the claim. The
Claimant will have a reasonable amount of time, taking into account the covered person's circumstances, to provide
the necessary information - but not less than 48 hours.

If a claim does not provide st

Humana will provide notice of the plan's Urgent-care Claim determination as soon as possible but no more than 48
hours after the earlier of:

e  The plan receives the specified information; or

e The end of the period afforded the Claimant to provide the specified additional information.

Concurrent-care Decisions

Humana will notify a Claimant of a Concurrent-care Decision involving a reduction or termination of pre-authorized

benefits sufficiently in advance of the reduction or termination to allow the Claimant to appeal and obtain a
determination.
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Humana will decide Urgent-care Claims involving an extension of a course of treatment as soon as possible taking
into account medical circumstances. Humana will notify a Claimant of the benefit determination, whether adverse
or not, within 24 hours after the plan receives the claim, provided the claim is submitted to the plan 24 hours prior to
the expiration of the prescribed period of time or number of treatments.

Post-service Claims

Humana will provide notice of a favorable or adverse determination within a reasonable time appropriate to the
medical circumstances but no later than 30 days after the plan receives the claim.

This period may be extended an additional 15 days, if Humana determines the extension is necessary due to matters
beyond the plan's control. Before the end of the initial 30-day period, Humana will notify the affected Claimant of
the extension, the circumstances requiring the extension and the date by which the plan expects to make a decision.

If the reason for the extension is because Humana does not have enough information to decide the claim, the notice
of extension will describe the required information, and the Claimant will have at least 45 days from the date the
notice is received to provide the specified information. Humana will make a decision on the earlier of the date on
which the Claimant responds or the expiration of the time allowed for subm1ss ot of the requested information.

Initial Denial Notices

Notice of a claim denial (including a partial denial) will be prov1ded; Claimants ail, postage prepaid, by FAX
Y

or by e-mail, as appropriate, within the time frames noted aboveWith respect to adverse decisions involving

Urgent-care Claims, notice may be provided to Claimants orall 1th1§;$tthe time frames noted above. If oral notice

is given, written notification must be provided no later than 3 days‘ r oral notification.

upon which the determination is based. The notice wil
necessary to perfect the claim and an explanatlon of wi

The notice will describe the plan's revievzi%?ce U %ﬂle time limits applicable to such procedures, including a
statement of the Claimant's right, I;isilg val action under ERISA Section 502(a) following an adverse benefit
determination on review. N

1is based on medlcal necessity, experimental treatment or similar exclusion or limitation,
) ?ljg{x;;uon ggfile scientific or clinical basis for the determination will be provided, free
xplapati gifwﬂl apply the terms of the plan to the covered person's medical

If an adverse determination
the notice will state that an €
of charge, upon request. The e
circumstances.

In the case of an adverse decision of an Urgent-care Claim, the notice will provide a description of the plan's
expedited review procedures.

APPEALS OF ADVERSE DETERMINATIONS

A Claimant must appeal an adverse determination within 180 days after receiving written notice of the denial (or
partial denial). An appeal may be made by a Claimant by means of written application to Humana, in person, or by
mail, postage prepaid.

A Claimant, on appeal, may request an expedited appeal of an adverse Urgent-care Claim decision orally or in
writing. In such case, all necessary information, including the plan's benefit determination on review, will be
transmitted between the plan and the Claimant by telephone, facsimile, or other available similarly expeditious
method, to the extent permitted by applicable law.

Determination of appeals of denied claims will be conducted promptly, will not defer to the initial determination and
will not be made by the person who made the initial adverse claim determination or a subordinate of that person.
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The determination will take into account all comments, documents, records, and other information submitted by the
Claimant relating to the claim.

On appeal, a Claimant may review relevant documents and may submit issues and comments in writing. A
Claimant on appeal may, upon request, discover the identity of medical or vocational experts whose advice was
obtained on behalf of the plan in connection with the adverse determination being appealed, as permitted under
applicable law.

If the claims denial is based in whole, or in part, upon a medical judgment, including determinations as to whether a
particular treatment, or other service is experimental, investigational, or not medically necessary or appropriate, the
person deciding the appeal will consult with a health care professional who has appropriate training and experience
in the field of medicine involved in the medical judgment. The consulting health care professional will not be the
same person who decided the initial appeal or a subordinate of that person.

Time Periods for Decisions on Appeal

Appeals of claims denials will be decided and notice of the decision provided,«aﬁi’&follows:

Urgent-care Claims As soon as possible but no later than 72:H6urs after Humana receives the
appeal request.

Pre-service Claims Within a reasonable period but n ater than 30days after Humana
receives the appeal request.

Post-service Claims Within a reasonable period but no later,than 60 days*aﬁer Humana
receives the appeal request

Concurrent-care Within the time periods specifiédiabove depending on the type of claim

Decisions involved.

Appeals Denial Notices

ée determination.

o
L

upon which the determination is based.

protocol or similar criterion will bé provided to the Claimant, free of charge, upon request

e A statement describing any voluntary appeal procedures offered by the plan and the claimant's right to obtain
the information about such procedures, and a statement about the Claimant's right to bring an action under
section 502(a) of ERISA.

e Ifan adverse determination is based on medical necessity, experimental treatment or similar exclusion or
limitation, the notice will state that an explanation of the scientific or clinical basis for the determination will be
provided, free of charge, upon request. The explanation will apply the terms of the plan to the covered person's
medical circumstances.

In the event an appealed claim is denied, the Claimant, will be entitled to receive without charge reasonable access
to, and copies of, any documents, records or other information that:

e  Was relied upon in making the determination.
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e  Was submitted, considered or generated in the course of making the benefit determination, without regard to
whether such document, record or other information was relied upon in making the benefit determination.

¢ Demonstrates compliance with the administrative processes and safeguards required in making the
determination.

¢ Constitutes a statement of policy or guidance with respect to the plan concerning the denied treatment option or
benefit for the claimant's diagnosis, without regard to whether the statement was relied on in making the benefit
determination.

EXHAUSTION OF REMEDIES

Upon completion of the appeals process under this section, a Claimant will have exhausted his or her administrative
remedies under the plan. If Humana fails to complete a claim determination or appeal within the time limits set
forth above, the claim shall be deemed to have been denied and the Claimant may proceed to the next level in the
review process.

ilable, which may include
s determination. Additional

After exhaustion of remedies, a Claimant may pursue any other legal remedie
bringing civil action under ERISA section 502(a) for judicial review of tl}KM
information may be available from the local U.S. Department of Labor@fﬁc

LEGAL ACTIONS AND LIMITATIONS

No lawsuit may be brought with respect to plan benefits until dies under the plan have been exhausted.

No lawsuit with respect to plan benefits may be brought after the é?p%f‘a'gion of the applicable limitations period

stated in the benefit plan document. If no limitation is stated:in the beﬁefﬁtz;plan document, then no such suit may be
L . NS E

brought after the expiration of the applicable limitationsunder a ble'law.

MEDICAL CHILD SUPPORT ORDERS

An individual who is a child of a coveg% empl ,fh'ayll‘bg_,éhrolled for coverage under the group health plan in
accordance with the direction of a Quali fedical Child Support Order (QMCSO) or a National Medical Support
Notice (NMSO).

7

AQMCSOisa state-cou&gg der or judgment, including approval of a settlement agreement that: (a) provides for
support of a covered empli)?,eg's child; (b) yrovides for health care coverage for that child; (c) is made under state
domestic relations law (incl&%ﬁlg a commgﬁ?lity property law); (d) relates to benefits under the group health plan; and
(e) is "qualified," i.e., it meets t}’é}ecgwm:gfﬂ requirements of ERISA or applicable state law. QMCSO also means a
state court order or judgment enfo%?ﬁﬁéstate Medicaid law regarding medical child support required by the Social
Security Act section 1908 (as added by Omnibus Budget Reconciliation Act of 1993).

An NMSO is a notice issued by an appropriate agency of a state or local government that is similar to a QMCSO
requiring coverage under the group health plan for a dependent child of a non-custodial parent who is (or will
become) a covered person by a domestic relations order providing for health care coverage.

Procedures for determining the qualified status of medical child support orders are available at no cost upon request
from the plan administrator.

CONTINUATION OF COVERAGE FOR FULL-TIME STUDENTS DURING MEDICAL LEAVE OF
ABSENCE

A dependent child who is in regular full-time attendance at an accredited secondary school, college or university, or
licensed technical school continues to be eligible for coverage for until the earlier of the following if the dependent

child takes a medically necessary leave of absence:

- Up to one year after the first day of the medically necessary leave of absence; or
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- The date coverage would otherwise terminate under the plan.

We may require written certification from the dependent child’s health care practitioner that the dependent child has
a serious bodily injury or sickness requiring a medically necessary leave of absence.

GENERAL NOTICE OF COBRA CONTINUATION COVERAGE RIGHTS
Introduction

You are receiving this notice because you have recently become covered under a group health and/or dental plan
(the Plan). This notice contains important information about your right to COBRA continuation coverage, which is
a temporary extension of coverage under the Plan. This notice generally explains COBRA continuation coverage,
when it may become available to you and your family, and what you need to do to protect the right to receive it.

The right to COBRA continuation coverage was created by a federal law, the Consolidated Omnibus Budget
Reconciliation Act of 1985 (COBRA). COBRA continuation coverage can become available to you when you
would otherwise lose your group health and/or dental coverage. It can also become available to other members of
your family who are covered under the Plan when they would otherwise lose their group health and/or dental
coverage. For additional information about your rights and obligations under the "Plan and under federal law, you
should review the Plan’s benefit plan document or contact the Plan Admini

What is COBRA Continuation Coverage?

COBRA continuation coverage is a continuation of Plan coverage-when coverage wi [d otherwise end because of a
life event known as a “qualifying event.” Specific qualifyinge nts are listed later in this notice. After a qualifying
event, COBRA continuation coverage must be offered to each person who is a “qualified beneficiary.” You, your
spouse, and your dependent children could become qualified beneficiaries if coverage under the Plan is lost because
of the qualifying event. Under the Plan, the quallﬁed‘b neficiaries who‘elect COBRA continuation coverage must
pay for COBRA continuation coverage.

If you are an employee, you will become a qu
either one of the following qualifying egg T

e  Your hours of employment are redti

Your spouse dies;
e  Your spouse’s hours of employment are reduced;

e  Your spouse’s employment ends for any reason other than his or her gross misconduct;
e  Your spouse becomes entitled to Medicare benefits (under Part A, Part B or both); or
#  You become divorce or legally separation from your spouse.

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

e The parent-employee dies;

e  The parent-employee’s hours of employment are reduced;
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s The parent-employee’s employment ends for any reason other than his or her gross misconduct;

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

e The parents become divorced or legally separated; or

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

When is COBRA Coverage Available?

The plan will offer COBRA continuation coverage to qualified beneficiaries only after the Plan Administrator has
been notified that a qualifying event has occurred. When the qualifying event is the end of employment or reduction
of hours of employment, death of the employee, or commencement of a proceeding in bankruptcy with respect to the
employer, the employer must notify the Plan Administrator of the qualifying event.

You Must Give Notice of Some Qualifying Events

For the other qualifying events (divorce or legal separation of the emplo ee and spouse or a dependent child’s
losing eligibility for coverage as a dependent child) you must notify the’] lan Administrator within 60 days

after the qualifying event occurs.

How is COBRA Coverage Provided?

Once the Plan Administrator receives notice that a qualifying e
will be offered to each of the qualified beneficiaries. Each qualifie ed
elect COBRA continuation coverage. Covered emplo ct

occurred, COBRA continuation coverage
eficiary will have an independent right to
BRA continuation coverage on behalf of

Administrator offers COBRA continuation coverage, it
days.

COBRA continuation coverage is a tem)
the employee, your divorce or legal séparatlon
COBRA continuation coverage last for 1

¢nt child’s losmg eligibility as a dependent child,
tal of 36' months. When the qualifying event is the end of
employment, or reduction in thesgjrgn L yee i hours of employment, and the employee became entitled to Medicare
benefits less than 18 months éfore e, k%%allfymg event, COBRA continuation coverage for qualified beneficiaries
other than the employee laft until 36 months after the date of Medicare entitlement. For example, if a covered
employee becomes entitled .Medicare 8 months before the date on which the employment terminates, COBRA
continuation coverage for his pouse and ¢ children can last up to 36 months after the date of Medicare entitlement,
which is equal to 28 months afterswe dat of the qualifying event (36 months minus 8 months). Otherwise, when the
qualifying event is the end of employment or reduction of the employee’s hours of employment, COBRA
continuation coverage generally last for only up to a total of 18 months. There are two ways in which this 18-month
period of COBRA continuation coverage can be extended.

Disability Extension of 18-Month Period of Continuation Coverage

If you or anyone in your family covered under the Plan is determined by the Social Security Administration to be
disabled and you notify the Plan Administrator within 60 days of such determination, you and your entire family
may be entitled to receive up to an additional 11 months of COBRA continuation coverage, for a total of 29 months.
The disability would have to have started at some time before the 60™ day of COBRA continuation coverage and
must last at least until the end of the 18-month period of continuation coverage.

Second Qualifying Event Extension of 18-Month Period of Continuation Coverage
If your family experiences another qualifying event while receiving 18 months of COBRA continuation coverage,
the spouse and dependent children in your family can get up to 18 additional months of COBRA continuation

coverage, for a maximum of 36 months, if notice of the second qualifying event is given to the Plan within 60 days
of the event. This extension may be available to the spouse and any dependent children receiving continuation
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coverage if the employee or former employee dies, gets divorced or legally separated, or if the dependent child stops
being eligible under the plan as a dependent child, but only if the event would have caused the spouse or dependent
child to lose coverage under the Plan had the first qualifying event not occurred.

If You Have Questions

Questions concerning your Plan or your COBRA continuation coverage rights should be addressed to the Plan
Administrator. For more information about your rights under ERISA, including COBRA, or other laws affecting
your group heath and/or dental plans, contact the nearest Regional or District Office of the U.S. Department of
Labor’s Employee Benefits Security Administration (EBSA) in your area or visit the EBSA website at
www.dol.gob/ebsa. (address and phone numbers of Regional and District EBSA Office are available through
EBSA’s website.)

Keep Your Plan Informed of Address Changes
In order to protect your family’s rights, you should keep the Plan Administrator informed of any changes in the

addresses of family members. You should also keep a copy, for your records, of any notices you send the Plan
Administrator. 4

IMPORTANT NOTICE FOR INDIVIDUALS ENTITLED TO
RESPONSIBILITY ACT OF 1982 (TEFRA) OPTIONS .

AX EQUITY AND FISCAL

iscal Responsibility Act of 1982 (TEFRA)
d their covered spouses who are eligible for

Where an employer employs more than 20 people, the Tax Equity.
allows covered employees in active service who are age 65 or old
Medicare to choose one of the following options.
OPTION 1 - The benefits of their group health pla
payable second.

first and the benefits of Medicare will be

OPTION 2 - Medicare benefits onl
the group health plan.

he emfjloyee and his or her dependents, if any, will not be insured by

The employer must provide eacg:; red em loyee and each covered spouse with the choice to elect one of these
options at least one month be ; ‘'employee or the insured spouse becomes age 65. All new covered
employees and newly covered spouses ag&65 or.older must be offered these options. If Option 1 is chosen, its issue
is subject to the same reqmrements as forz employee or dependent that is under age 65.

Under TEFRA regulations, ther are two Categories of persons eligible for Medicare. The calculation and payment
of benefits by the group health plan dlﬁ%rs for each category.

Category 1 Medicare eligibles are:

¢ Covered employees in active service who are age 65 or older who choose Option 1;

e  Age 65 or older covered spouses; and

e  Age 65 or older covered spouses of employees in active service who are either under age 65 or age 70 or older;

Category 2 Medicare eligibles are any other covered persons entitled to Medicare, whether or not they enrolled.
This category includes, but is not limited to:

o Retired employees and their spouses; or

¢  Covered dependents of a covered employee, other than his or her spouse.
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Calculation and Payment of Benefits

For covered persons in Category 1, benefits are payable by the policy without regard to any benefits payable by
Medicare. Medicare will then determine its benefits.

For covered persons in Category 2, Medicare benefits are payable before any benefits are payable by the policy.
The benefits of the policy will then be reduced by the full amount of all Medicare benefits the covered person is
entitled to receive, whether or not the eligible individual is actually enrolled for Medicare Benefits.

FAMILY AND MEDICAL LEAVE ACT (FMLA)

If an employee is granted a leave of absence (Leave) by the employer as required by the Federal Family and Medical
Leave Act, s/he may continue to be covered under the plan for the duration of the Leave under the same conditions
as other employees who are currently employed and covered by the plan. If the employee chooses to terminate
coverage during the Leave, or if coverage terminates as a result of nonpayment of any required contribution,
coverage may be reinstated on the date the employee returns to work immediately following the end of the Leave.
Charges incurred after the date of reinstatement will be paid as if the employee had been continuously covered.

UNIFORMED SERVICES EMPLOYMENT AND REP}MP YMENT RIGHTS ACT OF
1994 (USERRA) ‘

Continuation of Benefits
Effective October 13, 1994, federal law requires health plans offer.t
absent due to service in the uniformed services and/or dependents

ntinue coverage for employees that are

Eligibility

An employee is eligible for continuation under USERRA if h 1s‘absent from employment because of

voluntary or involuntary performance of dutyiin'the Armed Forces, Army National Guard, Air National Guard, or

commissioned corps of the Public Health:Service. Duty inc;fgdes absence for active duty, active duty for training,

initial active duty for training, inactivgé%iﬁy trai d for'the purpose of an examination to determine fitness for
- ;

duty.

An employee's dependents tbéfghave : '%&aée ) tgser the plan immediately prior to the date of the employee's
covered absence are eligi%g‘%o elect congg%latidﬁéﬁnder USERRA.
© 8

b

If continuation of Plan covet%g&e};gs elected inder USERRA, the employee or dependent is responsible for payment
of the applicable cost of coveraé‘e.,_nf > employee is absent for not longer than 31 days, the cost will be the amount
the employee would otherwise pay for coverage. For absences exceeding 30 days, the cost may be up to 102% of the
cost of coverage under the plan. This includes the employee's share and any portion previously paid by the
employer.

Duration of Coverage
Of elected, continuation coverage under USERRA will continue until the earlier of:

1. Twenty-four months beginning the first day of absence from employment due to service in the uniformed
services; or

2. The day after the employee fails to apply for a return to employment as required by USERRA, after the
completion of a period of service.

Under federal law, the period coverage available under USERRA shall run concurrently with the COBRA period
available to an employee and/or eligible dependent.

23



Other Information

Employees should contact their employer with any questions regarding coverage normally available during a
military leave of absence or continuation coverage and notify the employer of any changes in marital status, or
change of address.

YOUR RIGHTS UNDER ERISA

Under the Employee Retirement Income Security Act of 1974 (ERISA), all plan participants covered by ERISA are
entitled to certain rights and protections, as described below. Notwithstanding anything in the group health plan or
group insurance policy, following are a covered person’s minimum rights under ERISA. ERISA requirements do not
apply to plans maintained by governmental agencies or churches.

Information About the Plan and Benefits

Plan participants may:

1. Examine, free of charge, all documents governing the plan. These s are available in the plan
administrator's office. :
2. Obtain, at a reasonable charge, copies of documents governing,the plan, including a copy of any updated

summary plan description and a copy of the latest annual report for the plan (Form 5 SQQ), if any, by writing to the
plan administrator. )
3. Obtain, at a reasonable charge, a copy of the latest annual repi

the plan administrator.

form 5500) for the plan, if any, by writing to

As a plan participant, you will receive a summary of any material.changes'made in the plan within 210 days after the
end of the plan year in which the changes are made unl 3

ss the ¢ ge is a material reduction in covered services or
benefits, in which case you will receive a sum of the material reduction within 60 days after the date of its
adoption.

If the plan is required to file a summa report, you will receive a copy from the plan administrator.

iaries

Responsibilities of Plan Fidu

In addition to creating rigﬁ@ s for plan partic anfs, ERISA imposes duties upon the people who are responsible for
the operation of the plan. T?%gg people, called 'fiduciaries” of the plan, have a duty to act prudently and in the
interest of plan participants and:beneficiari

No one, including an employer, may'discharge or otherwise discriminate against a plan participant in any way to
prevent the participant from obtaining a benefit to which the participant is otherwise entitled under the plan or from
exercising ERISA rights.

Continue Group Health Plan Coverage

Participants may be eligible to continue health care coverage for themselves, their spouse or dependents if there is a
loss of coverage under the group health plan as a result of a qualifying event. You or your dependents may have to
pay for such coverage. Review the COBRA notice in this document regarding the rules governing COBRA
continuation coverage rights.

Claims Determinations

If a claim for a plan benefit is denied or disregarded, in whole or in part, participants have the right to know why this

was done, to obtain copies of documents relating to the decision without charge and to appeal any denial within
certain time schedules.
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Enforce Your Rights

Under ERISA, there are steps participants may take to enforce the above rights. For instance, if a participant
requests a copy of plan documents does not receive them within 30 days, the participant may file suit in a Federal
court. In such a case, the court may require the plan administrator to provide the materials and pay youupto $ 110 a
day until the participant receives the materials, unless the materials were not sent because of reasons beyond the
control of the plan administrator. If a claim for benefits is denied or disregarded, in whole or in part, the participant
may file suit in a state or Federal court. In addition, if the participant disagrees with the plan's decision, or lack
thereof, concerning the qualified status of a domestic relations order or a medical child support order, the participant
may file suit in Federal court. If plan fiduciaries misuse the plan's money, or if participants are discriminated against
for asserting their rights, they may seek assistance from the U.S. Department of Labor, or may file suit in a Federal
court.

The court will decide who should pay court costs and legal fees. If the participant is successful, the court may order
the person sued to pay costs and fees. If the participant loses, the court may order the participant to pay the costs and

fees.

Assistance with Questions

Contact the group health plan human resources department or the plan ad strator with questions about the plan.
Contact the nearest area office of the Employee Benefits Security Ad inistration;U.S. Department of Labor, listed
in your telephone directory or the Division of Technical Assistance:and Inquiries, Eﬁ;@loyee Benefits Security
Administration, U.S. Department of Labor, 200 Constitution Avenue N. \M Washmgton D.C. 20210 with questions
about ERISA rights. Call the publications hotline of the Employee Be f ts Security Administration to obtain
publications about ERISA rights.

PRIVACY AND CONFIDENTIALITY S

Inform you of our leéaLdgg;es with rega ect to your PHI,
Explain our privacy pollcles .and y
Strictly adhere to the pollcleﬁéurrenﬂy in effect.

We reserve the right to change our privacy practices at any time, as allowed by applicable law, rules and regulations.
We reserve the right to make changes in our privacy practices for all PHI that we maintain, including information
we created or received before we made the changes. When we make a significant change in our privacy practices,
we will send notice to our health plan subscribers. For more information about our privacy practices, please contact
us.

As a covered person, we may use and disclose your PHI, without your consent/authorization, in the following ways:

Treatment: we may disclose your PHI to a health care practitioner, a hospital or other entity which asks for it in
order for you to receive medical treatment.

Payment: we may use and disclose your PHI to pay claims for covered services provided to you by health care
practitioners, hospitals or other entities.

We may use and disclose your PHI to conduct other health care operations activities.
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It has always been our goal to ensure the protection and integrity of your personal and health information.
Therefore, we will notify you of any potential situations where your identification would be used for reasons other
than treatment, payment and health plan operations.
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Network

Provider Chty Humena VCP  Floride Blue Davis Vision
*Rowe Family Eyecare St. Augustine Yes Yes Yes
*A1A Family Eyecare Jacksonvilie Na Yes Yes
*Lenscrafters St. Augustine, Jacksonville, Jacksonville Besch, Orange Park, Daytony Beach Yes Yes No
*Eye Center of St. Augustine St. Augustine, Palm Coast Yas Yes No
Sears Optical Jacksonmille, Orange Park, Daytons Beach, Kingsiand Ga Yes No No
*Designer Eypwerr St. Augustine Yes Yes Yes
JCPenny Optical Jecksorwille, Orange Purk, Deytons Besch Yes No No
*5t, Augustine Vision Center St. Augustine Yes Yes No
Target Optical Jacksomwille, Palm Coast, Port Orange Yes No No
*Vislonary Eyecare at Murnbella St. Augustine Yas Yes Yes
Pearla Vision Jacksonwille, Feming Island, Orenge Park Yes No No
*5t. Johns Eye Associstes St. Augustine, Porte Vedra, Orange Park Yes Yes Yes
Hepsithy Eye Ponte Vedra Yes Yes No
Bowden Eye Associates Incksonville Yes Yes No
Isabvd Optique Feming lsisnd Yes No Yes
Dortheanne J Roberts OD PA Green Cove Springs Yes No Yas
Green Cove Springs Eye Assoc Graen Cove Springs Yes No No
Family Eye Card of Paim Coast Palm Comst Yes No Yes
Eyecare Express Palm Coast Yes No No
Complete Family Eye Care Saint Johns Yes Yes No
Yotal Vislon of Paim Coast Paim Coast Yes No No
*Visual Eyes Salnt johns Jacksonvifia Yes Yes Yes
Julington Creek Vision Center Saint Sohns Yeos No No
*Drs Wood Lainier Bowman & Assoc Ponte Vedra Yes Yes No
Ponte Vedra Eye Assoc Ponte Vedra Yes No Yes
Eye Elements Eyecare Assoctate Jacksonvitie Yes No Yes
Atlntic Eye institute PA Jacksonville Beach Yes No No
Family Eye Care Jacksonville Yes No No
Clay Eye Physiclans Jacksonvitie Yes No No
St. Johns Eye Care inc Paistke Yes No No
Dearwood Family Eyecare Jacksonviile Yes No Yes
Patatks Vision Center Palatka Yes No No
Walmart Vision Center St. Augustine, Jacksonville Besch, Orange Park, Palatka, Jackeonvitie,Paim Coast N Yes Yas
*Eya Style Optical St. Augustine, Palm Coast N Yes No
“Anastasia Eye Associstes St. Augustine No Yes No
*Dr, John P Sulllvan MD/Florids Retina Institute St. Augustine, Jacksonville, Paistis N Yes No
*Florida Eye & Laser Canter St. Augustine N Yes No
*Drs. Pullen, Watts, & Sherrfll Family Eye Care Jacksonville Yes Yes No
*Reting Associates: Lewls, Gregory, MD Ophthalmology St Augustine No Yes No
*Compiste Family Eye Care of Fruit Cove Jacksonville Yes Yas Yes
*Florida Eye Specialist: Lasik Jatksonville N Yes No
*Dr. Kevin Mcauliffe, MD Sucksonville No Yes No
*Eye Style Optical Dr. Willlam Oktavec.,MD St. Augustine, Paim Coast N Yes No
Gulf Coast Optometry, Inc. {inside Eye Glass World} Incksorvifle N No Yes
Vision Works JacksomAfle N No Yes
Advenced Eyecare Dr. Michae! A. Powers, 0D Jacksorville Yes No Yes
Baymeadows Vision Center Jacksonville Yes No Yes
Dr. Carvefl & Associstes Fleming island Yes No Yes
Valua U Vision Dy. Gayle P Leinwohl. 0D Jucksorville Yes L Yes
Dr. Hathy, Semusl Optometrist Jacksonvifle Yes No Yes
In-Natwork Providers " 24 17

* This provider Is currently utiized by an SIC member.
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