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050I Side-by-Side Medical Benefit Comparison

Effective January 1, 2019
Quatified High Deductible Plan
Base Plan HDHP (§5,000) Buy-Up Plan
Cigna Network Cigna Network Cigna Network
[Deductible - Individual/Family $2,500/57,500 $5,000/510,000 $1,000/$3,000
Co-Insurance - Member Pays 20% 20% 20%
ICo-insurance - Group Pays 80% BO% 80%
Co-Insurance - Out-of-Pocket Maximum $5,000/57,500 $1,750/53,500 $5,000/510,200
Total Out-of-Pocket Maximum
Individual/Famin. (includes Ded'ut.:tible +Co- $7,500/515,000 $6,750/613,500 $6,000/$13,200
Insurance + Medical and Prescripiton Drug Co-
Payments)
loffice visits $35 Co-Payment 80% after Deductible $30 Co-Payment
[preventive Care Services 100%, Deductible Waived 100%, Deductible Waived 100%, Deductible Waived
Outpatient Diagnostic Testing B0% after Deductibie 80% after Deductible 80% after Deductible
-, $100 Co-Payment per visit then 80% . %100 Co-Payment per visit then 80%
Emergency Room Visit after co-payment and Deductible Lot after co-payment and Deductible
4750 Co-Payment then BO% after co- ) $500 Co-Payment then 80% after co-
In-Patient Hospital Services Room and Board payment and Deductible L ST ) payment and Deductible
Ambulatory Surgical Center/ Qutpatient $200 Co-Payment per incident then $200 Co-Payment per incident then
Hospitai Surgery Facility/ Other Freestanding 80% after co-payment and 80% after Deductible 80% after co-payment and
QOutpatient Surgical Facility Deductible Deductible
Preventive Eye Exam - Benefit Year Max Limit:
one (1) exam 100% Deductible Waived 100% Deductible Waived 100% Deductible Waived
Preventive Hearing Exam - Benefit Year Max
Limit: one (1} exam 100% Deductibie Waived 100% Deductible Waived 1009% Deductible Waived
Prescription Drugs Prescription Drugs Prescription Drugs

Up to a 30-day supply:

Generic Drugs

$20 Co-Payment, unless the Allowed
Amount is $100 or greater, then 530
Co-Payment

Prescription Drugs are subject to the

Preferred Brand-Name Drugs

540 Co-Payment

Network Medical Deductible and Co-

Non- Preferred Brand-Name Drugs

560 Co-Payment

[nsurance.

Specialty Drugs

20% of Allowed Amount

$20 Co-Payment, unless the Allowed
Amount is $100 or greater, then $30
Co-Payment

540 Co-Payment

$60 Co-Payment

20% of Allowed Amount

Maintenance Medications - Performance 90 Pharmacies and Mail Order {Up to a 90-day supply):

Generic Drugs

$50 Co-Payment, unless the Allowed
Amount is $200 or greater, then 575
Co-Payment

Prescription Drugs are subject to the
Network Medical Deductible and Co-

Preferred Brand-Name Drugs

$100 Co-Payment

Insurance.

[Non- Preferred Brand-Name Drugs

$150 Co-Payment

$50 Co-Payment, unless the Altowed
Amount is 5200 or greater, then $75
Co-Payment

$100 Co-Payment

$150 Co-Payment

SEMI - MONTHLY RATES

SEMI| - MONTHLY RATES

SEMI - MONTHLY RATES

EO - $241.00 EO - $207.50 EO - $281.87
ES - $554.60 ES - $539.06 ES - $648.68
EC - $434.07 EC - $421.90 EC - $507.71
EF-$771.86 EF - $750.22 EF - $902.57

0SO!'s contribution to health insurance is $275 per month per employee

Network and Non-Network deductibles accumulate together
No one individual can contribute more than the individual deductible or co-insurance amount.

This is a summary of medical benefits. Please refer to the plan document for a complete description of benefits including limitations and exclusions. If a

discrepancy between this summary and the pfan document exists, the plan document will be deemed correct. Services are subject to the limitations and

exclusions of the plan.




Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services
Oklahoma Sports & Orthopedic Institute: 0SOl Employee Health Care Plan - Base Pian

4

Coverage Period: 01/01/2019 - 12/31/2019
Coverage for: Family | Plan Type: PPO

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would
share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.

This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, call 1-800-280-1368 or go to

www.benefitmanagementlic.com. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment,

deductible, provider

or other underlined terms see the Glossary. You can view the Glossary at www.healthcare gov/sbe-glossary or call 1-800-290-1368 to request a copy.

Important Questions

What is the overall
deductible?

Answers

Per calendar year: Network providers
$2,500/individual, $7,500/family; non-
network $5,000/individual, $15,000/ family.
Network and non-network deductibles
accumulate together.

Why This Matters:

Generally, you must pay all of the costs from providers up to the deductible amount
before this plan begins to pay. If you have other family members on the plan, each
family member must meet their own individual deductible until the total amount of
deductible expenses paid by alf family members meets the overall family deductible.

Are there services covered
before you meet your
deductible?

Are there other deductible.;.
for specific services?

What is the out-of-pocket
limit for this plan?

What is not included in
the out-of-pocket limit?

B e

| Yes. Preventive eye and hearing exams;

| network office visits, network preventive

| care, emergency medical transportation

| and prescription drugs are covered before
| you meet your deductible.

This plan covers some items and services even if you haven't yet met the deductible
amount. But a copayment or coinsurance may apply. For example, this plan covers
certain preventive services without cost-sharing and before you meet your
deductible. See a list of covered preventive services at

| https.//www.healthcare.gov/coverage/preventive-care-benefits/.

No. There are no other specific
deductibles.

You don't have to meet deductibles for specific services.

I Per calendar year. Network providers
| $7,500findividual, $15,000/family; non-
| network unlimited.

The out-of-pocket limit is the most you could pay in a year for covered services. If
you have other family members in this plan, they have to meet their own gut-of-
pocket limits until the overall family qut-of-pucket limit has been met.

Premiums, balance-billing charges, health
care this plan doesn’t cover, and penalties
for failure to obtain pre-certification for
services.

Even though you pay these expenses, they don't count toward the out-of—pocket

Will you pay less if you use a
network provider?

Yes. Cigna. See www.cigna.com or call
(800) 290-1368 for a list of petwork
providers.

| This plan uses a provider network. You will pay less if you use a provider in the

[ plan's network. You will pay the most if you use a non-network provider, and you

| might receive a bill from a provider for the difference between the provider's charge
and what your plan pays (batance billing). Be aware, your network provider might use
| a non-network provider for some services (such as lab work). Check with your
provider before you get services.

Do you need. areferral to see
a specialist?

No. You don't need a referral to see a
specialist.

You can see the specialist you choose without a referral.
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A All coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.
What You Will Pay

Common

Services You May

Network Provider

Non-Network
Provider

Limitations, Exceptions, & Other Important

Medical Event Need (You will pay the least) (You will pay the Information
most)
Primary care visit to o ? , Copayment covers the office visit and lab & x-ray 5
treat an injury or $35 copay/visit | 50% coinsurance (excludes advanced imaging services) received inan |
liness . L office setting and applies regardiess of the service |
received. All other covered services rendered during |
the visit are subject to applicable plan benefits. i
If you visit a health | Specialist visit $35 copay/visit 50% coinsurance Copayment covers chiropractic office visit and .
care provider's manipulation. Pre-certification required for chiropractic
office or clinic . care, Injectable Medications and Infusion therapy.
| i You may have to pay for services that aren't
Preventive care/ I : preventive. Ask your provider if the services you need
screening/ ' No Charge ! $35 copayivisit are preventive. Then check what your plan will pay for.
immunization | Non-network copayment covers the office visit only, all
| other services are subject to applicable plan benefits.
i' Diagnostic test (x-ra Lab & x-ray rendered in the office setting during an
'e EIEE(W ¥: | 20% coinsurance 50% coinsurance office visit are covered under the office visit
if you haveatest | " | - - copayment.
gL e | 20% coinsurance 50% coinsurance Pre-certification required
scans, MRIs) = n quired.
| 30-day: $20 copay, unless the Prescription drug copays and specialty drug cost share
allowed amount is $100 or greater, are subject to the medical maximum out-of-pocket limit.
If you need drugs | Generic drugs then $30 copay/prescription After the out-of-pocket limit is met for the calendar year

to treat your iliness
or condition

More information
about prescription
drug coverage is
available at

www.medtrakrx.com

Preferreti Brand-

90-day: $50 copay, unless the
allowed amount is $200 or greater,
then $75 copay/prescription

If you use a Non-
Participating
Pharmacy, you will

—| pay the copayment

30-day: $40 copay/prescription plus an additional
Name drugs 90-day: $100 copayfprescription | 20% penalty.
Non-Preferred Brand- | 30-day: $60 copay/prescription
Name drugs 90-day: $150 copay/prescription
Specialty drugs 20% of the aliowed amount Not Available

eligible prescription drugs are covered at 100%.

Acute Retail Medications: up to a 30-day supply.
Maintenance Medications (Performance 90 Pharmacy
or Mail Order): up to a 90-day supply.

Specialty drugs: up to a 30-day supply.

Experimental & investigational drugs are not covered.
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A All coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.
What You Will Pay
Common Services You May Non-Network Limitations, Exceptions, & Other Important

Network Provider Provider
(You will pay the least) {You will pay the
most}

Medical Event Need Information

. Facility fee (e.g., . $200 copayfincident
5 if voulhave ambulatory surgery gggo cc—u;n:uf::é?m L and 50% Pre-cerdification required.
i mﬁpatlent surgery cente.r)l . | coinsurance | ]
; fl:;f;yssmlanfsurgeon 20% coinsurance 50% coinsurance None !
| $100 copay/visit and 20% coinsurance Copayment waived if confined under observation hours
5 *Emerq‘erncv foor care ~_ after network deductible ) or admitted inpatient.
' . Transportation limited to the nearest hospital or skilled
Emergency medical N ; i ; :
; o Charge nursing facility that can provide the necessary medical
| fyou need transportation | : treatm?ant. ! P Y
| immediate medical - —
| attention Copayment covers the office visit, lab & x-ray
(excludes advanced imaging services) and applies
f Urgent care $35 copaylvisit $35 copaylvisit regardless of the service received. All other covered
' services rendered during the visit are subject to
applicable plan benefits.
I Facility fee (e.g., | $750 copay/admission and . :gggs:(i)o_ﬂrg:n d Pre-certification required. Failure to pre-certify will
' If you have a hospital room) | 20% coinsurance 50% coinsurance | result in a penalty of $500/confinement.
5 feeis'c'a" stirgean 20% coinsurance 50% coinsurance None
i Copayment covers the office visit and lab & x-ray
! (excludes advanced imaging services) received in the
If you need m_ental Outpatient services $35 copay/visit | 50% coinsurance office setting and applies regardless of the service
health, behavioral | received. All other covered services rendered during the
health, or visit are subject to applicable plan benefits.
substance abuse — . I o
services Inpatient services $750 copay/admission and 2 dmisgs_?ﬁn q Pre-certification required. Failure to pre-certify will
P 20% coinsurance 50% coinsurance result in a penalty of $500/confinement.
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A All coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.
What You Will Pay

Non-Network

Common Services You May N D . S Limitations, Exceptions, & Other Important
. 1aer roviger .
Beueeie M {You will pay the least) (You wili pay the [T
most)
! | Office visits . No charge | 50% coinsurance _ : _ {
j Childbirth/delivery | Cost sharing does not apply to certain preventive i
| rofessional services 20% coinsurance 50% coinsurance services. Depending on the type of services, deductible |
| If you are pregnant Ralilioul: Liillc: N SRS 750 conay | and coinsurance may apply. Matemity care may |
i Childbirth/delivery $750 copay/admission and B copay ’ include tests and services described elsewhere in the |
5 facility services 20% coinsurance gof,;""scz'i‘r’;:" | SBCiie. ulrasound). |
| | Home health care 20% coinsurance 50% coinsurance lr-:u;lljt:g dto UL L LR el
Rehabilitation :_ : Nl = s o — Outpatient therapies calendar year maximum limit: 25
| services __20/" w L e ) 2 @W—@Tﬁ | visits combined for physical, occupational and speech
_— . . therapy. Pre-certification required for Physical,
:f ez::e?:::::‘;;v ; Habilitation se_rvnfes i E%_comsurzﬂce - 50'Vlci)msurance_ Occu_patr*"_—onal & Speech therapies.,
: Limited to 30 days/calendar year. Pre-certification
| Fre-cennicauon
:g;%r:pecual heah i Skifled nursing care | 20% coinsurance 50% coinsurance requiled. Failure to pre-certify will result in a penalty of
[ . | - ]| $500/confinement. 1 '= ]
Eu;?bfe$edlcal 20% coinsurance 50% coinsurance zfll:lt;i :p to the purchase price; gre-cemf ication
| . "R ;_ T | BT T Inpatient: Pre-cerification ¢ reqmred F;|Eﬁe-ce—mfy
Hospice services : 20% coinsurance J 50% coinsurance will result in 2 penalty of $500/confinement.
' Children's eye exam | ~ NoCharge Limited to one exam with refraction/calendar year.
If your child needs | Children’'s glasses = ~ NotCovered B ] I W
dental or eye care | Children's dental . Limited to one exam, cleaning & polishing/calendar
check-up | No Charge - Birth up to 19 years year. Excludes dental x-rays.
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Excluded Services & Other Covered Services: —

Services Your Plan Generally Does NOT Cover (Check you?ﬁbﬁé}%r plan document for more information and a list of any other excluded services.)

g ¢ Dona Care
o Cosmetic Surgery nieryily |reatmen » Weight Loss Programs

Other Covered Services (Limitations may apply to these services. This isn't -éugrhplete list. Please see your plan document.)

¢ Chiropractic Care - Pre-certification e Private-Duty Nursing {Home Health only) - Pre-
required » Non-emergency care when traveling outside certification required

¢ Hearing Aids (limited to 1 each ear every 3 the U.S. s Routine Eye Care - limited to 1 exam with
benefit years and $1,500 per aid} refraction/calendar year

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those
agencies is: Benefit Management, LLC, PO Box 1090, Great Bend, KS 67530, (800) 290-1368; or the Department of Labor, Employee benefits Security
Administration at 1-866-444-3272 or www.dol.qoviebsa/ealthreform. Other coverage options may be available to you too, including buying individual insurance
coverage through the Health Insurance Marketplace. For more information about the Marketplace, visit www.HealthCare.qov or call 1-800-318-2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also
provide complete information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance,
contact: Benefit Management, LLC, PO Box 1090, Great Bend, KS 67530, (800) 290-1368; or the Department of Labor, Employee benefits Security Administration at
1-866-444-3272 or www.dol.gov/ebsa/healthreform.

Does this plan provide Minimum Essential Coverage? Yes.
If you don't have Minimum Essential Coverage for a month, you'll have to make a payment when you file your tax retum unless you qualify for an exemption from the
requirement that you have heaith coverage for that month.

Does this plan meet Minimum Value Standards? Yes.
If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.

Language Access Services:
Spanish (Espaniol): Para obtener asistencia en Espafiol, llame al {800) 290-1368.
Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa (800) 290-1368.

Chinese (1 3C): # REZ R SCRIELE, 1BRITIXA 515 (800) 290-1368,
Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiljigo holne' (800) 290-1368.
To see examples of how this plan might cover costs for a sample medical situation, see the next section.
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About these Coverage Examples:

Peg is Having a Baby

{9 montns cf in-network pre-natat care and a
hospital delivery)

® The plan’s overall deductible $2,500
® Primary care copayment $35
B Hospital (facility) coinsurance 20%
W Other coinsurance 20%

This EXAMPLE event includes services like:
Primary care office visits {prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facilty Services

Diagnostic tests (uffrasounds and blood work)
Specialist visit (anesthesia)

Managing Joe’s type 2 Diabetes
{a year of routine in-network care of a well-
controlled condition)

B The plan’s overall deductible $2,500
M Specialist copayment $35
B Hospital (facility) coinsurance 20%
W Other coinsurance 20%

This EXAMPLE event includes services like:
Primary care physician office visits {including
tlisease education)

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

Total Example Cost $12840  Total Example Cost | $7.460
In this example, Pegwouldpay: @~ In this example, Joe would pay: B
LeB ~ CostSharing = Cost Sharing
Deductibles 82500 Ded_u_ctj_bles_ - _ - $110
Copayments . $900  Copayments | $2350
Coinsurance $690  Coinsurance %0
What isn'tcovered i What nsntcovered o
Limits orexclusmns 1 %60 _L_nmts__oL exclusmns %60
 The total Peg would pay is $4150 The total Joe wouldpayis  $2,550

The plan would be responsible for the other costs of these EXAMPLE covered services.

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be |
different depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing
amounts (deductibles, copayments and coinsurance) and excluded services under the plan. lJse this information to compare the portion of
costs you mlght pay under dlfferent health plans. Please noie these coverage examples are based on self-only coverage

Mia's Simple Fracture

1 fin-network emergency room visit and follow up

| care)

M The plan's overall deductible $2,500
M Specialist copayment $35
M Hospital (facility) coinsurance 20%
M Other coinsurance 20%

This EXAMPLE event includes services like:
Emergency room care (inciuding medical
supplies}

Diagnostic test (x-ray)

Purable medical equipment (crufches)
Rehabilitation setvices (physical therapy)

Total Example Cost . $2010
In this example, Mia would pay:
~ Cost Sharing
Deductibles _T $700
Copayments 0
Coinsurance L $180
What isn't covered
Limits or exclus_lo_qs =} $0
The total Mia would pay s $990
6of 6



Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services
Oklahoma Sports & Orthopedic Institute: OSOI Employee Health Care Plan ~ High Deductible Health Plan

45

Coverage Period: 01/01/2019 - 12/31/2019
Coverage for: Family | Plan Type: HDHP

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the p!g__ n would
share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.

This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, call 1-800-290-1368 or go to
www.benefitmanagementlic.com. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider,
or other underlined terms see the Glossary. You can view the Glossary at www.healthcare gov/sbe-glossary or call 1-800-290-1368 to request a copy.

Important Questions

What is the overall
deductible?

Answers

Per calendar year: Network providers
$5,000/individual, $10,000/family; non-
network $10,000/individual, $20,000/family.
Network and non-network deductibles
accumulate together.

Are there services covered
before you meet your
deductible?

| Yes. Network preventive care is covered
| before you meet your deductible.

Why This Matters:

Generally, you must pay all of the costs from providers up to the deductible amount
before this plan begins to pay. If you have other family members on the plan, each
family member must meet their own individual deductible until the total amount of
deductible expenses paid by all family members meets the overall family deductible.

This J&oovers some items and services even if you haven't yet met the deductible
amount. But a copayment or coinsurance may apply. For example, this plan covers
certain preventive services without cost-sharing and before you meet your
deductible. See a list of covered preventive services at

https://www.healthcare. qovlcoveragejgreventlve-care-beneﬁtsl

' Are there other deductibles
for specific services?

What is the out-of-pocket
limit for this plan?

EEPE

What is not included in
the out-of-pocket limit?

, Will you pay less if you use a
| network provider?

No. There are no other speclﬁc deductibles.

| Per calendar year Network providers
$6 750findividual, $13,500/family; non-
| network unlimited.

Premiums, balance-billing charges health
care this plan doesn't cover, and penalties
for failure to obtain pre-certification for
Services.

Yes. Cigna. See www.cigna.com or call
(800) 290-1368 for a list of network
providers.

T The out-of-nocket Ilmtt is the most you could pay in a year for covered services. If

You don't have to meet deductibles for specific services.

you have other family members in this plan, they have to meet their own out-of-
pocket fimits until the overall famlly out-of-pocket limit has been met.

Even though you pay these expenses, they don't count toward the out—of-pocket

This pli uses a provider network. You will pay less if you use a Qrowde in the
plan's network. You will pay the most if you use a non-network provider, and you
might receive a bill from a provider for the difference between the provider's charge
and what your plan pays (balance billing}. Be aware, your network provider might
use a non-network provider for some services {such as lab work). Check with your
provider before you get services.

Do you need a referral to see
a specialist?

No. You don't need a referral to see a

You can see the specialist you choose without a referral.

specialist,
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A All coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Common
Medical Event

Services You May Need

What You Will Pay
Netwark Provider Non-Network Provider

Limitations, Exceptions, & Other Important
Information

Primary care visit to treat
an injury or illness

(You will pay the least) {You will pay the most)

20% coinsurance after deductible | 50% coinsurance after deductible i

Chiropractic office visits and manipulations
covered. Pre-certification required for

poucars | S VS| 2% ovor st | 0% conrareser e | i modcalos.
ovider's . E You may have to pay for services that aren't
.| Preventive care/ | ' : Trbt: .
office or clinic | ————— . . | preventive. Ask your provider if the services
m{bn No Charge ! 50% coinsurance after deductible | you need are prevenive. Then check what
| your plan will pay for.
Hycubaves W (x-ray, 20% coinsurance after deductible | 50% coinsurance after deductible | None
bat BRGNS T CT[Scans, 20% coinsurance after deductible | 50% coinsurance after deductible | Pre-certification required.
MRIs)
If you need Prescription drug cost share applies to the
drugs to treat Generic drugs 20% coinsurance after deductible Medical deductible and out-of-pocket
yourillnessor | -] e
:;"dmm BicterediBrand Name  If you use a Non-Participating Acute Retail Medications: up to a 30-day
; ;Jre i ) ey 20% coinsuranice after deductible | Pharmacy, the cost will be an supply.
:‘bg[:?a o] 9 additional 20% penalty. | Maintenance Medications {Performance 90
! e o ' Pharmacy or Mail Order): up to a 80-day
prescription Y )
drug coverage | Non-Preferred Brand- 20% coinsurance after deductible suply.
is avallable at | Name drugs Specialty drugs: up to a 30-day supply.
www.medtraknx. : ; ot
com Specialty drugs 20% coinsurance after deductible | Not Available E:s:rr;rg_ental IR 2 e TP ETE
I ro Fave Facility fee (e.g., o _
uyt atient ambulatory surgery 20% coinsurance after deductlible | 50% coinsurance afler deductible | Pre-certification required.
:urpe : center) B
gery Physician/surgeon fees | 20% coinsurance after deductible | 50% coinsurance after deductible | None
If od Emergency room care 20% coinsurance after network deductible None
i yog d';:te EmCey mediral Transportation limited to the nearest hospital
:J:i cal 33 sqo rta:; o 20% coinsurance after network deductible or skilled nursing facility that can provide the
attention Hansponation 1 = rw- B _ _ necessary medical treatment.
| 20% coinsurance after deductible | 50% coinsurance after deductible

Urgent care

None
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A All coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.
What You Will Pay

Common
Medical Event

Services You May Need

Netwark Provider

Non-Network Provider

Limitations, Exceptions, & Other Important
Information

(You will pay the least)

(You will pay the most)

If you have a foa(::r;l:;y A ' 20% coinsurance after deductible | 50% coinsurance after deductible | %r%m rﬁggﬁ%ggg‘g nt?n;;r:]-::tmfy
WL Physician/surgeon foes T20% coinsurance after deductible | 50% coinsurance affer deductible | None
If V°:‘ :‘:edlth Outpatient services | 20% coinsurance after deductible | 50% coinsurance after deductible | None
mental health, - — — -
pehavior Pre-certificati ired. Failure t riify
health, or : 3 % coi : o o - rre-certincation required. Failure to pre-certi
st Inpatient services 20% coinsurance after deductible | 50% coinsurance after deductible will resultin a penalty of $500/confinement,
abuse services
Office visits | No charge | 50% coinsurance after deductible | Cost sharing does not apply to certain
Childbirth/delivery . . . . preventive services. Depending on the type of
If you are _professional services 20% coinsurance a“efef“""b'e_ff’_% gg_lw S deductut_:lew services, deductibie and coinsurance may
pregnant l ! apply. Maternity care may include tests and
i g:rl\l,? : ;rsth!delwery facnllty | 20% coinsurance after deductible | 50% coinsurance after deductible | services described elsewhere in the SBC {ie. |
i . e | ulrasound). e
. . . .| Limited to 40 visits/calendar year. Pre-
0,
| He Home health care _23"&_CT15_U_ra_nq? _aﬁa_r E!?d_uitﬂe_z 50 _/o comsurantig éfer q§d99t_|_tale certification required. |
| Rehabilitation services | 20% coinsurance after deductible | 50% coinsurance after deductible | Outpatient therapies calendar year maximum
' limit: 25 visits combined for physical, |
occupational and speech therapy. Pre-
E ylou need Habilitation services 20% coinsurance after deductible | 50% coinsurance after deductible certifl::ation require[rji for Physicgr, 6(.:ajpational
reecgv Aopar S - - and Speech therapies.
Rave :the?' ! | Limited to 30 days/calendar year. Pre-
spacial health Skilled nursing care 20% coinsurance after deductible | 50% coinsurance after deductible | certification required. Failure to pre-certify will
ngads Ea=na g - result in a penalty of $500/confinement.
Durable medical . . . . Rental up to the purchase price, Pre-
equipment 20% coinsurance after deductible | 50% coinsurance after deductible | . e oo required.
Inpatient stays: Pre-certification required.
Hospice services 20% coinsurance after deductible | 50% coinsurance after deductible | Failure to pre-certify will result in a penalty of
Gt re = ] o) | $500/confinement.
[ if your child | Children’s eye exam ! No Charge Limited to one exam/calendar year. g
Children’s glasses Not Covered i
nepRiena Children’s dental check- . Limited to one exam, cleaning & polishing/
or eye care No Charge - Birth up to 19 years
up calendar year. Excludes dental x-rays.
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_Excluded Services & Other Covered Services: =~~~ = e g

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)
e Acupuncture e Long-Term Care

= Bariatric Surgery : ﬂ?:;?;t(; ?‘ﬁz(n?r:.:::z ¢ Routine Foot Care

e Cosmetic Surgery o Weight Loss Programs

Other Covered Services (Limitations may apply to these services. This isn't a complete list. Please see your plan document.)
o Chiropractic Care — Pre-certification

required * Non-emergency care when traveling outside
o Hearing Aids {limited to 1 each ear every 3 the U.S.

benefit years and $1,500 per aid)

Private-Duty Nursing (Home Health only) — Pre-certification
required
* Routine Eye Care - limited to 1 exam/calendar year

Your Rights to Continue Coverage: There are agencies that can help if you want to continue your coverage after it ends. The contact information for those
agencies is; Benefit Management, LLC, PO Box 1090, Great Bend, KS 67530, (800) 290-1368; or the Department of Labor, Employee benefits Security
Administration at 1-866-444-3272 or www.dol.qov/ebsarhealthreform. Other coverage options may be available to you too, including buying individual insurance
coverage through the Health Insurance Marketplace. For more information about the Markelplace, visit www.HealthCare.qov or call 1-800-318-2536.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also
provide complete information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance,
contact: Benefit Management, LLC, PO Box 1090, Great Bend, KS 67530, (800) 290-1368; or the Department of Labor, Employee benefits Security Administration at
1-866-444-3272 or www.dol.qov/ebsa/healthreform.

Does this plan provide Minimum Essential Coverage? Yes.
If you don’t have Minimum Essential Coverage for a month, you'll have to make a payment when you file your tax retum unless you qualify for an exemption from the
requirement that you have health coverage for that month.

Does this plan meet Minimum Value Standards? Yes.
If your plan doesn't meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace,

Language Access Services:
Spanish (Espariol); Para obtener asistencia en Espafiol, llame al (800) 290-1368.
Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa (800) 290-1368.

Chinese (P 3X): 2R B E P LA#ER), 1HIRATIXANSTS (800) 290-1368.
Navajo {Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne’ (800) 290-1368.
To see examples of how this plan might cover costs for a sample medical situation, see the next section.
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About these Coverage Examples: o N S

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be
different depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing
amounts (deductibles, copayments and coinsurance} and excluded services under the plan. Use this information to compare the portion of
costs you might pay under dufferent health gla_n_ s. Please note these coverage examples are based on self-only coverage

Peg is Having a Baby

(9 months of in-network pre-natal care and a
nospital delivery)

B The plan’s overall deductible $5,000
B Primary care copayment $0
M Hospital (facility) coinsurance 0%
= Other coinsurance 0%

This EXAMPLE event includes services like:
Primary care office visits (prenalal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services

Diagnostic tests (ultrasounds and blood work)
Specialist visit (anesthesia)

Total Example Cost [ s12840
In this example, Peg would pay: =
~ CostSharing
Deductibles | $5000
Copayments %0
Coinsurance %0
What isn't covered _
Limits or exclusmns ' $60

The total Pog would payis

The plan would be responsible for the other costs of these EXAMPLE covered services.

Managing Joe's type 2 Diabetes
{a year of routing in-network care of a weli-
controlled condition)

B The plan's overall deductible $5,000
W Specialist copayment $0
B Hospital (facility) coinsurance 0%
m Qther coinsurance 0%

This EXAMPLE event includes services like:
Primary care physician office visits {including
disease education)

Diagnostic tests (blood work}

Prescription drugs

Durable medical equipment (glucose meter)

Mia's Simple Fracture

(in-network emergency room visit and follow up

care)
® The plan's overall deductible $5,000
W Specialist copayment $0
W Hospital (facility) ceinsurance 0%
& Other coinsurance 0%

This EXAMPLE event includes services like:
Emergency room care {including medical
supplies)

Diagnostic test (x-ray)

Durable medical equipment (crufches)
Rehabilitation services (physical therapy)

TotalExampleCost | $7480  TotalExampleCost [ $2010
In this example, Joe would pay: ~ Inthis example, Mia would pay:
E _Cost Sharing o B n __ Cost Sharing .
Deductbles | $5000  Deductbles $1,920
Copayments e oo 4, 80, Copayments (G
Coinsurance ~ $0  Coinsurance %0

‘What isn't covered _ What isn't covered

L|m|ts or exclusmns %60 Limits or exclusions %0

The ml Joe w would payis $5,060 The total Mia would payis $1,920
Sof5




Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services
Oklahoma Sports & Orthopedic Institute: OSOI Employee Health Care Plan - Buy Up Plan

45

Coverage Period: 01/01/2019 — 12/31/2019
Coverage for: Family | Plan Type: PPO

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you and the plan would
share the cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately.

This is only a summary. For more information about your coverage, or to get a copy of the complete terms of coverage, call 1-800-290-1368 or go to
www.benefitmanagementilc.com. For general definitions of common terms, such as allowed amount, balance billing, coinsurance, copayment, deductible, provider,
or other underlined terms see the Glossary. You can view the Glossary at www.healthcare.gov/sbc-glossary or call 1-800-290-1368 to request a copy.

Important Questions

What is the overall
deductible?

Are there services covered
before you meet your
deductible?

Answers

Per calendar year: Network providers
$1,000/individual, $3,000/family; non-
network $2,000/individual, $6,000/family.
Network and non-network deductibles
accumulate together.

Yes. Preventive eye and hearing exams;
network office visits, emergency medical
transportation, network preventive care,
and prescription drugs are covered
before you meet your deductible.

Are théfe other deductlbles
for specific services?

No. There are no other specific
deductibles.

Why This Matters:

Generally, you must pay all of the costs from providers up to the deductible amount
before this plan begins to pay. If you have other family members on the plan, each
family member must meet their own individual deductible until the total amount of
deductible expenses paid by all farnily members meets the overall family deductible,

This plan covers some items and services even if you haven't yet met the deductible
amount. But a copayment or coinsurance may apply. For example, this plan covers
certain preventive services without cost-sharing and before you meet your deductible.
See a list of covered preventive services at

https: Ilwww healthcare gov/coverage/preventive-care- beneﬁts!

You don't have to meet deductibles for specific services,

What is the out-of-pocket
limit for this J&?

What is not included in
the out-of-pocket limit?

Per calendar year: Network providers
$6,000/individual, $13,200/family; non-
network unlimited.

| The out-c_)f-pocket limit is the most you could pay in a year for covered services. If you
| have other family members in this plan, they have to meet their own out-of-pocket

limits until the overall family out-of-pocket limit has been met.

Premiums, balance- bnlhnq charges health
care this plan doesn’t cover, and
penalties for failure to obtain pre-
certification for services,

Even though you pay these expenses, they don't count toward the out-of-pocket limit.

Will you pay less if you use a
network provider?

| Yes. Cigna. See www.cigna.com or call
| (800) 230-1368 for a list of network
providers.

This plan uses a provider network. You will pay less if you use a provider in the plan’s
network. You will pay the most if you use a non-network provider, and you might
receive a bill from a provider for the difference between the provider's charge and
what your plan pays (balance billing). Be aware, your network provider might use a
non-network provider for some services (such as lab work). Check with your provider
before you get services.

Do you need a referral to see
a specialist?

No. You don't need a referral to see a

You can see the specialist you choose without a referral.

specialist,
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A All coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.
What You Will Pay

Commaon
Medical Event

Services You May
Need

Network Provider
{You will pay the least)

Non-Network
Provider
(You will pay the

Limitations, Exceptions, & Other Important
Information

most)
; At | Copayment covers the office visit and lab & x-ray
f’nmtary care visit to . o 330 ey (excludes advanced imaging services) received in an
| 'Irlflae LAl LDy : £opaymvs office su:tting and applies regardless of the service
I ' ss: _ 1 g =, = receiver]. All other covered services rendered during the
- 1 visit are subject to applicable plan benefits.
If you visit a health o . . Copayment covers chiropractic office visit and
care provider's Specialist visit $30 copaylvisit $30 copaylvisit manipu ation. Pre-certification required for chiropractic
office or clinic } e ] R  care, infusion therapy, and injectable medications,.
You may have to pay for services that aren’t preventive.
Preventive care/ | Ask your provider if the services you need are
screening/ | No Charge $35 copay/ office visit | preventive, Then check what your plan will pay for. Non-
immunization | network copayment covers the office visit only, all other
! service:; are subject to applicable plan benefits.
Diagnostic test {x- o - Lab & x-ray rendered in the office sefting during an office
ray, blood work) 20% coinsurance 50% colsurance visit are covered under the office visit copayment.
If you haveatest ( °~ . o P s pe
Imaging (CT/PET | . = [P .
scans, MRIs) 20% coinsurance | 50% coinsurance Pre-certification required.
30-day: $20 copay, a DLl Prescription drug co-pays and specialty drug cost-share
gRoved amountSis1C0lonarealer are sukject to the medical maximum out-of-pocket limit
If you need drugs Generic drugs g}f ga$ %0;5—9“!8 :0 Iap re:g:;r:stlso&e If you use a Non- After the out-of-pocket limit is met for the calendar year,
2203y $oU copay, I iqi inti 9
?r tcr;::j rti:::: iliness allowed amount is $200 or greater, Eﬁmlpallﬂg ) eligible prescription drugs are covered at 100%.
inti armacy, you wi -
More information e WNEN 515 CopRY binscrption.___J pay the ng&;} ment Acute Retail Medications: up to a 30-day supply.
about prescription | Preferred Brand- 30-day: $40 copay/prescription plus an additional Maintenance Medications (Performance 90 Pharmacy or
drug coverage is Name drugs 90-day: $100 copayfprescription | g0, penalty. Mail Order): up to a 90-day supply.
available at T D o 1
www.medtrakn.com | Non-Preferred 30-day: $60 copay/prescription Specia ty drugs: up to a 30-day supply.
Brand-Name drugs | 90-day: $150 copay/prescription
Specialty drugs 20% of the allowed amount Not Available Experinental & investigational drugs are not covered.
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A All coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Common

Services You May

What You Will Pay
Non-Network

Limitations, Exceptions, & Other Important

: Network Provider Provider :
Medical Event Need (You will pay the least) (You will pay the Information
most)
zﬁgmtfge (:u?e $200 copayfincident and $200 copayfincident Pre-certification required
If you have center) Y SUIGETY | 20% coinsurance and 50% coinsurance | —o-oeriicalon fequirea.
outpatient surgery o T r P =
Fezisicuanfsurgeon 20% coinsurance ' 50% coinsurance | None
Emergency room $100 copay/visit and 20% coinsurance Copayment waived if confined under observation hours
care after network deductible or admitted inpatient.
: Transportation limited to the nearest hospital or skilled
If you need :—Zr;esm::;:iror:edlcal No Charge nursing facility that can provide the necessary medical
immediate medical | —-LH:__ — = = S ___]treatment.
attention Copayment covers the office visit, lab & x-ray (excludes
Uraent care $30 copayhvisit $30 copayhvisit advanced imaging services) and applies regardless of
~IGELE T — £0p3Y the service received. Alf other covered services rendered
during the visit are subject to applicable plan benefits.
Facility fee (e.g., $500 copay/admission and 20% | $750 copay/ admission| Pre-certification required. Failure to pre-certify will result
If you have a hospital room) coinsurance and 50% coinsurance | in a penalty of $500/confinement.
hospital sta ' Phvsiciz T ! B e S
5 Y fl:r;ismlanfsurgeon 20% coinsurance 50% coinsurance None
_ Copayment covers the office visit, lab & x-ray (excludes
| advanced imaging services) and applies regardless of
Ey‘::'hnm ":;;:t:'l Outpatient services | $30 conahvisit | $30 copaylvisit the service received. All other covered services rendered
health’ = 8 P Lopay topay during the visit are subject to applicable plan benefits. All
sﬁgstz;nce AT other covered services rendered during the visit are
Y - = , | subjectto applicable plan benefits.
T T e r $500 copay/admission and $750 copayfadmission | Pre-certification required. Failure to pre-certify will result
P 20% coinsurance and 50% coinsurance | in a penalty of $500/confinement.
Officevisits ' Nocharge =~ |50%coinsurance | Cost sharing does not apply to certain preventive
Childbirth/delivery I of services. Depending on the type of services, deductible
If you are pregnant | professional services 20% coinsurance 59_/2%?'—";% and coinsurance may apply. Matemnity care may include
Childbirth/delivery | $500 copay/admission and 20% | $750 copay/ admission| tests and services described elsewhere in the SBC (i.e.

facility services

coinsurance | and 50% coinsurance
— o

ultrasound).
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A All coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.
What You Will Pay

Common Services You May : Non-Network Limitations, Exceptions, & Other Important
Network Provider Provider

L. T 20l Heed (You will pay the least) (You will pay the ] et

most)

Limited to 40 visits/calendar yar. Pre-certification

% co g |
tomebedhcoe |Whohares | Shcobsioe | i _ |
Rehabilitation ' ; TPt Qutpatient therapies calendar year r maximum limit: 25
| services . 20?“ w _ | 50% coinsurance visits combined for physical, occupational and speech
. ) ) Pre-certificati ired for Physical,
| Ifyou l:ieed he:]p Habilitation services “20% coinsurance - .50% coinsurance _gfﬁ%.ﬂ%ﬂ:;zs x isma _ o
:)et;::: :giglrh::lgh Limited to 30 days/calendar year. Pre-ceriification
i p Skilled nursing care | 20% coinsurance | 50% coinsurance required. Failure to pre-certify will result in a penalty of
needs — —————
| $500fconfinement.
Durable medical O of Rental uip fo the purchase pnce Pre-certification
equpment | ?0/0 courlsu?nce | 50% coms?rance | requirest. B
; : O e 1npat|ertstays Pre-certification requlred Failure to pre-
Hospice services ! 20% coinsurance ; 50% goinsurance certify vall result in a penalty of $500/confinement.
| Children’s eye exam | ) ~ NoCharge - | Limited to one exam/calendar year.
If your child needs | Children'sglasses | Not LCovered =S 1 s NI o [ e S T
dental or eye care | Children’s dental Limited to one exam, cleaning & polishing/calendar year.
check-up A Charge IR, Exclude:s dental x-rays.

Excluded Services & Other Covered Services:
Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other exciuded services.)
e Acupuncture e Long-Term Care

. ¢ Dental Care (Adult) .
° Banatnq Surgery o Infertity Treatment . Rogtlne Foot Care
» Cosmetic Surgery » Weight Loss Programs

‘Other Covered Services (Limitations may apply to these services. This isn't a complete list. Please see your plan document.)
Chiropractic Care - Pre-certification
required » Non-emergency care when traveling outside the
« Hearing Aids (limited to 1 each ear every 3 u.S.
benefit years and $1,500 per aid)

o Private-Duty Nursing (Home Health only) - Pre-
certification required
¢ Roltine Eye Care - limited to 1 exam/calendar year
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Your Rights to Continue Coverage: There are agencies that can help if you wani to continue your coverage after it ends. The contact information for those
agencles is: Benefit Management, LLC, PO Box 1090, Great Bend, KS 67530, (800) 290-1368; or the Department of Labor, Employee benefits Security
Administration at 1-866-444-3272 or www.dol.gov/ebsa/healthreform. Other coverage options may be available to you too, including buying individual insurance
coverage through the Health Insurance Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596.

Your Grievance and Appeals Rights: There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a
grievance or appeal. For more information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also
provide complete information to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance,
contact; Benefit Management, LLC, PO Box 1090, Great Bend, KS 67530, (800) 290-1368; or the Department of Labor, Employee benefits Security Administration at
1-866-444-3272 or www.dol.gov/ebsa/healthreform.

Does this plan provide Minimum Essential Coverage? Yes.
If you don't have Minimum Essential Coverage for a month, you'll have to make a payment when you file your tax retum unless you qualify for an exemption from the
requirement that you have health coverage for that month.

Does this plan meet Minimum Value Standards? Yes.
If your plan doesn't meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.

Language Access Services:
Spanish (Espariol): Para obtener asistencia en Espaiiol, [lame al (300) 290-1368.
Tagalog {Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa (800) 290-1368.

Chinese (1) MEFHE=p J0p7ER), 1BIRITIX AN 515 (800) 290-1368.
Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo hoine' (800) 290-1368.
To see examples of how this plan might cover costs for a sample medical situation, see the next section.
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About these Coverage Examples:

This is not a cost estimator. Treatments shown are just exampies of how this plan might cover medical care. Your actual costs will be
different depending on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing
amounts (deductibles, copayments and coinsurance) and excluded services under the plan. 1Jse this information to compare the portion of

Peg is Having a Baby

(9 mcnths of in-network pre-natal care and a

! costs you might pay under different health plans. Please note these coverage examples are biased on self-only coverage.

Managing Joe's type 2 Diabetes
(a year of routine in-network care of a well-

hospital delivery)

M The plan's overall deductible $1,000
M Primary care copayment $30

B Hospital (facility) coinsurance 20%
B Other coinsurance 20%

This EXAMPLE event includes services like:
Primary care office visits (prenatal care)
Childbirth/Delivery Professional Services
Childbirth/Delivery Facility Services

Diagnostic tests {ultrasounds and blood work)
Specialist visit (anesthesia)

Total Example Cost | $12840
In this example, Pegwouldpay:

L _ . CostSharing
Deductbles | $1.000
Copayments $620
Coinswance | $2480

What isn't covered

Limitsorexclusions ~~~ $60
Thetotal Pegwouldpayls = $4,160

The plan would be responsible for the other costs of these EXAMPLE covered services.

controlled condition)

H The plan's overall deductible $1,000
H Specialist copayment $30

Mia’s Simple Fracture

' {in-network emergency room visit and follow up
care)

B The plan’s overall deductible $1,000
Im Specialist copayment $30

H Hospital (facility) coinsurance 20% W Hospital (facility) coinsurance 20%

M Other coinsurance 20% W Other coinsurance 20%

This EXAMPLE event includes services like: This EXAMPLE event includes services like:

Primary care physician office visits {including t:mergency room care {including medical

disease education) supplies)

Diagnostic tests (blood work) Diagnostic test (x-ray)

Prescription drugs IJurable medical equipment (crutches)

Durable medical equipment (glucose meter) Rehabilitation services (physical therapy)

Total Example Cost | $7460  Total Example Cost __$2010
in this example, Joe would pay: In this example, Miawouldpay:

. CostSharng ~ CostShaing
_Deductibles . $1000  Deductbles $700

_Copayments | §1160  Copayments = $190
Coinsurance | $370 Coinsurance | $180

~ Wnatisntcovered ~_ What isn't covered
Limits or exclusions | $80  Limisorexcwsons | $0
The total Joewouldpayis | $2580  ThetotalMiawouldpayls |  $1.070
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My MedTrakRx Benefits

ONLINE ACCESS TO YOUR PRESCRIPTION
INFORMATION

My MedTrakRx provides you with up-to-date prescription information to help
you understand your Plan’s pharmacy benefit program. Once you register for

an accounl, you'll have access to numerous tools including; W hy R e g I Ste r?

RxPriceFinder

. , Fi ;
Look up the cost of current or future prescriptions with Rx Price R Sra e

near you
Finder. Simply enter the name and quantity of the medication and Rx y
Price Finder will provide your copay, the Pian pay and when available, Find drug information and
lower costattematives. pessible side effects

Find lower cosl alternatives to
heip you save moneyon your

My Medicine Cabinet Pt
prescriptions!

View information about your medications such as drug descriptions,
safety information and more. You'll aiso be able lo view and print
your full Rx claims history.

Pharmacy Locator

Search among 64,000+ pharmacies that are part of our pharmacy
networks. Through the Pharmacy Locator tool, you'll also be able to
find pharmacies that have high generic fill rates, low everyday pricing
or better customer service.

If you have questions about registering for an account or how to use our website, please contact
a Pharmacy Benefit Advisor at 800-771-4648.

800-844-07%4 | medirair.com




Member Information MEDTRAKR,

MedTrakRx Member Website

Benefits of Registering

As a MedTrakRx Member, you and your dependents have secure, online access 1o valuable information regarding your

prescription benefits. By registering at www. medtrakn: com, you have access o a multitude of information and resources
including:

Prescription Drug Claims, Cost & Co-Pay Amount

Lower Cosi Prescription Alternatives

Phamacy Network Locator with phone, directions and more!
Preferred Drug Lists

HIPAA Confidentiality Forms

Mail Order Pharmacy Provider (If applicable)
Instructions/Forms for Reimbursement (if applicable)
Research drugs and health conditions

MedTrakiRx's HealthWise Member Newsletter

FAQs and More!

in order to gain access to this information and more, you will need to register at
www.medtrakrx.com. Please note that under no circumstances will MedTrakRx ever provide your personalinformation
fo anyone outside of MedTrakRx without your prior written consent.

How to Register

1. o to www.medtrakne com

2. Click on the 'Register Now! hyperlink located under the fogin button on the right
hand side of the sile e e e
3. Once at the 'Member Registration’ page, complete the required registration T BT

fields. Your Cardholder ID can be found on your insurance card.
Once registered, you may visit www.medtrakrx.com 24/7 to accessinformation
regarding your prescription benefit plan.

Due lo HIPAA legislation, Members are only allowed to view the personal heaith
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information foryourselfand any dependents underthe age of18. You can request access for these dependents under the "My
Account' page. They must provide permission for access through one user name. If you have any questions, please contact a

MedTrakRx Pharmacy Benefit Advisor at800-771-4648.

800-894-0794 | medtrakrx.com




FIND A HEALTH CARE PROVIDER

With a growing nationwide PPO network* of more than 940,000 health care professionals and more
than 6,300 facilities, Cigna offers you a range of quality choices to help you stay healthy.

1. Visit Cigna.com and click “Find a Doctor” {upper right).

7 Cigen | o § e ] a

3. On the next page, click “Pick” [small pink bex) to select a
plan.

2. On the next page, click on “Plans through your employer or
school” on the right side, under “Not a Cigna Customer Yet?”

2 Ogna [E===Ea|

et = o3 Dt

i Find a Doctor, Dentist, or Faciiity

Cigna Customers Not & Cigma Customer Yat?

Ut et e ' s o oy g g, TS A
Sty

o skt 0 i ol ) i £ 0% AP o s

. e & s Ry 5 W
e s Gty
" Covre pin b bt & st

4. In the pop-up box that appears, click “MEDICAL PLANS”
and select “PPO, Choice Fund PPO.” Click “CHOOSE,” and
then you may begin searching for providers.

SELECT & FLAN FORN YOUR BEANCH =

q :“ mm a W VO SLERADY il & CHENMA BLAM...
L Sy e Y B el A LOORINE PO A SILA PLAM.
D & DOCTON, DENNST OF RACILITY "
Wb v
Fnda.
» - [
= ] i
| e |
Indicades requered beit
n ¢ " Prosider ype * MirpietPrycsinet O Cilse 0 Hesptmbolonsor ol Frigram R b i Py
If you’re looking for a mental health or substance abuse T Sp—
professional, visit apps.CignaBehavioral.com and click 7 Becade
2p Redus 5 iy 13 » F=3
“Provider Directory”. e tnm .
AQE TRAGE 20Ty
On the following page, scroll down to search for a provider = =

in the section shown here.

Fome. Tanms i dan

A U TR AEIW] riosd EAP bematin

*“Cigna PPO Network” refers to the health care providers {doctors, hospitals, specialists] controcted as part of the Cigna FPO Network for Shared Administration



Benefit Check

Your access to health information on-line!

For 24/7 access, please utilize the Establishing Your Portal Account guide to set up a username
and password.

Benefit Check provides the following:
+ Member Access

— View Medical Claims History

— View & Print Medical Explanation of Benefits
— View Deductibles and other Accumulators

— View Eligibility and Enrollment History

— View Your Medical Plan Document

— Print your Medical ID Card or request Medical ID cards to be

mailed to you.
' benefit

management



Web Guide to Establishing Your Portal Account

STEP 1 - Visit the Web Page
N
N7

Enter the Benefit Management web address:
hitps://benefitmanagementllc.com/

Value. Simplified.

Yot "we beer wakthng fov ibe fight sofotion, vow Lakr full
sdvaniage of valoe - based coptracts and rehmbarseme mt

Click on:1am a Member

“y benefit

STEP 2 - Select Your Login Classification ELASE ARSI

Rediscover the valoe of your benefits  explore shinple lonls 10 1rack
clabinis, stesiitor o vond halanees, st document s and puoee

Click on: Member Login

) ==z ]

STEP 3 — Register

Ertior your waar wase aod password 10 Fgn i
Frssowont

Click on: Register New User
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’ Bievins Shew ibnin Uvtrraves ety Posreeond ety



STEP 4 — Create a New User Account

Enter a Username & Email address.
{Username is case sensitive.)

Verify your user type.

Click on: Submit

£nter a unique Username of +-10 characters. The Userneme wiil identify
you whan you log in.

Plesse note: H you have Y fully reg d for a U\
you will not be sbie to requast another oie. CONLACT yOuf SyStem
1 for
| userneme
Emai
Address:

What Type of Liser

# aLeaoe subcobar
are yaT

37 a daparde. of the ST

= 8 powder

) (

Suomi

|

STEP 5 — Verify Your ldentity

Click on appropriate Radio Button for ‘ID Type' and enter
your Social Security Number or Participant ID {found on
the front of your identification card).

Enter the remaining information.

Click on: Next

1D Type: ® Padicipant ID S5N
Participant ID:
Farticipant Last Name:

Participant ZIP:Postal Code:

Participant Date of Birth
w33 Yy

(Carcs. ] [3iem ]

STEP 6 — Establish your Password
Enter your Password. (Password is case sensitive.}
Verify your password and provide a hint.

In the event you experience problems, please contact
Benefit Management at 800-290-1368.

Enter and confirm a password. A valid password
contains 1-20 characters.

Enter Password:
Verity Password:

Password Hint [max 30 chars): "




Getting an ID Card Image

The Purpose of this procedure is to show how to obtain a digital copy of your Insurance 1D Card, which
can be saved, printed, and/or emailed.

Note: Follow the same steps to get the image on your phone. Simply go to your phones internet
browser. Typical internet browsers are Internet Employer, Google Chrome, Safari, Firefox.

1. Go to benefitcheckaccess.com and Login. Register a new user if you don't have a login.

EFIes yOur wear naene and pessmond 10 siga In

2. After logging in go to Resources then ID Card Image.
Statud Resources i

Document Library
D Card image

- } J Weicoma to the LumnX Ir
,..-rm' efficient way 1o 8cCess Yoo

3. On the right side click on "Submit’ and the Image of your card should show up. If it doesn’t you
can click on 'Open in New Window' and the image will pull up in a new window.

help

Open in New Window Submit

e R T A R e ey
OPO1_IDCIOL 170629 Page 1



4. The image that pulls up is like any other PDF document. You can download to save to your
computer or phone then email, or you can print the image.

Stotus Resoulces Cugioim

ID Card Image help

Participant: I Open in New Window | | Submit

DisplayPdf.aspx
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My MedTrakRx Benefits MEDTRAKR,

ONLINE ACCESS TO YOUR PRESCRIPTION
INFORMATION

My MedTrakRx provides you with up-lo-date prescription information to help
you understand your Plan's pharmacy benefit program. Once you register for
an account, you'll have access lo numerous 10ols including:

RxPriceFinder

Look up the cost of current or future prescriptions with Rx Price
Finder. Simply enter the name and quantity of the medication and Rx
Price Finder will provide your ¢copay, the Plan pay and when available,
lower costalternatives.

My Medicine Cabinet

View information about your medications such as drug descriptions,
safety information and more. You'll also be abie to view and print
your full Rx claims history

Pharmacy Locator

Search among 64,000+ pharmacies that are part of our pharmacy
networks. Through the Pharmacy Locator tool, you'll also be able {o
find pharmacies that have high generic fill rates, low everyday pricing
or better customer service.

If you have questions about registering for an account or how lo use our website, please conlact
a Pharmacy Benefit Advisor at 800-771-4648,

500-862-07%4 | medirakn.com




Member Information MEDTRAKR,

MedTrakRx Member Website

Benefits of Registering

As a MedTrakRx Member, you and your dependents have secure, online access to valuable information regarding your
prescription benefits. By registering at www.medtrakrx.com, you have access to a multitude of information and resources
including:

¢  Prescription Drug Claims, Cost & Co-Pay Amount

+  Lower Cost Prescription Alternatives

o  Phamacy Network Locator with phone, directions and more!
o  Preferred Drug Lists

» HIPAA Confidentiality Forms

s Mail Order Pharmacy Provider (If applicable)

o Instructions/Farms for Reimbursement (If applicable)

¢ Research drugs and health conditions

¢ MedTrakRx's HealthWise Member Newsletter

e FAQs and Move!

In order to gain access io this information and more, you will need to register at
www.medtraknc.com. Please nole that under no circumstances will MedTrakRx ever provide your personaiinformation
to anyone outside of MedTrakRx without your prior written consent.,

How to Register

1. Go to www.medirakne.com

2. Click on the 'Register Now!" hyperiink located under the login button on the right
hand side of the site el o

3. Once at the ‘Member Registration’ page, complete the required registraton ===
fields. Your Cardhoider ID can be found on your insurance card.

4. Once registered, you may visit www.medirakrx.com 24/7 to accessinformation
regarding your prescription benefit plan.

Due to HiPAA legislation, Members are only allowed to viewthe personal health

informationfor yourself and any dependents underthe age of 18. You can request access for these dependents under the 'My
Account’ page. They must provide permission for access through one user name. If you have any questions, please contact a
MedTrakRx Pharmacy Benefit Advisor at 800-771-4648,



FIND A HEALTH CARE PROVIDER

With a growing nationwide PPO network* of more than 940,000 health care professionals and more
than 6,300 facilities, Cigna offers you a range of quality choices to help you stay healthy.

2. On the next page, click on “Plans through your employer or

1. Visit Cigna.com and click “Find a Doctor” {upper right).
s lupper right) schoal” on the right side, under “Not a Cigna Customer Yet?”

¥ Cigne e = e eas |

Find a Doctor, Dentist, or Facility

.

Cigna Customers Not 8 Clgna Customaer Yat?

w4 s by ' P

. 4. In the pop-up box that appears, click “MEDICAL PLANS"
3. On the next page, click “Pick” (small pink box) to selecta and select “PPO, Choice Fund PPO.” Click “CHOOSE,” and

e then you may begin searching for providers.

SELECT A PLAM FOR YOUR SEACH
- YOU ALTLADY HAYY & CAPMLE FLAR..

T YOU AN LOOIINE FOR A CIBNA FLAN..

Flhrad .
- L
= = =3 P—
=3
Inchcains reguired dnid
0 " Prowae e # ThergestPrycsaiest  Chmc  HesolabGuamirll Fregien L a——"
If you're looking for a mental health or substance abuse —— e B
professional, visit apps.CignaBehavioral.com and click um e el
“Provider Directory”. Lt .
Ao rage aprauly B -
On the following page, scroll down to search for a provider L] %
in the section shown here.
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*~Cigna PPQ Network” refers to the health care providers (doctors, hospitals, specialists] contracted os part of the Cigna PPO Network for Shared Administration.



DELTA DENTAL
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2019 Delta Dental Rates

Oklahoma Sports & Orthopedics Institute

Delta Dental PPO — Plus Premier — Semi-Monthly

Employee Only.......cocverreriiemmersccsersenesnenns $24.17
Employee + SPoUSE.......c.uvevrmeeresercnnrensens $48.35
Employee + Child(ren)...c..ccccecrnrerncerecrennes $68.74
Employee + Family....ccceerrcrnnrcncrannsencsens $92.91

Delta Dental Base PPO — Semi-Monthly

Employee Only.......ccceeisreerernnnsnsvessansensas $14.95
Employee + SPOUSE......coreeerecsnnesesennssansens $29.91
Employee + Child(ren)........c.ceceveeerrrcrinsee $42.52

Employee + Family.....cceerrcreniersnerensnnens $57.46



Delta Dental Program Highlights

For Employees of OKLAHOMA SPORTS AND ORTHOPEDICS INSTITUTE » 0003718
Delta Dental PPQ — Plus Premier — Buy Up ¢ January 2019

Your Program Highlights provides a brief description of the most important features of your group’s dental benefits
program. [f you have more specific questions regarding your benefits, please contact Delta Dental of Oklahoma's
Customer Service Department at 405-607-2100 (OKC Metro) or 800-522-0188 (Toll Free).

Dental benefits for participants and covered dependents are payable for eligible dental treatment not otherwise
limited or excluded, and shall be paid in accordance with the benefit provisions of your plan, as follows:

Percent Payable for Covered and Allowable Dental Services

Class I:

Diagnostic and Preventive Services

Class Il;

Basic Services such as amalgam and composite fillings

Class lil:

Major Services such as crowns, dentures and implants

Class IV:

Orthodontic Services are availabie to dependent children under age 26

100%

80%

50%

50%

Deductible and Maximum Amounts

Annual Maximum Benefit and Deductible Accumulation Period January 1 - December 31

Annual Deductible Per Person — applies to Classes Il and Il $50*
Annual Maximum Benefit Per Person — applies to Classes |, H and Ill combined $2,000%*
Lifetime Maximum Benefit Payment Per Child —applies to Class IV only 51,500

*Family Deductible not to exceed 3 times the Annual Deductible Per Person.
**Benefits paid by the plan for covered oral evaluations and routine prophylaxis {cleanings) will not reduce your
Annual Maximum Benefit Per Person for Classes I, I! and Ill combined services.

Endodontics, Periodontics and Oral Surgery are covered benefits under Class 1l Services.

Eligibie dependent children can be covered to age twenty-six (26}.

The information contained herein is not intended as a Summary Plan Description nor is it designed to serve as Evidence of Coverage for this
program. Some benefits are subject to limitations such as age of patient, frequency of procedure, exclusions, etc,

UW-01, Revised: Nov 2015 CONFIDENTIAL




Your dental benefits program allows payment for eligible services performed by any properly iicensed dentist. However,
maximum savings and lower out-of-pocket expenses are achieved when treatment is provided by a Delta Dental participating
dentist. Below is an illustration of a typical 100/80/50/50 plan, assuming annual deductible has been satisfied.

Delta Dental PPO participating dentist Delta Dental Premier participating dentist Qut-of-Network dentist

Dentist Charge $100 | Dentist Charge $100 | Dentist Charge $100
PPO Maximum Allowabie $70 | Premier Maximum Allowable 585 | Prevailing Fee 4§75
Plan pays Plan pays Plan pays

80% of PPO Allowable — 80% of Premier Allowable 563 80% of Prevailing Fee —
You pay 14 You pay 17 You pay $40
20% of PPO Aliowable 20% of Premier Allowable Balance of the dentist charge

How to use your dental program:
Call the dental office of your choice and make an appointment. During your first appointment be sure to provide your dentist
with the following information:

s Your Group name

¢ Your Group number

s The employee's social security or member ID number

Your dental program allows you to:
¢ Change dentists and visit a specialist of your choice at any time without preapproval
s Select a different dentist for each member of your family
o Receive dental care anywhere in the worid

Find a Delta Dental participating dentist:

Two-thirds of the nation’s practicing dentists are Delta Dental participating dentists. To find a participating dentist, refer to our
National Dentist Directory at www.DeltaDentalOK.org or call Delta Dental’s Customer Service Department at

405-607-2100 (OKC Metro) or 800-522-0188 (Toll Free).

Benefit Payment Procedure

Delta Dental pays participating dentists directly. You are responsible for any co-insurance percentages, deductible amounts,
charges for non-covered services and amounts in excess of your annual maximum benefit. A Delta Dental participating dentist
cannot charge you for amounts payable by Delta Dental. If you obtain treatment from a nonparticipating dentist, you may have
to pay the entire bill in advance. Delta Dental will directly reimburse you, or any ather participant or beneficiary, if required by
law, up to your plan’s maximum allowable amount.

The advantage of predetermination

if you are scheduled for dental treatment that will cost more than $250, your dentist can request a predetermination of
benefits by Delta Dental to determine if the proposed treatment is covered under your program, approximately how much the
service will cost and your estimated share of the cost.

Filing your claim
A Delta Dental participating dentist will file your claim at no charge. If necessary, a printable ciaim form may he obtained on our
website at www.DeltaDentalOK.org. Completed claim forms should be submitted to the address below:

Delta Dental of Oklahoma - Claims Processing Center
P.C. Box 548809
Oklahorna City, OK 73154-8809

UW-01, Revised: Nov 2015 CONFIDENTLAL




Delta Dental Program Highlights

For Employees of OKLAHOMA SPORTS AND ORTHOPEDICS INSTITUTE » 0003718
Delta Dental PPO — Base # January 2019

Your Program Highlights provides a brief description of the most important features of your group’s dental benefits
program. If you have more specific questions regarding your benefits, please contact Delta Dental of Oklahoma's
Customer Service Department at 405-607-2100 (OKC Metro) or 800-522-0188 (Toll Free).

Dental benefits for participants and covered dependents are payable for eligible dental treatment not otherwise
limited or excluded, and shall be paid in accordance with the benefit provisions of your plan, as follows:

Percent Payable for Covered and Allowable Dental Services

Class I;

Diagnostic and Preventive Services

Class H:

Basic Services such as amalgam and composite fillings

Class lil;

Major Services such as crowns, dentures and implants

Class IV:

Orthodontic Services are available to dependent children under age 26

100%

80%

50%

50%

Deductible and Maximum Amounts

Annual Maximum Benefit and Deductible Accumulation Period January 1 - December 31

Annual Deductible Per Person — applies to Classes Il and Il $50*
Annual Maximum Benefit Per Person — applies te Classes |, 1l and 1ll combined §2,000%*
Lifetime Maximum Benefit Payment Per Child — applies to Class IV only $1,500

*Family Deductible not to exceed 3 times the Annual Deductible Per Person.
**Benefits paid by the plan for covered oral evaluations and routine prophylaxis (cleanings} will not reduce your
Annual Maximum Benefit Per Person for Classes |, It and Il combined services.

Endodontics, Periodontics and Oral Surgery are covered benefits under Class il Services.

Eligible dependent children can be covered to age twenty-six (26}.

The information contained herein is not intended as a Summary Plan Description nor is it designed to serve as Evidence of Coverage for this
program. Some benefits are subject to limitations such as age of patient, frequency of procedure, exclusions, etc.

UW-01, Revised: Nov 2015 CONFIDENTIAL




Your dental benefits program allows payment for eligible services performed by any properly licensed dentist. However,
maximum savings and lower out-of-pocket expenses are achieved when treatment is provided by a Delta Dental participating
dentist. Below is an illustration of a typical 100/80/50/50 plan, assuming annual deductible has been satisfied.

Detta Dental PPO participating dentist Delta Dental Premier participating dentist Out-of-Network dentist

Dentist Charge $100 | Dentist Charge $100 | Dentist Charge $100

PPO Maximum Allowable $70 | Premier Maximum Allowabie %85 | Prevailing Fee 575

Plan pays Pian pays Plan pays

80% of PPO Allowable 356 80% of PPO Allowable 356 80% of PPO Allowable 536
You pay

You pay You pay

20% of PPO Allowable $14 | Diferance betwaen PPO Paymentand | 329 | b0y iing entist charge e
Premier Allowable

How to use your dental program:
Call the dental office of your choice and make an appointment. During your first appointment be sure to provide your dentist
with the following information:

e Your Group name

®  Your Group number

e The employee’s social security or member 1D number

Your dental program allows you to:
s Change dentists and visit a specialist of your choice at any time without preapproval
s Select a different dentist for each member of your family
¢ Receive dental care anywhere in the world

Find a Delta Dental participating dentist:

Twao-thirds of the nation’s practicing dentists are Delta Dental participating dentists. To find a participating dentist, refer to our
National Dentist Directory at www.DeltaDentalOK.org or call Delta Dental’s Customer Service Department at

405-607-2100 {OKC Metro) or 800-522-0188 (Toll Free).

Benefit Payment Procedure

Delta Dental pays participating dentists directly. You are responsible for any co-insurance percentages, deductible amounts,
charges for non-covered services and amounts in excess of your annual maximum benefit. A Delta Dental participating dentist
cannot charge you for amounts payable by Delta Dental. If you obtain treatment from a nonparticipating dentist, you may have
to pay the entire bill in advance. Delta Dental will directly reimburse you, or any other participant or beneficiary, if required by
law, up to your plan’s maximum allowable amount.

The advantage of predetermination

if you are scheduled for dental treatment that will cost more than $250, your dentist can request a predetermination of
benefits by Delta Dental to determine if the proposed treatment is covered under your program, approximately how much the
service will cost and your estimated share of the cost.

Filing your claim
A Delta Dental participating dentist will file your claim at no charge. If necessary, a printable claim form may be obtained on our
website at www.DeltaDentalOK.org. Completed claim forms should be submitted to the address below:

Delta Dental of Oklahoma - Claims Processing Center
P.O. Box 548809
Okdzhoma City, OK 73154-8809

UW-01, Revised: Nov 2015 CONFIDENTIAL




Summary Plan Description
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ABOUT YOUR PLAN

This Summary Plan Description is issued to the Subscriber (employee) by Delta Dental Plan of Oklahoma, Inc., sometimes referred
to as DPPOK, an Oklahoma nonprofit dental service corporation with its main office in Oklahoma City, Oklahoma. It is intended to
be an easy to read outline of the principal features of your Dental Expense Benefits Plan. This Summary Plan Description, with any
inserts, constitutes your summary of the contract and is subject to and superseded by the provisions of any applicable agreement
between Delta Dental Plan of Oklahoma and your employer or representative of your group.

If any state or federal legislation is in effect, enacted, or amended requiring a change in the Dental Expense Benefits described in
this Summary Plan Description, appropriate modification may be made in the benefits provided under the plan.

Eligibility and Enrollment

To be eligible for enrollment under this plan, you, as the Subscriber, must be a full-time employee {unless specified otherwise in the
“Summary of Dental Plan Benefits” included in this Summary Plan Description} and certified by the employer as eligible. “Full-time”
means an employee who regularly works at least the number of hours in the normal work week set by your employer {but not less
than 30 hours} at your employer’s place of business or such other place or places as required by your employer. If you meet the
requirements of eligibility as the Subscriber, you become eligible for coverage on the day specified in the “Summary of Dental Pian
Benefits” included in this Summary Plan Description,

Unless noted otherwise in the “Eligible Persons” section of the “Summary of Dental Plan Benefits” inciuded in this Summary Plan
Description, you are eligible for dependent coverage on the later of the date you become eligible for coverage or the date yau first
acquire an eligible dependent. Eligible dependents include: {1} the spouse to whom the Subscriber is legally married; (2) biclogical
children of the Subscriber; and (3} children of the subscriber by legal adoption or placement for adoption, guardianship, marriage
{stepchildren), and foster care placement (foster child}.

A dependent child, as defined above, is eligible for coverage until 11:59:59 P.M, (CT} of the last day of the month in which such
dependent child attains the age of 26 {unless otherwise specified in the “Summary of Dental Plan Benefits” included in this
Summary Plan Description). An unmarried dependent child who is incapable of self-support due to a physical or mental incapacity
can continue to be covered under this plan as a dependent after reaching age 26, provided he or she is chiefly dependent on the
Subscriber for support and a physician’s certificate is received by DDPOK within six {6) months of said incapacity, the effective date
of the Plan Agreement, the effective date of said dependent child’s coverage, or the date on which said dependent child’s coverage
would otherwise terminate due to said dependent child attaining the maximum age for dependent children coverage, whichever is
later,

Enroliment requirements are set forth in the Plan Agreement between Delta Dental Plan of Oklahoma and your employer or
representative of your group. If enrollment is mandatory, all eligible Subscribers and their eligible dependents must enroll in the
plan within 30 days of initial eligibility and remain enrolled as long as their eligibility continues. if enroliment is not mandatory,
eligible Subscribers and dependents that enroll agree to remain enrolled until the next plan anniversary date, or until the next open
enrollment date if the plan anniversary date and open enroliment date are not the same.

Your plan benefits may be affected if you have two or more dental plans in effect at the same time. DDPOK will coordinate these
benefits as described herein to ensure maximum coverage for the patient. See “Coordination of Benefits” in this Summary Plan
Description for more detail.

A person cannot be enrolled in this plan as both a Subscriber and a dependent of another Subscriber.

Disqualification, Ineligibility, and Forfeiture

Eligible Subscribers or dependents that fail to enroll in the plan within 30 days of their initial eligibility or who waive coverage at the
time of their enrollment eligibility will be eligible to enroll in the plan on any future plan anniversary date or open enrollment date.
Any enrolled person wha voluntarily discontinues coverage will be eligible to re-enroll on any future plan anniversary date or open
enrcllment date.

Any eligible person failing to enroll or waiving coverage at the time of initial eligibility, or any enrolled person who voluntarily

discontinues coverage, is classified as a “Late Enrollee” upon enroliment and may be subject to limited benefits. Note: Enroliing

Form No. 2001.0
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during your employer’s annual open enroliment period is not considered enrolling at the time of initial eligibility, therefore, any
“late enrollee” limitations that apply to your plan will apply to your enrollment. Please review the "Limitations" section of the
"Summary of Dental Plan Benefits" included in this Summary Plan Description to determine what late enrollee limitations, if any,
apply to your plan.

Subscriber Amendments or Termination

Each Subscriber can apply to change from single coverage to family coverage if DDPOK receives the appropriate form requesting
such change within 30 days of Subscriber acquiring any eligible dependents. If a Subscriber has family coverage, newly acquired
eligible dependents can be added if DDPOK receives the appropriate form requesting such change within 30 days of the Subscriber
acquiring the new eligible dependent.

If enroliment of dependents is not mandatory under the terms of the Plan Agreement, a Subscriber can apply to terminate
coverage for one or more dependents if DDPOK receives the appropriate request form within 30 days of the date the termination is
requested and provided one of the foliowing conditions exists or has occurred:

¢ Dependent no longer meets the definition of eligible dependent, as set forth in the Plan Agreement

» Death of dependent

¢ Divorce of dependent and Subscriber

» Dependent enters military service

¢ Dependent acquires coverage elsewhere

e Plan anniversary date

If enroliment is voluntary under the terms of the Plan Agreement, a Subscriber can apply to terminate his/her coverage if DDPOK
receives the appropriate request form within 30 days of the date the termination is requested. Voluntary termination of Subscriber
and/or dependent(s) coverage is subject to the terms of the Plan Agreement.

A Subscriber whose coverage under the Plan Agreement terminates under the retirement guidelines of his or her employer during
the period the Plan Agreement is in full force and effect may convert to an individual direct payment contract with DDPOK provided
his or her emplayer has elected to offer the DDPOK Retiree Conversion Program to retiring employees. A Subscriber or eligible
dependent whose coverage under the Plan Agreement is terminated for any reason other than the Subscriber’s retirement during
the period the Plan Agreement is in full force and effect may be eligible to enroll in an individual direct payment contract with
DDPOK if such person is a resident of the state of Oklahoma.

Employer Amendments or Termination
It is anticipated that this plan will be continued indefinitely, but the employer reserves the right to change or terminate this plan in
the future by agreement between the employer and DDPOK,

Coverage under this Summary Plan Description may be automaticaily terminated:
e On the last day of the month in which the Subscriber is permanently terminated from full-time service to the employer or
becomes ineligible for benefits under the plan; or,
¢ On the last day of the month for which the Subscriber’s contributions have been made, if applicable; or
s On the date this plan is terminated or canceled.

Continuation of Coverage

For possible continuation of your group dental plan, see your employer’s benefits office regarding the provisions of COBRA.
Participants and beneficiaries can obtain, without charge, a copy of the continuation of coverage procedures from your employer or
representative of your group.

A Subscriber whose coverage under the Plan Agreement terminates under the retirement guidelines of his or her employer during
the period the Plan Agreement is in full force and effect may convert to an individual direct payment centract with DDPOK provided
his or her employer has elected to offer the DDPOK Retiree Conversion Program to retiring employees. A Subscriber or eligible
dependent whose coverage under the Plan Agreement is terminated for any reason other than the Subscriber’s retirement during
the period the Plan Agreement is in full force and effect may be eligible to enroll in an individual direct payment contract with
DDPOK if such person is a resident of the state of Oklahoma.

Form No. 20010
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Qualified Medical Child Support Order {QMCSO}

In the event of a Participant receiving a Qualified Medical Child Support Order (QMCSO), the Participant must obtain a copy of the
Medical Support Notice Form, suppiied by either DDPOK or the employer’s benefits office. This Notice form, with a copy of the
Order must be mailed to Delta Dental Plan of Oklahoma, P.O. Box 54709, Oklahama City, Oklahoma 73154. DDPOK shall take the
necessary steps to ensure compliance with said QMCSO. Participants and beneficiaries can obtain, without charge, a copy of the
QMCSO procedures from DDPOK.

Qualified Domestic Relations Order {QDRO)

In the event of a Participant receiving a Qualified Domestic Relations Order {QDRO), the Participant must obtain a copy of the
Medical Support Notice form, supplied by either DDPOK or the employer’s benefits office. This Notice form, with a copy of the
Order must be mailed to Delta Dental Plan of Oklahoma, P.0. Box 54709, Oklahoma City, Oklahoma 73154. DDPOK shall take the
necessary steps to ensure compliance with said QDRO. Participants and beneficiaries can obtain, without charge, a copy of the
QDROQ procedures from DDPOK.

DDPOK Termination
This Summary Plan Description may be automatically terminated:
e On the last day of the month in which the Subscriber is permanently terminated from full-time service to the Employer or
hecomes ineligible for benefits under the plan; or,
e On the last day of the month for which the Subscriber’s contributions have been made, if applicable; or,
e On the last day of the month for which the last payment has been made if the group fails to make payment as required under
the Plan Agreement; or,
e On the date on which the Plan Agreement is terminated or canceled.

Summary of Dental Plan Benefits
Your “Summary of Dental Plan Benefits” is included in this Summary Plan Description and shows the covered services included in
your dental program. It also indicates the amount of your deductible and to which types of services the deductible applies.

After you satisfy any dental deductible required, your dental benefits will pay a specific amount of the cost of covered services, up
to your benefits plan maximum for each benefit period. You will be responsible for the remaining co-payment amount, if any. For
your benefit maximum(s), deductible, and co-payment amounts, refer to your "Summary of Dental Plan Benefits” included in this
Summary Plan Description.

Your dental benefits are provided according to a benefit period, which begins initially on the date your coverage becomes effective
with Delta Dental Plan of Oklahoma. A new benefit period {Pian Benefit Year) begins each year on either the group dental plan
anniversary date or January 1. For your Plan Benefit Year, refer to your "Summary of Dental Plan Benefits” included in this Summary
Plan Description.

Benefits for some services are subject to certain limitations, such as age of patient, frequency of procedure, etc., and benefits

may not be available under certain circumstances. Refer to your “Summary of Dental Plan Benefits” included in this Summary
Plan Description to determine what limitations and exclusions, if any, apply to your dental plon.

HOW TO USE YOUR PLAN

Delta Dental Networks of Participating Dentists

You may visit the properly licensed dentist of your choice, because your plan provides for in-network as weli as limited out-of-
network benefit coverage. Delta Dental Plan of Oklahoma uses two nationwide networks of dentists through Delta Dental Plan of
Oklahoma's membership in a nationwide system known as Delta Dental Plans Association. These networks are among the largest
in the dental benefits industry, both locally and nationwide, providing you easy access to participating dentists in most geographical
areas. Please refer to your “Summary of Dental Plan Benefits” included in this Summary Plan Description for specific network
information pertaining to your plan.
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Delta Dental Plans have unique “participating agreements” with those dentists in the networks described above. In most cases,
these agreements mean you simply present your identification card to the dentist at the time of treatment and he or she will file
your cfaim for you. Deita Dental Plan of Oklahoma will pay the participating dentist direct for any covered services.

Emergency Care and Claim Predetermination

If you require emergency care, there is no preauthorization requirement. If the cost of the dental care you need is less than $250,
your participating dentist will probably proceed with treatment. If the cost estimate is more than $250 and the treatment is not
emergency care, your dentist can determine the treatment needed and submit a treatment plan to DDPOK for predetermination of
benefits. This procedure will enable you and the dentist to know in advance of treatment what services are covered, how much of
the cost will be paid by your dental plan, and how much of the cost you will be responsible for paying.

This plan does not require any preauthorization for any dental services; however, said services are subject to the plan’s specific
limitations, non-covered charges, deductibles, and co-payment amounts, as well as any charges over your plan maximum.

Claim Filing

You or someone in the dental office must complete the information portion of the claim form with the Subscriber’s full name;
Subscriber’s social security number or, if applicable, unique identification number; the name and date of birth of the person
receiving dental care; and the group name and number.

if you have any questions about the plan, please check with your employer's benefits office or write to Delta Dental Plan of
Oklahoma, Customer Service Department, P.O. Box 54709, Oklahoma City, Oklahoma 73154-1709. Alf correspondence with DDPOK
should include the group name and group number; the Subscriber’s social security number, telephone number, and address; name of
patient; and date of service.

Once treatment is completed, the participating dentist wilt submit the claim form to Delta Dental Plan of Oklahoma for payment.

Participants and beneficiaries can obtain, without charge, the necessary claim filing forms from DDPOK. The complete claim appeal
procedure is furnished upon request, without charge, as a separate document.

Claim Filing Deadline
Delta Dental Plan of Oklahoma is not obligated to pay any dlaim submitted later than 12 months following the date of service,

WARNING: Any person who knowingly, and with intent to injure, defraud, or deceive any insurer, makes any claim for the proceeds
of an insurance policy containing any false, incomplete, or misleading information is guitty of a felony.

Explanation of Benefits

Anytime you or a dentist fie a claim, you wili receive a form called an Explanation of Benefits (EOB) from Defta Dental Plan of
Oklahoma within a reasonable time, but no later than 30 days after receipt of a claim. DDPOX may extend this time period one time
up to 15 days, prior to the expiration of the 30-day period. if DDPOK requires additional information necessary to decide the claim,
the notice of extenston shall specifically describe the required information, and you will be given 45 days from receipt of the notice
within which to provide the necessary information.

The EOB indicates what services were covered and what services, if any, were not. You are responsible to pay only the amount
designated as “Patient Payment”; if you are billed for amounts over those identified, please contact DDPOK’s Customer Service
Department. An explanation of how to appeal a claim is included on the EOB, as well as in this Summary Plan Description.

Coordination of Benefits
The Coordination of Benefits provision is designed to provide maximum coverage if a patient is eligible for benefits under two or
more dentat plans and more than one of those plans provides coverage for a particular service, In no event will either plan pay a
greater amount than it would have paid had dual coverage not existed, and the dental programs together will not pay more than
100% of covered expenses.
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HOW TO APPEAL A CLAIM

Claim Benefits Denial

A copy of the Explanation of Benefits will be sent to the Subscriber by DDPOK, indicating if any services are denied, in whole or in
part, and stating the reason or reasons for the denial, according to the time frame described in the Explanation of Benefits section
in this Summary Plan Description.

Appeal of Claim Benefits Denial

Within 180 days after receipt of a notice of denial, a Subscriber or dentist may make a written reguest for review of such denial by
addressing the request to Delta Dental Plan of Oklahoma, P.O. Box 54709, Oklahoma City, Oklahoma 73154, stating the reason(s)
re-evaluation of the denial is being requested. The Subscriber or dentist may submit written comments, documents, records, and
other information relating to the claim for benefits. As a Subscriber, you may request reasonable access to and, at no charge,
copies of all documents, records, and other information relevant to your claim for benefits. All requests for review of denials shall
be made taking into account all comments, documents, records, and other information submitted by the Subscriber relating to the
claim, without regard to whether such information was submitted or considered in the initial benefit determination.

Full and Fair Review of Request

DDPOK shall make a full and fair review of each request for re-evaluation and may require additional documents, as it deems
necessary or desirable in making such a review. The Subscriber shall receive a decision on his/her initial request for a review, in
writing, within 30 days after DDPOK receives the request. .

If the Subscriber wishes to have the initial review determination appeaied further, the Subscriber must make a written request for a
second review of the denial by addressing the request to Delta Dental Plan of Oklahoma, P.O. Box 54709, Oklahoma City, Oklahoma
73154, stating the reason(s) re-evaluation of the denial is being requested. The Subscriber shall receive a decision on his/her
second request for a review, in writing, within 30 days after DDPOK receives the second request.

Any complaints other than those involving the denial of services should also be addressed, in writing, ta the office identified above.
Such complaints will be reviewed according to the same procedure. The complete claim appeal procedure is furnished upon
request, without charge, as a separate document.

Upon final determination of the second request for appeal, you have the right to bring a civil action under section 502(a) of the
Empioyee Retirement Income Security Act.

GENERAL INFORMATION

Assignment
Services to eligible persons are for the personal benefit of such persons and cannot be transferred or assigned. Any attempt to do
so shall automatically terminate afl rights of the eligible person, except in those states where assignment is required by law.

Obtaining and Releasing Information

To determine how the terms of this Summary Plan Description shall be applied and implemented, DDPOK may, without the consent
of or notice to any eligible person, release to or obtain from any insurance company, group hospitalization plan, or dental care plan
any information with respect to payments or benefits which it deems to be necessary for such purposes.

Any eligible person claiming benefits under this plan shall furnish DDPOK such information as may be necessary to implement this
provision.

Doctor-Patient Relationship

The eligible person has freedom of choice of any properly licensed dentist. Each dentist rendering service under this Summary
Ptan Description is an independent contractor and shall maintain the doctor-patient relationship with his or her patient hereunder
and shall be solely responsible to the patient for dental advice and treatment or any lability resulting there from.
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STATEMENT OF ERISA RIGHTS

As a plan participant, you have certain rights under the Employee Retirement Income Security Act of 1974 (ERISA). The Act provides
that you are entitled to:

Receive Information About Your Plan

You may examine, without charge, at your employer’s benefits office and at other specified locations, such as work sites and union
halls, all docurments governing the plan, including insurance contracts and collective bargaining agreements, and a copy of the latest
annual report filed with the U.S. Department of Labor and available at the Public Disclosure Room of the Employee Benefits Security
Administration,

You may obtain, upon written request to your employer, copies of documents governing the operation of the plan, including
insurance contracts and collective bargaining agreements, and copies of the latest annual report and updated summary plan
description. Your employer may make a reasonable charge for the copies.

You may receive a summary of the plan’s annual financial report. The employer is required by law to furnish each participant with a
copy of this summary annual report. This statement must be requested in writing, and is not required to be given more than once
every 12 months. The plan must provide the statement free of charge.

Continue Group Health Plan Coverage

You may or may not be eligible for continued health care coverage, which may or may not include continued dental care coverage
for yourself, spouse, or dependents if there is a loss of coverage under the plan as a result of a qualifying event. You or your
dependents may have to pay for such coverage. Review this Summary Plan Description, the Plan, and the rules and regulations
governing COBRA continuation coverage rights and consult your employer’s benefits office for further information.

Some of these rights, if applicable, may be the reduction or elimination of exclusionary periods of coverage for preexisting
conditions under your group health plan, if you have creditable coverage from another plan. You may, if applicable, be provided a
Certificate of creditable coverage, free of charge, from your group health plan or health insurance issuer when you lose coverage
under the plan, if you become entitled to elect COBRA continuation coverage, iffor when your COBRA continuation coverage
ceases, if you request it before losing coverage, or if you request it up to 24 months after losing coverage. Without evidence of
creditable coverage, you may be subject to a preexisting condition exclusion for 12 months (18 menths for late enrollees) after your
enroliment date in your coverage.

Prudent Actions By Plan Fiduciaries

In addition to creating rights for plan participants, ERISA imposes duties upon the people who are responsible for the operation of
this 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 participants and 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 welfare benefit or exercising
your rights under ERISA.

Enforce Your Rights
If your claim for a welfare 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.

Under ERISA, there are steps you can take to enforce the above rights. For instance, if you request a copy of plan documents or the
latest annual report from the plan and do not receive them within 30 days, you may file suit in federal court. In such a case, the
court may require your employer to provide the materials and pay you up to $110 a day until you receive the materials, unless the
materials were not sent because of reasons beyond the control of your employer. 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 the qualified status of a domestic relations order or a medical child support order, you may file suit in 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. If you lose, the court may order you to pay these costs and fees, for example, if it finds your claim is frivolous.
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Assistance With Your Questions

If you have any questions about your plan, you should contact the plan administrator. If you have questions about this statement
or about your rights under ERISA, or if you need assistance in obtaining documents from your employer, you should contact the
nearest office of the Employee Benefits Security Administration, U.S, Department of Labor, listed in your telephone directory or the
Division of Technical Assistance and Inquiries, Employee Benefits Security Administration, U.S. Department of Labor, 200
Constitution Avenue N.W., Washington, D.C. 20210. You may also obtain certain publications about your rights and responsibilities
under ERISA by calling the publications hotline of the Employee Benefits Security Administration or by visiting their website at
hitp:/fwww.dol.gov/ebsa/.

THIS SUMMARY PLAN DESCRIPTION IS ONLY A SUMMARY OF THE DENTAL PLAN, NOT A CONTRACT. ALL BENEFITS ARE GOVERNED BY, AND SUBJECT TO, THE
PROVISIONS OF THE PLAN AGREEMENT BETWEEN YOUR EMPLOYER OR REPRESENTATIVE CF YOUR GROUP AND DELTA DENTAL PLAN OF OKLAROMA.
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|| SUMMARY OF DENTAL PLAN BENEFITS I|

SUPPLEMENTAL PLAN DESCRIPTION — Buy-Up Plan

NAME OF PLAN OKLAHOMA SPORTS AND ORTHOPEDICS INSTATUTE
Group Dental Plan
Group No. 0003718-1001

PLAN SPONSOR/ OKLAHOMA SPORTS AND ORTHOPEDICS INSTITUTE
EMPLOYER 3400 W TECUMSEH RD STE 101
NORMAN, OK 74072

TYPE OF PLAN Employee Welfare Benefit Plan
PLAN BENEFIT YEAR January 1- December 31 each year
PLAN BENEFITS DELTA DENTAL PLAN GF OKLAHOMA,
PROVIDED BY P.0. BOX 54709
OKLAHOMA CITY, OKLAHOMA 73154
{405) 607-2100 OR {800) 522-0188
AGENT FOR OKLAHOMA SPORTS AND ORTHOPEDICS INSTITUTE
LEGAL SERVICE 3400 W TECUMSEH RD STE 101

NORMAN, OK 74072

GENERAL PROVISIONS
Eligible Persons
Persons eligible for coverage under this Plan include all full-time employees and their eligible dependents.

Dependent Children
Covered to age twenty-six (26). Note: Refer to the "About Your Plan” section of the Summary Plan Description for information on extended coverage for
handicapped children. Note: Orthodontic benefits are available only to eligible dependent children, and only until such eligible dependent child reaches age 26.

Probationary Period (New-hire Employees)
New-hire employees will be eligible for coverage under this Plan on the first of the month following the date of hire.

SELECTED BENEFITS

The dental services included in the Plan Sponsor’s group dental plan are listed in this Summary, under "Description of Covered Services”, and described by classes
of service. After an eligible person satisfies the plan benefit year deductible, if any, the Plan will pay a percentage of the lesser of the dentist’s submitted fee or the
maximum allowable amount, The Pian’s percentage payment will be based on the class of dental service provided, as indicated next to each class of service.
Note: Some benefits are subject to limitations, e.g. age of patient, frequency of procedure, etc., or excluded in some instances. Please review “LIMITATIONS”
and “EXCLUSIONS” in this Summary.

MAXIMUM CONTRACT BENEFIT

The maximum benefit payable for combined Class |, Class i, and Class Il covered dental services rendered to an eligible person during the benefit year shall be
Two Thousand Dollars {$2,000). The maximum lifetime benefit payable for covered Class IV services rendered to an eligible dependent child shall be One
Thousand Five Hundred Dollars ($1,500). Note: Benefits paid by the Plan for covered oral evaluations {procedure codes D0120-D0180) and routine prophylaxis
{procedure codes D1110 and D1120) rendered to an eligible person during the benefit year will not reduce such person’s maximum benefit for combined Class |,
Class #l, and Class il covered dental services.

DEDUCTIBLE
Fifty Dollars {$50) per person per benefit year. Note: The maximum family deductible is three {3) individual deductibles per benefit year. Note: Deductible is not .
applicable to Classes | and IV Services.

BENEFIT PAYMENT PROCEDURE, PARTICIPATING DENTISTS

Under the Delta Dental Plans participating agreements with participating dentists, benefit claims are reimbursed based on the lesser of the dentist’s submitted fee
for his or her service or the maximum allowable amount he or she has agreed to accept as payment for covered services in accordance with the Participating
Agreement applicable to the plan. Participating dentists accept the maximum allowable amount as payment in full.

If a Deita Dental PPO Participating Dentist provides treatment, you are not respansible for paying the dentist any amount that exceeds the maximum allowable
amount the Delta Dental PPO Participating Dentist has agreed to accept as payment for covered services. You are responsible for paying the dentist any non-
covered charges, deductible and co-payment amounts, and any charges over your plan maximum.
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If treatment is provided by a Delta Dental Premier Participating Dentist, you are not responsible for paying the dentist any amount that exceeds the maximum
allowable amount the Delta Dental Premier Participating Dentist has agreed to accept as payment for covered services. You are responsible for paying the dentist
for any non-covered charges, deductibie and co-payment amounts, and any charges over your plan maximum.

The DDPOK Participating Dentists Network lists are furnished upon request, without charge, as separate documents. You may also ebtain lists of participating
dentists in the Defta Dental PPO and Delta Dental Premier networks by accessing the DDPOK website at www.DeltaDentalOK.org.

BENEFIT PAYMENT PROCEDURE, NONPARTICIPATING DENTISTS, OUT-OF-NETWORK SERVICES
If you obtain treatment from a dentist who has not signed a participating agreement with Delta Dental, any benefit payment will be paid directly to you, or to

other participant or beneficiary if required by faw, and will be based on the lesser of the dentist’s submitted fee for his or her service or the prevailing fee.
Prevailing fee is an amount established by the Delta Dental Plan in the state in which the dental services are rendered. You are responsible for paying the dentist
and for filing your own claim.

DESCRIPTION OF COVERED SERVICES

CLASS | SERVICES - 100%
Diagnostic Services: Procedures performed by properly licensed dentists in evaluating existing conditions to determine the required dental treatment. By way of
description, such covered services include: Oral evaluations (examinations), emergency palliative treatment, and radiographic images (x-rays).

Preventive Services: Procedures performed by properly licensed dentists to prevent the occurrence of disease. By way of description, such covered services
include: Routine prophylaxis (cleaning), periodontal maintenance {04910}, and scaling in presence of generalized moderate or severe gingival inflammation ~ full
mouth, after oral evaluation (D4346}); and topical application of fluoride, limited sealants, and space maintainers for eligible dependent children.

CLASS I} SERVICES - 80%
Basic Restorative Services: Procedures performed by properly licensed dentists in the treatment of carious lesions (decay/cavity). By way of description, such
covered services include: Amalgam and composite restorations {fillings); and stainless steel restorations {crowns) for eligible dependent children.

Oral Surgery Services: Procedures performed by properly licensed dentists for extractions and other oral surgical procedures.

Endodontic Services: Procedures performed by properly licensed dentists for the treatment of non-vital teeth. By way of description, such covered services
include: Pulpal therapy and root canal treatment.

Periodontic Services: Procedures performed by properly licensed dentists for the treatment of diseases of the gums and supporting structures of the teeth,
excluding periodontal maintenance {D4910) and scaling in presence of generalized moderate or severe gingival inflammation — full mouth, after oral evaluation
{D4346} which are payable as Class | dental services.

CLASS Il SERVICES - 50%

Major Restorative Services: Provides porcelain or cast restorations (other than stainless steel) for the treatment of carious lesions {decay/cavity) when teeth
cannot be restored with another filling material. Note: A crown or cast restoration is optional treatment unless the tooth is damaged by decay or fracture to
the point it cannot be restored by an amalgom or composite restorgtion.

Prosthodontic Services: Procedures for construction of fixed partial dentures {bridges), removable partial dentures, and complete dentures, including adjustment
or repair of an existing prosthodontic device provided under this Plan.

Implant Services: Procedures for implant placement, implant-supported prosthetics, and maintenance and repair of implants and implant-supported prosthetics
provided under this Plan.

CLASS IV SERVICES - 50%
{Available to efigible Dependent Chitdren under oge 26)
Orthodontic Services: The necessary treatment and procedures required for the correction of malposed teeth.

LIMITATIONS

The benefits to be provided to Subscribers and eligible Dependents under this Plan shall be limited as follows:

e For purposes of this Plan, any procedure frequency limitation is measured in a period of continuous calendar-year months {a consecutive-month periad), which
begins on the date of service for which the procedure was last paid.

= Prophylaxis is a benefit twice in a 12 consecutive manth period. Note: Cleanings/prophylaxis of any type, including periodontal maintenance and scaling in the
presence of generulized moderate or severe gingival inflarmmation, are limited to any combination of two in o twelve consecutive month period.

* Oral evaluation is a benefit twice in a 12 consecutive month period.

e Limited {emergency} oral evaluation is a benefit twice in a 12 consecutive month period. Note: Benefits for limited {emergency) oral evaluation may be
disaliowed if other services are provided on the same day.

® Bitewing radiographic images are a benefit once in a 12 consecutive month period, Note: Benefits may be limited if multiple same-day radiographic images are
provided on the sarne day by the same dentist/dentol office.
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Full-mouth radiographic images, a panoramic radiographic image, or multiple same-day radiographic images is a benefit once in a 60 consecutive month period
unless necessary for the diagnosis and treatment of a specific disease or injury. Note: Panoramic radiographic image is a benefit for persons age six (6)
and older.

e Topical application of fluoride solutions is a benefit for patients through age 18, and once in a 12 consecutive month period.
s A space maintainer is a benefit for missing primary posterior teeth for persons through age 15, and not for orthodontic purposes.
® Sealants are a benefit for persons through age 15, limited to permanent first and second molar teeth free of caries and restorations on the occlusal surfaces.

Sealants are a benefit once per tooth in a 60 consecutive menth period.

® Stainless steel crowns are a benefit only for persons through age 11, and once per tooth in an 84 consecutive month period.
s General anesthesia/tV sedation is a benefit only when administered by a properly licensed dentist in a dental office in conjunction with oral surgical procedures

{D7000-D7999) when covered, or when necessary due to concurrent medicai conditions. The fee for general anesthesia/IV sedation is denied when billed by
anyone other than a licensed dentist.

Payment is made for a single tooth surface repair once in 2 24 consecutive month period, regardless of the number of combinations of restorations placed
therein,

# Root canal therapy is a benefit ance per tooth in a 36 consecutive month period.
# Prosthodontics: {1) An upper or lower denture is a payable benefit once per arch in a 60 consecutive month period; (2) a removable partial denture or fixed

partial denture {bridge) may not be provided more often than once per arch in a 60 consecutive month period, except where the loss of additional teeth
requires the construction of a new appliance; {3} reline and rebase is a benefit once in any 36 consecutive month period for any one appliance.
Crowns/onlays/veneers on the same tooth are a benefit once in an 84 consecutive month period.

Orthodontic Benefits: (1) Orthodontic treatment must be provided by a licensed dentist; {2) benefits are limited to periodic payments; and (3) benefits cease
the last day of the month in which: {a) such person becomes ineligible for arthodontic coverage under this Plan, {b) treatment is terminated for any reason
befare completion of the treatment plan, {¢) treatment is completed, or (d) the maximum erthodontic benefit has been paid, whichever occurs first.

Implant Benefits: The implant and the associated crown over the implant are a benefit for persons 16 years of age and over, iimited to once in an 84
consecutive month period. Note: Some implant procedures or procedures ussociated with implants are not covered services under the plan and no benefits wilf
accrue or be payable for those excluded procedures {please contact DDPOK Customer Service with any questions},

Singfe crowns/onlays/veneers are benefits for persons age 12 and over,

Fixed partial dentures (bridges} and removable partial dentures are benefits for persons age 16 and over.

Alternate Benefits/Optional Treatment: DDPOK may consider alternate dental services that are suitable for care of a specific condition if those alternate
services will produce a professionally acceptable result, as determined by DDPOK. If patient and dentist elect other treatment, patient will be responsible for
any charges in excess of DDPOK's payment.

DDPOK's obligation to provide benefits for covered dental services terminates on the last day of the month in which the patient becomes ineligible for benefits
under this Plan.

Care terminated due to death will be paid in full, to the limit of DDPOK's liability, for services completed or in progress.

When services in progress are interrupted and completed later by another dentist, DDPOK will review the claim to determine the payment to each dentist.
Processing policies, if applied, may limit benefits and can be found on each Explanation of Benefits,

Charges for any covered dental service or supplies which are included as covered medical expenses under the plan of Major Medical or Comprehensive Medical
Expense Benefits Plan must first be submitted for payment to the medical carrier. DDPOK may benefit as the secondary carrier.

EXCLUSIONS
The following shall be excluded from the benefits to be provided to Subscribers and eligible Dependents.

Benefits or services for injuries or conditions cornpensable under Workers’ Compensation or Employers’ Liability laws.

Benefits or services available from any federal or state govenment agency, or from any municipality, county, or other politicat subdivision or community
agency, or from any foundation or similar entity.

Charges for services or supplies for which no charge is made that the patient is legally obligated to pay or for which no charge would be made in the absence of
dental coverage.

s Benefits for services or appliances started prior to the date the patient became eligible under this Plan may be excluded.
s Benefits for services when a claim is received for payment more than 12 months after services are rendered.
= Charges for treatment by other than a properly licensed dentist, except that cleaning and scaling of teeth and topical application of fluoride may be performed
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by a properly licensed hygienist if treatment is rendered under the supervision and guidance of the dentist, in accordance with generally accepted dental
standards.

Charges for completion of forms or submission of documentation required by DDPOK for a benefit determination.

Charges for missed or cancelled appointments, hospitalization or additional fees charged for hospital treatment, and bleaching of teeth.

Prescription drugs, pre-medications, and relative analgesia.

Experimental procedures.

Benefits or services to correct congenital or developmental malformations.

Services for the purpose of improving appearance when form and function are satisfactory and there is insufficient pathological condition evident to warrant
the treatment {cosmetic dentistry).

Restorations for altering occlusion {bite], involving vertical dimensions, replacing tooth structure lost by attrition (grinding of teeth), erosion, abrasion (wear), or
for periodontal, orthodontic, or other splinting.

Charges for replacement of lost, missing, or stofen crowns or appliances, or for repair of an orthodontic appliance.

Services with respect to diagnosis and treatment of disturbances of the temporomandibular joint {TMJ).

Services and benefits excluded by the rules and regulations of Delta Dental, including the processing policies.

All other benefits and services not specified in the Plan Agreement, including but not limited to the foilowing excluded services.
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Procedure Code | Description of Exduded Service Procedure Code | Description of Excluded Service
D0171 | Re-evaluation-post operative office visit 02975 | Coping
DO190/D0191 | Screening of a patient/Assessment of a patient D2981 | [nlay repair, necessitated by restorative material failure
D0250/D0251 | Extra-oral radiographic images D2990 | Resin infiltration of indipient smooth surface lesions
00310 | Sialography D2999 | Unspecified restorative procedure
D0320-D0322 | TMI radiographic images and tomographic survey **D3110-D3120 | Pulp caps
*D0340/D0350 | Cephalometric radiographic image/2D oral-facial **D3331 | Treatment of root canal obstruction
photographic images
D0351 | 3D photographic image D3333 | Internal root repair of perforation defects
D0364-D0368 | Cone beam CT - image capture and interpretation D3355-03357 | Pulpal regeneration; does not include final restoration
D0369 | Maxillofacial MRI capture and interpretation D3428-D3429 | Bone graft in conjunction with periradicular surgery
D0370 | Maxillofacial ultrasound capture and interpretation D3460 | Endodontic endosseous implant
D0371 | Sialoendoscopy capture and interpretation D3470 | Intentional reimplantation
D0380-D0384 | Cone beam CT **[33910 | Isolation of tooth with rubber dam
D0385 | Maxillofacial MRI image capture **D3950 | Canal preparation and fitting of post
D0336 | Maxillofacial ultrasound image capture D3999 | Unspecified endodontic procedure
D0391 | Interpretation of diagnostic image by practitioner not D4230-D4231 | Anatomical crown exposure
associated with capture of the image, including report
D0393-D0395 | Post processing of image or image sets D4320-D4321 | Provisional splinting
DO411 | HbAlc In-office point of service testing D4381 | Localized delivery of antimicrobial agents via release vehicle
into diseased crevicular tissue, per tooth
DO414 | Laboratory processing of micrabial specimen to **D4920 | Unscheduled dressing change
include culture and sensitivity studies, preparation and
transmission of written report
D0415/D0416 | Bacteriologic studies/Viral cuiture D4921 | Gingival irrigation - per quadrant
D0417/D0418 | Coliection and preparation of saliva sample for **++D4999 | Unspecified periodontal procedure
laboratory diagnastic testing/Analysis of saliva sample
D0422 | Collection and preparation of genetic sample material D5810-D5811 | Interim complete dentures
for laboratory analysis and report
D0423/D0425 | Genetic test for susceptibility to diseases—specimen DS862 | Precision attachment, by report
analysis//Caries susceptibility test
D0431 | Adjunctive pre-diagnostic test that aids in detection of D5867 | Replacement of replaceable part of semi- precision or precision
mucosal abnormalities attachment
*D0470 | Diagnostic cast D5899 | Unspecified removable prosthodontic procedure, by report
**D0472-D0A74 | Accession of tissue D5911-D5999 | Maxillofacial prosthetics
**D0475-D0479 | Oral pathology tests and examinations **D6011 | Second stage implant surgery
**D0480 | Accession of exfoliative cytologic smears, microscopic D6040-DB0OS0 | Implant services
examination, preparation and transmission of written
report
**BD0481-D0483 | Oral pathology laboratory procedures **D6051 | Interim abutment
D0485 | Consultation, including preparation of slides from D6091 | Replacement of semi-precision or precision attachment of
biopsy material supplied by referring source implant/abutment supported prosthesis
D0486 | Accession of transepithelial cytologic sample, D6103 | Bone graft for repair of periimplant defect
microscopic examination, preparation and
transmission of written report
D0502 | Oral pathology procedures D6104 | Bone graft at time of implant placement
**D0600 | Nor-onizing diagnostic procedure capabie of D6118-D6119 | Implant/abutment supported interim fixed denture for
quantifying, monitoring, and recording changes in edentulous arch
structure of enamel, dentin, and cementum
DO999 | Unspecified diagnostic procedure D6190 | Radiographic/surgical implant index, by report
D1310 | Nutritional counseling D6199 | Unspecified implant services
D1320 | Tobacco counseling regarding oral disease **D6253 | Provisional pontic
D1330 | Oral hygiene instructions D6548 | Retainer-porcelain/ceramic
D1354 | Interim caries arresting medicament application - per D6600-D6607 | Infays
tooth
D1999 | Unspecified preventive procedure, by report D6624 | Inlay-titanium
D2410-02430 | Gold foil restorations **DE793 | Provisional retainer crown
**D2949 | Restorative foundation for an indirect restoration D6920/D6940 | Conpector bar/Stress breaker
**D2953 | Each additional cast post-same tooth D950 | Precision attachment
**D2957 | Each additional prefab post-same tooth D698S | Pediatric partial denture, fixed
Form No. 2000.2f
Rev, Jan. 2018 CONFIDENTIAL




Procedure Code | Description of Exduded Service Procedure Code | Description of Exduded Service
**D6999 | Unspecified fixed prosthodontic procedure D7920-D7960 | Other repair procedures
D7260 | QOroantral fistula closure **D7963 | Frenuloplasty
D7261 | Primary dosure of a sinus perforation **7970-D7971 { Other repair procedures
D7270 | Tooth re-implantation and/or stabilization D7972-D7999 | Other repair procedures
D7272 { Tooth transplantation *D8000-D8680 { Orthodontic services
*D7280 | Surgical exposure of unerupted tooth D8681 | Other orthodontic services
D7282 | Mobilization of erupted or malpositioned tooth to aid *DBESD | Other orthodontic services
eruption
*D7283 | Placement of device to facilitate eruption of impacted D8691-D8692 | Other orthodontic services
tooth
D7285-D7286 § Incisional biopsy of oral tissue *D8693-D8635 | Other orthodontic services
D7287 | Cytology sample collection D8998 | Unspecified orthodontic service
*D7290 | Surgical repositioning of teeth **D9210-D9215 | Anesthesia
*D7291 | Transseptal fiberotomy, by report D9219 | Evaluation for deep sedation or general anesthesia
D7292-D7294 | Surgical placement of temporary anchorage device 09230 | Inhalation of nitrous oxide/analgesia, anxiolysis
D7295 | Harvest of bane for use in autogenous grafting D9248 | Non-intravenous moderate {conscious) sedation
procedure
D7296-D7297 | Corticotomy **D9311 | Consultation with a medical health care professional
D7320-D7321 | Alveoloplasty not in conjunction with extractions D3410-D9450 | Professional visits
D7340-D7350 | Vestibuloplasty D9610-09630 | Drugs
D7410-D7465 | Surgical excision of soft tissuefintra-osseous lesions D9910-09930 | Miscellaneous services
D7471-D7490 | Excision of bone tissue D9932-D9935 | Cleaning and inspection of dentures/partialis
**D7511 | Incision and drainage of abscess-intraoral soft tissue- D3940-D9987 { Miscellaneous services
complicated
D7520-D7560 | Surgical incision **09991-D9992 | Dental case management —addressing appointment compliance
barriers/care coordination
D7610-D7780 | Treatment of fractures D9993-D9934 | Dental case management — motivational interviewing/patient
education to improve oral health literacy
D7810-D7899 | Reduction of dislocation & mgmt. of TMJ **D9995 | Teledentistry — synchronous; real-time encounter
**D7910 | Suture of recent small wounds up to 5 cm **D9996 | Teledentistry — asynchronous; information stored and
forwarded to dentist for subsequent review
D7911-D7912 | Complicated suturing 09939 | Miscellaneous services

***procedure will be disallowed when submitted by a Participating Dentist for periodontal probing and/or laser disinfection (laser charges) in
conjunction with other services. Procedure may be denied when submitted for other miscellaneous periodontal procedures or as a stand-alone
procedure. **Disallowed — The fee for a procedure or service is disallowed--it is not benefited by DDPOK, nor collectable from the patient by a

Participating Dentist,

*Orthodontic = Orthadontic services will be allowed if group contract stipulates orthodontic coverage.

Form No. 2000.2f
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O DELTA DENTAL

SUMMARY OF MATERIAL MODIFICATION

Effective January 1, 2014, your Dental Expense Benefits Plan is amended to include domestic partner in the definition of eligible
dependents provided the criteria set forth hereinafter exists on the date coverage is requested for a domestic partner and continues
during ail periods of coverage for such domestic partner. Your Summary Pian Description is hereby modified as set forth below:

Individuals that qualify as domestic partners will also be eligible for dependent coverage. To qualify as a domestic partner, the
employee and the partner must:

be at least eighteen (18) years of age and mentally competent to consent to a contract;

be each other’s sole domestic partner and intend to remain so indefinitely;

not be married to anyone;

not be related by blood;

be living together in the same residence and intend to do so indefinitely;

be engaged in a committed relationship of mutual caring and support and be jointly responsible for each other’s common

weifare and living expenses;

7. demonstrate financial interdependence by submission of proof of three or more of the following: (i) common ownership of
real property (joint deed or mortgage agreement) or a common leasehold interest in property; (ii) common ownership of a
motor vehicle; (iii) driver’s license listing a common address; (iv) proof of joint bank accounts or credit accounts; (v) proof
of designation as the primary beneficiary for life insurance or retirement benefits, or primary beneficiary designation under
a pariner’s will; or {vi) assignment of a durable property power of attorney or health care power of attorney.

8. have lived together on a continuous basis for at least six (6) months immediately prior to the request for domestic partner
dependent coverage;

: not be in the relationship solely for the purpose of obtaining coverage under the Plan;

10.  sign an affidavit stating that a domestic partner relationship exists; and

e e

A domestic partner enrolled in the group dental plan as an eligible dependent is entitled to the same plan benefits, and is subject to
the same plan limitations, exclusions, processing policies, etc., applicable to all eligible dependents.

A domestic partner shall cease to be an eligible dependent in the event the domestic partner relationship is terminated, and
coverage for such person shall cease on the date on which such relationship terminated. No benefits for services incurred after the
date of such termination shall accrue, or be payable, on behalf of such person.

DDPOK reserves the right to request documentation or other verification of any of the foregoing prior to commencing coverage
for a domestic partner, and from time to time thereafter as DDPOK may require.

A domestic partner whose coverage under this plan is terminated may be eligible to enroll in DDPOK’s fully insured individual
dental program if he or she is a resident of the state of Oklahoma, but he or she is not eligible for continuation coverage under the
provisions of COBRA.

Except as amended, your Dental Expense Benefits Plan remains unchanged.
PLEASE KEEP THIS NOTICE WITH YOUR SUMMARY PLAN DESCRIPTION FOR FUTURE REFERENCE.

If you have questions about this Summary of Material Modification, or about your Dental Expense Benefits Plan, please check with
your employer’s benefits office or contact Delta Dental Plan of Oklahoma at the address or telephone number(s) listed below. Ali
correspondence with Delta Dental Plan of Oklahoma should include the group name and group number, and the Subscriber’s social
security number, telephone number, and address.

DELTA DENTAL PLAN OF OKLAHOMA, INC.
16 Northwest 63rd Street » Oklahoma City, Oklahoma 73116-9115
P.O. Box 54709 & Oklahoma City, Oklahoma 73154-1709
Telephone: 405-607-2100 ¢ WATS: 800-522-0188 e Facsimile: 405-607-2190

Form Mo. SMM.7.3 CONFIDENTIAL
(Mar2007)



‘ e ntad
iy Enrollment/Eligibility Update

PLAN TYPE: [ peLta DeNTAL PPO [] veLTA DENTAL PREMIER

{AS ESTABLISHED D DELTA DENTAL PPO - PLUS PREMIER D DELTA DENTAL PREMIER - CHOICE

BETWEEN EMPLOYER
DELTA DENTAL PP - CHOICE
AND DELTA DENTAL) [C] DELTA DENTAL PPO - PLUIS PREMIER “ELITE" 8 OELTA DENTALAES ADVANTAGE

www.DeltaDentalOK.org 3 DELTA DENTAL PPO - POINT OF SERVICE
SEE REVERSE SIDE OF THIS FORM FOR INSTRUCTIONS, EXPLANATION OF CODES AND PRIVACY POLICY STATEMENT.
GROUPASUBGROUPH LOCATION CODE
Employer: =
Subscriber Information: (please complete in ink for enrollment/eligibility updates})
SUBSCRIBER NAME {LAST) IFIRST) (M1) [SUFFIX] SEX MARITAL STATUS
Ow O [CIu Os
SUBSCRIBER SOCIAL SECURITY NUMBER BIRTH DATE FULL-TIME HIRE DATE COVERAGE EFFECTIVE DATE STaTuUs
Ol acwe [ copra
ADODRESS D Retiree D Surviving Dep.
D Other
cry STATE | 2IP CHECK HERE IF THIS IS ]
A NEWADDRESS
E-MAIL:smcs . onn = ey S e e e e T SR PR I e ey
Enroliment/Eligibitity Update Information: EFFECTIVE DATE OF UPDATE/CHANGE/TERMINATION: l—' ﬂ - rl f—l N |_| r] l_l m
TYPE OF ENROLLMENT/ELIGIBILITY UPDATE,
HANGE IN CURRENT ENROLLMENT STATUS FOR SUBSCRIBER [ | DEPENDENTS
[OQrewenroLMENT [] ReiNsTATEMENT ] oPENENROLLMENT e " HRO O n
COBRAELECTION [ ] TERMINATION OF BENEFITS [ ] REASONFOR GHANGE;
t : CECLRE [Jovorce [ WARRIAGE [ NAMECHANGE [ ]LEGAL GUARDIANSHIP
D TERMINATION OF EMPLOYMENT AS OF - = I::] ADOPTION :DTHER
GROUP TRANSFER-GROUP#SUBGROLIP# TO. GROUP#/SUBGROUPH

Dependeant Enroliment/Eligibility Update Information: (please complete for spouse and/or dependent children for enroliment/eligibility update}

SPOUSE NAME [LAST) TFIRET] A 11 SUFFIX| SEX
Lt | | | | . . | | Owuae  Jremate
SOCIAL SECURITY NUMBER BIRTH DATE
HRR=RR=REEN NN
DEPENDENT CHILD NAME (LAST) FIRST) 1) | SUFFIX| SEX
[ I O O I P | Clmae  Clrewace
SOCIAL SECURITY NUMBER BIRTH DATE
LI LTy [J oisaaear
DEPENDENT CHILD NAME (LAST) [FIRET) M1} | SUFFIX! SEX
_ | ] ] | | | [Omae  [Clremaie
SOCIAL SECURITY NUMBER BIRTH DATE
I— | I | I D [ASABLED®
DEPENDENT CHILD NAME {LAST) FRET) 1] |SUFFIX | SEX
| | | | Owmae Dlremace
S0CIAL SECURITY NUMBER BIRTH DATE
I | ] I I I_I- l I i [ visapLec*
DEPERDENT CHILD NAME [LAST) TFIRET] A1) SUFFIX| SEX
. |_| | | Omace  Cremace
SOCIAL SECURITY NUMBER BIRTH DATE

RN O wss

WARNING: Any person who knowingly, and with intent to injure, defraud, or deceive any insurer, provides false information herein and makes any claim for
the proceeds of an insurance policy containing any false, incomplete, or misieading information is guilty of a fefony.

By signing this form, | agree to continue enroliment as provided by the contract between my Employer and Delta Dental of Oklahoma and
acknowledge | have read the privacy policy detailed on the back of this form.

Subscriber's
Signature; Date:

DO-ENROLL - 09/15



Please read the following information carefully before completing the other side of this form. You should fill out this form if you are enrolling
for coverage or update/changing any information from an earlier enroliment. if you have any questions about filling out this form, your
human resources or personnel department can help you.

Subscriber Information - This secton must be completed in order to process your enroliment or update your tecords. All information
in this section should apply to you, the primary subscriber. Please print clearly in ink.

Eull-Time Hire Date: The date you were hired with your employer.
Coverage Effective Date; The date Delta Dentai coverage takes effect for you (and/or your dependents, if enrolled).

Status Definitions {Please select only one status)

Active You are an eligible subscriber.
Betiree You are retired and your employer continues to provide you with dental benefits.
COBRA You are no longer an active subscriber but you have continued coverage under COBRA.

Please check with your human resources or personnel department for information regarding COBRA.

Tha candying canuce ar chitd of a dacsacad suhecribar tn whom the smnlover ¢ontinues to provide benefits
other than under provisions of COBRA.

- This section should only be completed if your are: {1) enrolling yourself or a family
member for the first ime or (2} if your benefis were terminated and are not being reinstated or {3) if you are making changes to your
current enrollment information.

New Enrollment: Check for first ime enroliment for yourself or your eligible dependents.

Reinstatement; Check for reinstatement coverage for yourself or your eligible dependents.

Termination of Check only if you are terminating Delta Dental coverage for yourself or a family member.

Benefits:

Group Transfers: Must be completed when you are transferring from one subgroup to another. (All dependents will transfer)

Dependent Enrollment/Eligibility Update Information - This section should be completed when: {1} enrolling dependents or

{2} if you are submiting updates/changes to Delia Dental enrollment (Please include both first and last names of any individuals for whom
you are enrolling or submitting an update or change).

* Disabled: Your permanently disabled dependent child. (Requires submission of medical statement)

- -~ —_— e s e T e I R T T e e e e T e e e e e T

Delta Dental of Oklahoma
Privacy Policy

nm.pnummw«r family of iss (referred o in this Privacy Policy as ‘Deita Dentall) believe thal p ) # o sbout our ubcrib

and p vely in this Privacy Policy a3 “Customers’} must be treated wilh the highest degres of confidentiality. mewm.mnmnﬁanumthnanch-mqmo{
1999 DﬂDenulMsdenbpeanmcyPnﬁcyhtwplnbdcmphyuu officars, direciors, agents. brokers, and to gny other ransaction Delts Dental has which may contain your confidential informadon. Financial
companies e able t0 chonse how they sham your personal information, hwewer Federal low gives consumers the fight 1o bmt some but not al sharing. Federal lsw also requires us to tell you how we collect, shere, and
prodec] your personal mfermation. Please read this notice carsfully to understand what we do.

NmﬁoanOoloc!-cholscllnd intain p I, bk inf jon we receive from Custormars dirsctly, throuph applications, enrolimen! forms, check, credit or debit cand payments, insurance chaims, and our
website. We also collect your parsonal i o From other compank mw:ammnmawmauammmm«ummm»mus This informetion can include your name.
address. socisd security number, date of birth, transaction and dlaim history, & fi and checki information,

lnmmnmmnmhnn-mhwndnfoummandwlmmsnuﬁznmn-cﬂiammmm:h ducl certain functions of our busi n order 1o provide our Cusiomers with services and products.
Thase Tunct g your claims and g your ). provading inl ion aboul new products, responding o court orders and legal Fvestigations. reporng 1o credit
huruuslndlneofrp!ymF.demmdsmLtMThemmmnmoemiﬁommm:hmwdsaummm!bem:mdbyow&nmkhmwrDethhlolOkhhm-nlulbhﬁm
information on your beha¥f under HIPAA_

Federal laxw gives consumers the right Lo Emit information sharing in relation i affiiales” everydey busa [ hon bout your cred hiness, aifikates using your information lo market 40 you, and non-
affiates using your infermation to market to you. In addition, muhmandwmncﬁddudcmmsmgmyoummulﬁohuhmmaw

Dalta Dantai of Okiahoma does not have any affates. nor do we shar information with non-afffiates for marketing purposes. YWhen you are no longer our Cusiomer. we will continue to share your inforrmation as described
n this nobice.

OurSowriy-Tupmhmwurperwnduiwnmbnlmmumh«hdmnmduum iniain physical, and pi duret safed thal cormply with Federa! Law, inchad it i rds and d
files and fidential, and reat & a3 such. Thupcrmmolmohmwecnbh:mmahonlnnmdnpmptrhmdhqohummh'mmn Emgpioyses who
viotate this siict hvoi of mmm an subncl lu our clw&nry process.

While we do make aveilable cartain r bilic p ion ko non-affiisted third parties in order lo service C: , all inft ion is strictly go d by iakity and security agresments o protect
our Customens, Thersfors, our Customer©’s confidential inf jon i p

i e group plan is i d or you 1 your ge, Defta Denial will adhere 1o tha inf: - icas B8 ok bad in this notice

I you have any questions about our Privacy Polity. please do not hesitate to contacl your Dedta Dental mprotenistive at (800} 5220188 or 405-807-2100 (in the Oklahoma City metropokian aree).
Under no circumstances will we sell § ion about our C o their 10 any unaffiliated

pany group. of individuzl without our C (]



RELIANCE
STANDARD
VISION



Oklahoma Sports & Orthopedics Institute
Eye Care Highlight Sheet

Plan 1: Sharper Vision Plan Summary Effective Date: 01/01/2019
| VSP Choice Network + Affiliates Out of Network
Deductibles
$10 Exam $10 Exam
$25 Eye Glass Lenses or Frames®* $25 Eye Glass Lenses or Frames

Annual Eye Exam Covered in full Up to $45
JLenses (per pair)

Single Vision Covered in full Up to $30

Bifocal Covered in full Up to $50

Trifocal Covered in full Up to $65

Lenticular Covered in full Up to $100

Progressive See lens options NA
|Contacts

Fit & Follow Up Exams Member cost up to $60 No benefit

Elective Up to $130 Up to $105

Medically Necessary Covered in full Up to $210
|Frames $130™ Up to $70
Frequencies {(months)

Exam/Lens/Frame 12/12/24 12M12/24

Based on date of service Based on date of service

*Deductible applies to a complete pair of glasses or to frames, whichever is selecled.
**The Costco allowance will be the wholesale equivalent.

Lens Options (member cost)*

VSP Choice Network + Affiliates Out of Network
{Other than Costco)
|Progressive Lenses Up to provider's contracted fee for Lined Up to Lined Bifocal allowance.
Bifocal Lenses. The patient is
responsible for the difference between
the base lens and the Progressive Lens
charge.
Std. Polycarbonate Covered in full for dependent children No benefit
$33 adults
Solid Plastic Dye $15 No benefit
(except Pink | & Il)
Plastic Gradient Dye $17 No benefit
Photochromatic Lenses $31-$82 No benefit
(Glass & Plastic)

Scratch Resistant Coating $17-$33 No benefit
Anti-Reflective Coating $43-$85 No benefit
|uitraviolet Coating $16 No benefit

*Lens Option member costs vary by prescription, option chosen and retail locations.

Semi-Monthly Rates

Employse Only (EE) $3.61

EE + Spouse $7.16
EE + Children $6.65
EE + Spouse & Children $10.20

RELIANCE STANDARD
LIFE INSURANCE COMPANY

www.reliancestandard.com



Oklahoma Sports & Orthopedics Institute
Eye Care Highlight Sheet

Additional Sharper Vision Choice Network Features

[Contact Lenses Elective Allowance can be applied to disposables, but the dollar amount must be used all
at once (provider will order 3 or 6 month supply}. Applies when contacts are
chosen in lieu of glasses. For plans without a separate contact fitting &
evaluation (which includes follow up contact lens exams), the cost of the fitting
and evaluation is deducted from the allowance.

Additional Glasses 20% off additional complete pairs of prescription glasses and/or prescription
sunglasses.*

Frame Discount VSP offers 20% off any amount above the retail allowance.*

Laser VisionCare VSP offers an average discount of 15% off or 5% off a promotional offer for
LASIK Custom LASIK and PRK. The maximum out-of-pocket per eye for
members is $1,800 for LASIK and $2,300 for custom LASIK using Wavefront
technology, and $1,500 for PRK. In order to receive the henefit, a VSP provider
must coordinate the procedure.

|Low Vision With prior authorization, 75% of approved amount (up to $1,000 is covered every
two years).

Based on applicable laws, reduced costs may vary by doclor location.

Retail Chain Affillate Providers Available With Sharper Vision

Effective January 1, 2012, retail chain affiliate providers, which include Cosico® Optical and Visionworks, give members
added convenience and additional retail choices. Costco Optical has 400 locations across the country, while Visionworks
manages nearly 400 optical stores in 37 states and DC, including well-known stores such as EyeMasters, Visionworks,
Dr. Bizer's VisionWarld, Eye DRx, and Hour Eyes, to name a few. Members enjoy a covered-in-full benefit experience
with equivalent frame benefit at any of these retail chain locations.

Reliance Standard Life Insurance Company

Reliance Standard Life Insurance Company (Reliance Standard) was incorporated in 1907 as the Central Standard Life
Insurance Company in Chicago, lllinois. In 1967 the administrative offices moved to Philadelphia, PA and the company
was renamed Reliance Standard Life Insurance Company. Reliance Standard is domiciled in illinois, and its headquarters
remain in Philadelphia. Reliance Standard is a member of The Tokio Marine Group.

VSP Information
For more information regarding the VSP provider network or to find out more about VSP, please visit the VSP web-site at
www.vsp.com.

Customer Service

Our Customer Relations Department is open from 7 am to midnight (CST) Monday through Thursday and 7 am to 6:30
pm (CST) on Fridays. You can cal! toll-free at 800-497-7044. Your claim forms can be faxed in to (402) 467-7336. We
will be happy to answer any questions you may have regarding a specific claim you have filed or to answer questions
about benefits for eye care procedures being considered.

This form is a benefit highlight, not a certificate of insurance. The coverage outlined here highlights the benefits
available through Reliance Standard Life, and does not include exclusions and limitations. For details on
exclusions and limitations, or a complete list of covered procedures, contact your benefits coordinator.

RELIANCE STANDARD
LIFE INSURANCE COMPANY

A MEMBER OF THE TOKIO MARINE GROUP

www.reliancesfandard.com



Keep your eyes healthy
with VSP° Vision Care.

As a member, VSP puts you first by investing in the

things you value most—high-quality vision care at

the best value. Because we're the only national, VS p"
not-for-profit vision care company, you can trust that Vision caro for lie

well always put your wellness over profit.

Regular eye exams are important.

With VSP you get the highest level of care, including a Wellvision
Exam®—the industry’s most thorough eye exam, designed to detect

signs of health conditions like diabetes and high blood pressure.

Using your VSP benefit is easy.

- Receive eyecare and eyewear at the location that's right for you.
Visit a VSP doctor or any other provider. With the best choice
in eyewear, its easy to find a frame that's right for you and your
budget. Choose from great brands like bebe®, ck Calvin Klein,
Flexon®, Lacoste, Michael Kors, Nike, Nine West, and more. To
find a VSP doctor who carries your favorite brands, visit vep.com. See why we're consumers

*  Review your benefit information. Before your appointment, #1 choice in vision care*
visit vsp.com or cail B00.877.7195 to review your benefit
information and Exclusive Member Extras like special offers
and rebates.

* At your appointmaent, tell them you have VSP. There's nc
tD card necessary.

That's it! We'll handle the rest—there are no claim forms to complete
when you see a VSP doctor.

If you're not 100% happy with the eyecare and eyewear you receive from a VSP doctor, we'll make it right.

"ipsos Nationga! Vizion Plan Mambar Fassorch. 2042

©20M Vision Satvice Flan. Al rights reserved,
VSP VISP Vision care tor [fe, and wellvision Exam are mgistored tradematia of Vision Sarvica Plan All other beands or
macks ars the property of thelt mspectiva ownars. JOBEBITECM 24



Dental and Vision
Online Access

It's easy to access your benefits and other plan
information online. Here's how:.

1. Go to www.reliancestandard.com

2. Select the Find dental and vision providers
near you under the | am an Employee/
Individual heading

% Click on Member Services toward the
bottom of the page

4. Click the New User link

5. Fill out the New User Registration form and
select Create Account

6 Select Continue on the Account Registered
page

7. Enter your first name, last name, date of birth
and zip code on the Member Authorization
page and select Submit

In the Secure Member Account, you'll have
access to plan benefits, your certificate of
coverage, claim information and your
maximum and deductible status, and you can
access and print ID cards. You can also sign up
for online Explanation of Benefits service.

Your secure account contains Protected Health

Information. To complete your account registration,
enter your date of birth, ZIP code, and either your
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Social Security Number/Member ID or the private source e snce s

code that can be found on a benefit statement. Then

select SUBMIT.

Visit Reliance Standard’s Dental and Vision
homepage (www.reliancestandard.com/
dental-vision} to access forms, find a provider,
or nominate a provider for participation in

the network.

RELIANCE STANDARD
LIFE INSURANCE COMPANY
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SCHEDULE OF BENEFITS
QUTLINE OF COVERAGE

The Insurance for each Insured and each Insured Dependent will be based on the Insured's class shown in this
Schedule of Benefits.

Benefit Class Class Description
Class 1 All Eligible Employees

EYE CARE EXPENSE BENEFITS

When you select a Participating Provider, a discounted fee schedule is used which is intended to provide you, the
Insured, reduced out of pocket costs.

Deductible Amount:

When a Participating Provider is used:

Exams - Each Benefit Period $10

Contact Lens Fitting and Evaluation - Each Benefit Period $60

Frames, Lenses, and Medically Necessary Contacts - Each Benefit Period $25
When a Non-Participating Provider is used:

Exams - Each Benefit Period $10

Frames, Lenses, and Medically Necessary Contacts - Each Benefit Period $25

Please refer to the EYE CARE EXPENSE BENEFITS page for details regarding frequency, limitations, and
exclusions.

9040 OK Rev. 016-14



PREMIUMS

TABLE OF MONTHLY PREMIUM RATES

Eye Care Insurance $7.21 per Insured Person
$7.11 Spouse Only
$6.09 Child(ren) Only

$13.19 Spouse & Child(ren)

PAYMENT OF PREMIUMS. The first premium will be due on the Policy Effective Date to cover the period
from that date to the first Premium Due Date. Other premiums will be due on or before each Premium Due Date.
Premiums are payable at our Home Office or at some other location to which we and the Policyholder agree.

PREMIUM DUE DATE. The Premium Due Date will be the first day of the month that falls on or after the
Policy Effective Date. If we agree with the Policyholder to the payment of premiums on a basis other than
monthly, the Premium Due Date will be fixed to match the correct basis. 1f there is a change in the method of
payment or Premium Due Date, a pro-rata charge in the premium due will be made.

PREMIUM STATEMENTS, The premium due as of any Premium Due Date is the number of units in force on
such date for each type of insurance multiplied by the rate shown in the Table of Premium Rates. A premium
statement will be made as of the Premium Due Date showing the premium payable. If premiums are payable on
other than a monthly basis, each statement will show any pro-rata premium charges and credits in the last
premium period due to changes in the number of Insureds and in the amount of insurance for which people are
insured. This is subject to the rules below.

SIMPLIFIED ACCOUNTING. The premium will start on the Premium Due Date falling on or after the date
the insurance or the increase in the insurance is effective for: a) a person becoming insured; or b) an increase in
the amount of insurancc on any person, The premium will stop on the Premium Due Date falling on or aficr the
date of termination of insurance or through the date of service of the last paid claim. There will be no pro-rata
charges or credits for a partial month. If premiums are payable other than monthly, charges and credits will be
figurcd as though the Premium Duc Date is monthly.

We will be liable for the return of unearned premiums (premium for the period which claims were not paid) to the
Policyholder only for the 3 months before the date we receive evidence that a return is duc.

ADJUSTMENTS IN PREMIUM RATES. We may change the rates shown in the Table of Premium Rates by
giving the Policyholder at least 30 days advance written notice. We may change the rates at any time the
Schedule of Benefits, or any other terms and conditions of the policy, are changed. We will not change the rates
until the Renewal Date shown on the policy cover or more than once in any 12 month period thereafter, unless
there is a change in the Schedule of Benefits or a change in any other terms and conditions in the policy.

Notwithstanding the above, We the Company reserves the right to change any one or more of the rates prior to the
Renewal Dale or more than once in any 12 month period thereafter upon the occurrence of any one or more of the

following:

1.  We determine that the average number of dependent children for each Insured with Dependent
coverage exceeds 4.0; and/or

9050 OK Ed. 05-16



2. We determine that the number of Insureds is less than 80% of those Insureds initially enrolled under
the Policy as of cither {i) the Plan Effective Date, if during the period of time between the Plan
Effective Date and the Renewal Date, or (ii) the most recent 12 month anniversary of the Renewal
Date: and/or

3. We are required by cither the federal government or by any stale or local government or by any agency
thereof to change benefits as a resnlt of regulatory change or pay a new or increased tax, assessment,
or monetary charge of any kind (other than a new or any increase to the amount of tax we pay based
upon our net operating income). Such taxes, assessments or fees would include those that are charged
or assessed in connection with the operation of a health care exchange authorized by federal or state
law.

Should any of the above occur and should we elect to change rates as a result, we agree to notify the Policyholder
of the corresponding rate changes at least 30 days in advance of the Premium Duc Date for which the rate change
shall be effective. The right to change rates as well as the timing of such changes in the above limited situations
shall at all times be subject to applicable state laws and regulations.

RENEWAL DATE refers to the date each calendar year that the coverage issued under the group policy is
considered for renewal. The Renewal Date(s) are shown on the policy cover.



DEFINITIONS

COMPANY refers to Reliance Standard Life Insurance Company, The words "we", "us" and "our" refer to
Company. Our Home Office address is 2001 Market Street, Suite 1500, Philadelphia, PA 19103.

POLICYHOLDER refers to the Policyholder stated on the face page of the policy.

INSURED refers (o a persen:

a. who is a Member of the eligible class; and
b. who has qualified for insurance by completing the eligibility period, if any; and
c. for whom the insurance has become effective.

CHILD, Child refers to the child of the Insured or a child of the Insured's spouse, if they otherwise meet the
definition of Dependent.

DEPENDENT refers to:
a. an Insured's spouse,
b. each unmarried and married child less than 26 years of age, for whom the Insured, the Insured's

spouse is legally responsible, including natural born children, adopted children from the date of
placement for adoption, and children covered under a Qualified Medical Child Support Order as
defined by applicable Federal and State laws. Grandchildren, spouses of Dependents and other

Dependent family members under the age of 26 are not eligible for coverage under this plan.

c. each unmarried child age 26 or older who is Totally Disabled and becomes Totally Disabled as
defined below while insured as a dependent under b, above. Coverage of such child will not cease
if proof of dependency and disability is given within 31 days of attaining the limiting age and
subsequently as may be required by us but not more frequently than annually after the initial
two-year period following the child's attaining the limiting age. Any costs for providing
continuing proof will be at our expense.

Coverage of such child will not ccase if proof of dependency and disability is given within 31 days of attaining
the limiting age and subsequently as may be required by us but not more frequently than annually after the mnitial
two-year period following the child's attaining the limiting age. Any costs for providing continuing proof will be
at our cxpensc.

TOTAL DISABILITY describes that the Insured's Dependent is continuously incapabie of self-sustaining
employment because of mental retardation or physical handicap.

DEPENDENT UNIT refers to all of the people who are insured as the dependents of any one Insured.

PROVIDER refers to any person who is licensed by the law of the state in which treatment is provided within the
scope of the license.

PARTICIPATING AND NON-PARTICIPATING PROVIDERS. A Participating Provider is a Provider who
has a contract with Us to provide services to Insureds at a discount. A Participating Provider is also referred to as
a “Network Provider”. The terms and conditions of the agreement with our network providers are available upon
request. Members are required to pay the difference between the plan payment and the Participating Provider’s
contracted fees for covered services. A Non-Participating Provider is any other provider and may also be referred
to as an “Qut-of-Network Provider.” Members are required to pay the difference between the plan payment and
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the provider’s actual fee for covered services. Therefore, the out-of-pocket expenses may be lower if services are
provided by a Participating Provider.

PLAN EFFECTIVE DATE refers to the date coverage under the policy becomes effective. The Plan Effective
Date for the Policyholder is shown on the policy cover. The effective date of coverage for an Insured is shown in
the Policyholder's records.

All insurance will begin at 12:01 A.M. on the Effective Date. It will end after 11:59 P.M. on the Termination
Date. All times are stated as Standard Time of the residence of the Insured.

PLAN CHANGE EFFECTIVE DATE refers to the date that the policy provisions originally issued to the
Policyholder change as requested by the Policyholder. The Plan Change Effective date for the Policyholder will
be shown on the policy cover, if the Policyholder has requested a change. The plan change effective date for an
Insured is shown in the Policyholder’s records or on the cover of the cerlificate.



CONDITIONS FOR INSURANCE COVERAGE
ELIGIBILITY

ELIGIBLE CLASS FOR MEMBERS. The members of the cligible class(es) are shown on the Schedule of
Benefits. Each member of the eligible class (referred to as "Member") will qualify for such insurance on the day
he or she completes the required eligibility period, il any. Members choosing to elect coverage will hereinafier be
referred to as “Insured.”

Il employment is the basis for membership, a member of the Eligible Class for Insurance is any full time active
employee working at least 30 hours per week. If membership is by reason other than employment, then a member
of the Eligible Class for Insurance is as defined by the Policyholder.

If both spouses are Members, and if either of them insures their dependent children, then the spouse, whoever
elects, will be considered the dependent of the other, As a dependent, the person will not be considered a Member
of the Eligible Class, but will be eligible for insurance as a dependent.

ELIGIBLE CLASS FOR DEPENDENT INSURANCE. Each Member of the eligible class(es) for dependent
coverage is eligible for the Dependent Insurance under the policy and will qualify for this Dependent Insurance on
the first of the month falling on or first following the latest of:

1. the day he or she qualifics for coverage as a Member;,
2. the day he or she first becomes a Member; or

3.  the day he or she first has a dependent. For dependent children, a newborn child will be considered an
eligible dependent upon reaching their 2™ birthday. The child may be added at birth or within 31 days
of the 2™ birthday.

A Member must be an Insured to also insure his or her dependents.

If employment is the basis for membership, a member of the Eligible Class for Dependent Insurance is any full
time active employee working at least 30 hours per week and has eligible dependents. If membership is by reason
other than employment, then a member of the Eligible Class for Insurance is as defined by the Policyholder.

Any spouse who elects to be a dependent rather than a member of the Eligible Class for Personal Insurance, as
cxplained above, is not a member of the Eligible Class for Dependent Insurance.

When a member of the Eligible Class for Dependent Insurance dies and, if at the date of death, has dependents
insured, the Policyholder has the option of offering the dependents of the deceased employee continued coverage.
If elected by the Policyholder and the affected dependents, the name of such deceased member will continue to be
listed as a member of the Eligible Class for Dependent Insurance.

CONTRIBUTION REQUIREMENTS. Member Insurance: An Insured is required to contribute to the
payment of his or her insurance premiums.

Dependent Insurance: An Insured is required to contribute to the payment of insurance premiums for his or her
dependents.

ELIGIBILITY PERIOD. For Members on the Plan Effective Date of the policy, qualification will occur on the
first of the month falling on or first following the eligibility period of 30 calendar day(s) of continuous active
employment.

For persons who become Members after the Plan Effective Date of the policy, qualification will accur on the first
of the month falling on or first following the eligibility period of 30 calendar day(s) of continuous active
employment.
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If employment is the basis for membership in the Eligible Class for Members, an Insured whose eligtbility
terminates and is established again, may or may not have to complete a new eligibility period before he or she can
again qualify for insurance.

EFFECTIVE DATE. Each Member has the option of being insured and insuring his or her Dependents. To
elect coverage, he or she must agree in writing to contribute to the payment of the insurance premiums. The
Effective Date for each Member and his or her Dependents, will be the first of the month falling on or first
following:

1. the date on which the Member qualifies for insurance, if the Member agrees to contribute on or before
that date.

2. the date on which the Member agrees to contribute, if that date is within 31 days after the date he or she
qualifies for insurance.

EXCEPTIONS. If employment is the basis for membership, a Member must be in active service on the date the
insurance, or any increase in insurance, is to take effect. If not, the insurance will not take effect until the day he
or she returns to active service. Active service refers to the performance in the customary manner by an employee
of all the regular duties of his or her employment with his or her employer on a full time basis at one of the
employer's business establishments or at some location to which the employer's business requires the employee to
travel.

A Member will be in active service on any regular non-working day if he or she is not totally disabled on that day
and if he or she was in active service on the regular working day before that day.

If membership is by reason other than employment, a Member must not be totally disabled on the date the
insurance, or any increase in insurance, is to take effect. The insurance will not take effect until the day after he
or she ceases to be totally disabled.

TERMINATION DATES

INSUREDS. The insurance for any Insured, will automatically terminate on the end of the month falling on or
next following the earliest of:

1. the date the Insurcd ccases to be a Member;
the last day of the period for which the Insured has contributed, if required, to the payment of
insurance premiums; or

3.  the date the policy is terminated.

DEPENDENTS. The insurance for all of an Insured’s dependents will automatically terminate on the end of the
month falling on or next following the earliest of:

1. the date on which the Insured's coverage terminates;

2. the date on which the Insured ceases to be a Member;

3.  the last day of the period for which the Insured has contributed, if required, to the payment of
insurance premisms; or

4. the date all Dependent Insurance under the policy is terminated.

The insurance for any Dependent will automatically terminate on the end of the month falling on or next
following the day before the date on which the dependent no longer meets the definition of a dependent. Sece
"Definitions."



CONTINUATION OF COVERAGE., If coverage ceases according to TERMINATION DATE, some or all of
the insurance coverages may be continued. Contact your plan administrator for details.



EYE CARE EXPENSE BENEFITS

If an Insured has Covered Expenses under this section, we pay benefits as described. The Insured can choose any
provider at any time.

COVERED EXPENSES
Covered Expenses include the lesser of:
a. the charge for the covered procedure furnished; or
b. the Maximum Covered Expense for such services or supplics shown in the Schedule of Eye Care
Services.

Covered Expenses are the eye care expenses incurred by an Insured for services or supplies. We pay up to the
Maximum Covered Expense shown in the Schedule of Eye Care Services.

DEDUCTIBLE AMOUNT

The Deductible Amount is on the Schedule of Benefits. 1t is an amount of Covered Expenses for which no
bencfits arc payable. 1t applies scparatcly to cach Insurcd. Bencfils arc paid only for those Covered Expenscs
that are over the Deductible Amount.

PARTICIPATING PROVIDERS

A Participating Provider is a provider who has agreed to participate in the VSP network and agrees to provide
services and supplies to the Insured at a discounted fee. For questions related to providers or benefit payments,
VSP's Customer Care Division is availablc at (800) 877-7195.

NON-PARTICIPATING PROVIDER

A Non-Participating Provider is any other provider. Non-Participating providers may be referred to as Affiliate or
Open Access Providers. Non-Participating Providers arc not subject to our Quality Management Programs. Your
out-of-pocket expenses may be greater when you visit a Non-Participating Provider. However, more cost savings
or convenience may be available through VSP arrangements with Affiliate Providers. You may contact VSP’s
Customer Care Division for dctails at (800) 877-7195.

EYE CARE SUPPLIES
Eye care supplies are all services listed on the Schedule of Eye Care Services. They exclude services related to
Eye Care Exams,

REQUEST FOR SERVICES

When requesting services, the Insured must advise the Participating Provider's office that he or she has coverage
under this network plan. If the Insured receives services from a Participating Provider without this notification,
the benefits may be limited to those for a Non-Participating Provider.

ASSIGNMENT OF BENEFITS

We pay benefits to the Participating Provider for services and supplies performed or furnished by them. When a
Non-Participating Provider performs services, we pay benefits to the Insured unless arranged differently through
an Affiliate or Open Access provider, or otherwise required by state regulation.

EXTENSION OF BENEFITS
If your policy terminates, we will pay claims for eye care services and supplies that you received or ordered prior
to your policy’s termination. You will have six months following the date of service to submit your claim.

EXPENSES INCURRED
An expense is incurred at the time a service is rendered or a supply item fumnished.
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PROOF OF LOSS

Written proof of loss must be given to us within 180 days after completion of the service for a claim to be
covered. An exception may be made if the Insured shows it was not possible to submit the proof of loss within
this period.

LIMITATIONS
This pian has the following limitation:

Some brands of spectacle frames may be unavailable at all locations for purchasc as Covered Expenses, or may be

subject to additional out-of-pocket expenses. Insureds may obtain details regarding frame brand availability from
their treating provider or by calling VSP's Customer Care Division at (800) 877-7195.

EXCLUSIONS
This plan does not cover:

e Services and/or materials not specifically included in this Schedule as covered Plan Benefits,

o Plano lenses (lenses with refractive correction of less than plus or minus .50 diopter) except as
specifically allowed in the frames benefit scction below,

e Services or materials that are cosmetic, including Planoc contact lenses to change eye color and artistically
painted Contact Lenses,

e Two pairs of glasses in lieu of Bifocals,

» Replacement of Spectacle Lenses, Frames, and/or contact lenses furnished under this plan that are lost or
damaged, except at the normal intervals when services are otherwise available,

¢ Orthoptics or vision training and any associated supplemental testing,

» Medical or surgical treatment of the eyes,

¢ Contact lens modification, polishing or cleaning,

o The refitting of Contact Lenses after the initial 90-day fitting period,

e Contact Lens insurance policies or service contracts,

s Additional office visits associated with contact lens pathology,

e Local, state and/or federal taxes, except where law requires us to pay,

e Membership fees for any retail center in which an Affiliate or Open Access provider office may be

located. Covered persons may be required to purchase a membership in such entities as a condition of
accessing Plan Benefits.



SCHEDULE OF EYE CARE SERVICES

The following is a complete list of eye care services for which benefits payable under this section, You must first
pay a Deductible for certain services as indicated on the Schedulc of Benefits in the - Eye Care Expense Benefits
section.

PLAN MAXIMUM COVERED EXPENSE
SERVICE WHEN COVERED Participating Provider Non-Participating

Provider*

Vision Examination(s)

Eye Exam Once every 12 months Covered in Full Upto § 45.00
Contact Lens Fitting Once every 24 months Covered in Full See Elective Contact
& Evaluation Lenses benefit below

Complete Pair of Spectacles

Lenses (pcr pair, only onc pair of lens type below allowed per covered period)

Single Vision Once every 24 months Covered in Full Upto $ 30.00
Lined Bifocal Once every 24 months Covered in Full Up to $ 50.00
Lincd Trifocal Once cvery 24 months Covered in Full Upto $ 65.00
Lenticular Once every 24 months Covered in Full Up to $100.00
Frames
Single Frame Once cvery 24 months Up 10 $130.00 Upto § 70.00
Contact Lenses (in lieu of Complete Pair of Spectacles) Includes allowance for Contact Lens Fitting & Evaluation
Elcctive Once cvery 24 months Up to $130.00 Up to $105.00
Medically Necessary™* Once every 24 months Covered in Full Up to $210.00

Low Vision (for scvere visual probiems not correctable with regular lenscs, as determined by the treating
provider) Insureds can receive professional services for treatment of severe visual problems that are not
correctable with regular lenses. The treating provider determines if an Insured’s condition meets the criteria for
coverage of this benefit. Insureds may contact VSP’s Customer Care Division for details at (800-877-7195) for
additional information.

*Insureds may receive additional savings and some services may be covered in full by choosing to visit an
Affiliate Non-Participating Provider.

**The benefit for Medically Necessary contact lenses is in lieu of the Elective contact lenses benefit listed. The
treating provider determines if an Insured meets the coverage criteria for this benefit.



COORDINATION OF BENEFITS

The Coordination of Benefits (COB) provision applies if an Insured person has eye care coverage under more
than onc Plan. Plan is defined below. All benefits provided under this policy are subject to this section.

The order of benefit determination rules govern the order in which each Plan will pay a claim for benefits. The
Plan that pays first is called thc Primary plan. Thc Primary plan must pay benefits in accordance with its
policy terms without regard to the possibility that another Plan may cover some expenses, The Plan that pays
after the Primary plan is the Secondary plan. The Secendary plan may reduce the benefits it pays so that
payments from all Plans do not exceed 100% of the total Allowable expense.

DEFINITIONS

A. A Plan is any of the following that provides benefits or services for medical or eye care or treatment. If
separatc contracts are used to provide coordinated coverage for members of a group, the separate contracts are
considered parts of the same plan and there is no COB among those separate contracts.

(1) Plan includes: group insurance contracts, health maintenance organization (HMO) contracts, closed
panel plans or other forms of group or group-type coverage (whether insured or uninsured); medical care
components of long-term care contracts, such as skilled nursing care; medical benefits under group or
individual automobile contracts; and Medicare or any other federal governmental plan, as permitted by
law.

(2) Plan does not include: hospital indemnity coverage or other fixed indemnity coverage; accident only
coverage other than the medical benefits coverage in automobile "no fault”" and traditional "fault" type
contracts; specified disease or specified accident coverage; limited benefit health coverage, as defined by
state law; school accident type coverage; benefits for non-medical components of long-term care policies;
Medicare supplement policies; Medicaid policies; or coverage under other federal governmental plans,

unless permitted by law.

Each contract for coverage under (1) or (2) is a separate Plan. If a Plan has two parts and COB rules apply only
to one of the two, each of the parts is treated as a separate Plan.

B. This plan means, in a COB provision, the part of the contract providing the health care benefits to which the
COB provision applies and which may be reduced because of the benefits of other plans. Any other part of the
contract providing health carc benefits is separate from this plan. A contract may apply onc COB provision to
certain benefits, such as eye care benefits, coordinating only with similar benefits, and may apply another COB
provision to coordinate other benefits.

C. The order of benefit determination rules determine whether This plan is 2 Primary plan or Sccondary plan
when the person has health care coverage under more than one Plan.

When This plan is primary, it determines payment for its benefits first before those of any other Plan without
considering any other Plan's benefits. When This plan is secondary, it determines its benefits after those of
another Plan and may reduce the benefits it pays so that all Plan benefits do nat exceed 100% of the total
Allowable expense.

D. Allowable expense is 2 health care expense, including deductibles, coinsurance and co-payments, that is
covered at least in part by any Plan covering the person. When a Plan provides benefits in the form of services,
the reasonable cash value of each service will be considered an Allowable expense and a benefit paid. An
expense that is not covered by any Plan covering the person is not an Allowable expense. In addition, any
expense that a provider by law or in accordance with a contractual agreement is prohibited from charging a
covered person is not an Allowable expense.
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The following are examples of expenses that are not Allowable expenses:

(1) If a person is covered by 2 or more Plans that compute their benefit payments on the basis of usual
and customary fees or refative value schedule reimbursement methodology or other similar
reimbursement methodology, any amount in excess ol the highest reimbursement amount for a specific
benefit is not an Allowable expense.

{2) If a person is covered by 2 or more Plans that provide benefits or services on the basis of negotiated
fees, an amount in excess of the highest of the negotiated fees is not an Allowable expense.

(3) If a person is covered by one Plan that calculates its benefits or services on the basis of usual and
customary fees or relative value schedule reimbursement methodology or other similar reimbursement
methodology and another Plan that provides its benefits or services on the basis of negotiated fees, the
Primary plan's payment arrangement shall be the Allowable expense for all Plans. However, if the
provider has contracted with the Secondary plan to provide the benefit or service for a specific
negotiated fee or payment amount that is different than the Primary plan's payment arrangement and if
the provider's contract permits, the negotiated fee or payment shall be the Allowable expense used by the
Secondary plan (o determinc its benefits.

(4) The amount of any benefit reduction by the Primary plan because a covered person has failed to
comply with the Plan provisions is not an Allowable expense. Examples of these types of plan
provisions include second surgical opinions, precertification of admissions, and preferred provider
arrangements,

E. Closed panel plan is a Plan that provides health care benefits Lo covered persons primarily in the form of
services through a panel of providers that have contracted with or are employed by the Plan, and that excludes
coverage for services provided by other providers, except in cases of emergency or referral by a panel member,

F. Custodial parent is the parent awarded custody by a court decree or, in the absence of a court decree, is the
parent with whom the child resides more than one half of the calendar year excluding any temporary visitation,

ORDER OF BENEFIT DETERMINATION RULES

When a person is covered by two or more Plans, the rules for determining the order of benefit payments are as
follows:

A. The Primary plan pays or provides its benefits according to its terms of coverage and without regard to the
benefits of under any other Plan.

B. (1) Except as provided in Paragraph B(2) below, a Plan that does not contain a coordination of benefits
provision that is consistent with this regulation is always primary unless the provisions of both Plans state that the
complying plan is primary.

(2) Coverage that is obtained by virtue of membership in a group that is designed to supplement a part of a basic
package of benefits and provides that this supplementary coverage shall be excess to any other parts of the Plan
provided by the contract holder. Examples of these types of situations are major medical coverages that are
superimposed over base plan hospital and surgical benefits, and insurance type coverages that are written in
connection with a Closed panel plan to provide ocut-of-network benefits.

C. A Plan may consider the bencfits paid or provided by another Plan in calculating payment of its bencfits only
when it is secondary to that other Plan.

D. Each Plan dctermincs its order of benefits using the first of the following rules that apply:



(1) Non-Dependent or Dependent. The Plan that covers the person other than as a dependent, for
cxample as an employee, member, policyholder, subscriber or retiree is the Primary plan and the Plan
that covers the person as a dependent is the Secondary plan. However, if the person is a Medicare
beneficiary and, as a result of federal law, 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 (e.g. a retired
employce); then the order of bencfits between the two Plans is reversed so that the Plan covering the
person as an employee, member, policyholder, subscriber or retiree is the Secondary plan and the other
Plan is the Primary plan.

{2} Dependent Child Covered Under More Than One Plan. Unless there is a court decree stating
otherwise, when a dependent child is covered by more than one Plan the order of benefits is determined
as follows:

(a) For a dependent child whose parents are married or are living together, whether or not they
have ever been married:

The Plan of the parent whose birthday falls earlier in the calendar year is the Primary
plan; or

If both parents have the same birthday, the Plan that has covered the parent the longest is
the Primary plan.

(b) For a dependent child whose parents are divorced or separated or not living together, whether
or not they have cver been marricd:

(i) If a court decree states that one of the parents is responsible for the dependent child's
health care expenses or health care coverage and the Plan of that parent has actual
knowledge ef thosc terms, that Plan is primary. This rule applics to plan ycars
commencing after the Plan is given notice of the court decree;

(ii) If a court decrec states that both parcnts arc responsible for the dependent child's
health care expenses or health care coverage, the provisions of Subparagraph (a) above
shall determine the order of benefits;

(iii) If a court decree states that the parents have joint custody without specifying that one
parent has responsibility for the health care expenses or health care coverage of the
dependent child, the provisions of Subparagraph (a) above shall determine the order of
benefits; or

(iv) If there is no court decree allocating responsibility for the dependent child's health
care expenses or health care coverage, the order of benefits for the child are as follows:

The Plan covering the Custodial parent;
The Plan covering the spouse of the Custodial parent;
The Plan covering the non-custodial parent; and then
The Plan covering the spouse of the non-custodial parent.
{c) For a dependent child covered under more than one Plan of individuals who are the parents of

the child, the provisions of Subparagraph (a) or (b) above shall determine the order of benefits as
if thosc individuals were the parcnts of the child.



(3) Active Employee or Retired or Laid-off Employee. The Plan that covers a person as an active
employee, that is, an employee who is neither laid off nor retired, is the Primary plan. The Plan
covering that same person as a retired or laid-off employee is the Secondary plan. The same would hold
true if a person is a dependent of an active employee and that same person is a dependent of a retired or
laid-off employee. If the other Plan does not have this rule, and as a result, the Plans do not agree on the
order of benefits, this rule is ignored. This rule does not apply if the rule labeled D(1) can determine the
order of benefits.

(4) COBRA or State Continuation Coverage. I a person whose coverage is provided pursuant to COBRA
or under a right of contihvation provided by state or other federal law is covered under another Plan, the
Plan covering the person as an employee, member, subscriber or retiree or covering the person as a
dependent of an employee, member, subscriber or retiree is the Primary plan and the COBRA or state or
other federal continuation coverage is the Secondary plan. If the other Plan does not have this rule, and
as a result, the Plans do not agree on the order of benefits, this rule is ignored. This rule does not apply if
the rule labeled D(1) can determine the order of benefits.

(5) Longer or Shorter Length of Coverage. The Plan that covered the person as an employee, member,
policyholder, subscriber or retiree longer is the Primary plan and the Plan that covered the person the
shorter period of time is the Secondary plan.

(6) If the preceding rules do not determine the order of bencefits, the Allowable expenses shall be shared
equally between the Plans meeting the definition of Plan. In addition, This plan will not pay more than
it would have paid had it been the Primary plan.

EFFECT ON THE BENEFITS OF THIS PLAN

A. When This plan is secondary, it may reduce its benefits so that the total benefits paid or provided by all Plans
during a plan ycar arc not more than thc total Allowable expenses. In determining the amount to be paid for any
claim, the Secondary plan will calculate the benefits it would have paid in the absence of other health care
coverage and apply that calculated amount to any Allowable expense under its Plan that is unpaid by the
Primary plan. The Secondary plan may then reduce its payment by the amount so that, when combined with
the amount paid by the Primary plan, the total benefits paid or provided by all Plans for the claim do not exceed
the total Allowable expense for that claim. In addition, the Secondary plan shall credit te its plan deductible any
amounts it would have credited to its deductible in the absence of other health care coverage.

B. if a covered person is enrolled in two or more Closed panel plans and if, for any reason, including the
provision of service by a non-panel provider, benefits are not payable by one Closed panel plan, COB shall not
apply between that Plan and other Closed pancl plans.

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 This plan and other Plans. The Company may get the facts it needs from or give them to
other arganizations or persons for the purpose of applying these rules and determining benefits payable under
This plan and other Plans covering the person claiming benefits. The Company need not tell, or get the consent
of, any person to do this. Each person claiming benefits under This plan must give the Company any facts it
needs to apply those rules and determine benefits payable.

FACILITY OF PAYMENT

A Payment made under another Plan may include an amount that should have been paid under This plan. If it
does, the Company may pay that amount to the organization that made that payment. That amount will then be
trcated as though it were a benefit paid under This plan. The Company 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 the reasonable cash value of the benefits provided in the form of services.



RIGHT OF RECOVERY

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



GENERAL PROVISIONS

NOTICE OF CLAIM. Written notice of a claim must be given to us within 90 days after the incurred date of
the services provided for which benefits are payable.

Nolice must be given 1o us at our Home Office, or to one of our agents. Notice should include the Policyholder's
name, Insured's name, and policy number. If it was not reasonably possible to give written notice within the 90
day period stated above, we will not reduce or deny a claim for this reason if notice is filed as soon as is
rcasonably possible.

CLAIM FORMS. When we receive the notice of a claim, we will send the claimant forms for filing proof of
loss. If these forms are not furnished within 15 days afier the giving of such notice, the claimant will meet our
proof of loss requirements by giving us a written statement of the nature and extent of loss within the time limit
for filing proofs of loss.

PROOF OF LOSS. Written proof of loss must be given to us within 90 days after the incurred date of the
services provided for which benefits are payable. If it is impossible to give written proof within the 90 day
period, we will not reduce or deny a claim for this reason if the proof is filed as soon as is reasonably possible and
in no event, except in the absence of legal capacity, later than one (1) year from the time proof is otherwise
required.

TIME OF PAYMENT. We will pay all benefits immediately when we receive due proof. Any balance
remaining unpaid at the end of any period for which we are liable will be paid at that time.

PAYMENT OF BENEFITS. Participating Providers have agreed to accept assignment of benefits for
services and supplies performed or furnished by them. When a Non-Participating Provider performs services, all
benefits will be paid to the Insured unless otherwise indicated by the Insured's authorization to pay the
Non-Participating Provider dircetly.

FACILITY OF PAYMENT. If an Insured or beneficiary is not capable of giving us a valid receipt for any
payment or if benefits are payable to the estate of the Insured, then we may, at our option, pay the benefit up to an
amount not to exceed $5,000, to any relative by blood or connection by marriage of the Insured who is considered
by us to be equitably entitled to the benefit.

Any equitable payment made in good faith will release us from liability to the extent of payment.

PROVIDER-PATIENT RELATIONSHIP. The Insured may choose any Provider who is licensed by the
law of the state in which treatment is provided within the scope of their license. We will in no way disturb the
provider-paticnt relationship.

LEGAL PROCEEDINGS. No legal action can be brought against us until 60 days after the Insured sends us
the required proof of loss. No legal action against us can start more than five years after proof of loss is required.

INCONTESTABILITY. Any statement made by the Policyholder to obtain the Policy is a representation and
not a warranty. No misrepresentation by the Policyholder will be used to deny a claim or to deny the validity of
the Policy unless:

1. The Policy would not have been issued if we had known the truth; and

2. We have given the Policyholder a copy of a written instrument signed by the Policyholder that contains
the misrepresentation.

The validity of the Policy will not be conlested after it has been in force for one year, except for nonpayment of
premiums or fraudulent mistepresentations,
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WORKER'’S COMPENSATION. The coverage provided under the Policy is not a substitute for coverage
under a workmen’s compensation or state disability income benelit law and does not relieve the Policyholder of
any obligation to provide such coverage.



GENERAL PROVISIONS (CONTINUED)

CONFORMITY WITH LAW. Any policy provision that conflicts with the laws of the statc in which the policy
is issucd, when the policy is issued, is automatically changed to meet the minimum requirements of those laws.

ENTIRE CONTRACT. The policy, riders, endorsements and the application of the Policyholder constitute the
entire contract between the parties. A copy of the Policyholder’s application is attached o the policy when
issued. All statements made by the Policyholder or an Insured will, in the absence of fraud, be considered
representations and not warranties, No statement made 1o obtain insurance will be used to void the insurance or
reduce the benefits of this policy unless it is in a written application signed by the Policyholder or Insured. A
copy of this must have been given to the Policyholder or Insured.

No change in this policy will be valid unless approved in writing by one of our officers and given to the
Policyholder for attachment to the policy. No agent has the authority to change this policy or waive any of its
provisions. Any change in this policy will be valid even though an Insured may not have agreed to it.

INSURANCE DATA. The Policyholder will furnish, at our request, data necessary to administer this policy.
The data will include, but not be limited to data:

i. necessary to calculate premiums;
ii. neeessary to delermine a person's effective date or termination date of insurance;
jii. necessary to determine the proper coverage level of insurance.

We shall have the right to inspect any of the Policyholder's records we find necessary to properly administer this
policy. Any inspections will be at a time and place convenient to the Policyholder.,

We will not refusc to insure a person whe is cligibic to be insurcd just because the Policyholder fails or crrs in
giving us the data necessary to include that person for coverage. An Insured's insurance will not stay in force nor
an amount of insurance be continued after the termination date, according to the Conditions for Insurance,
because the Policyholder fails or errors in giving us the necessary data concermng an Insured's termination.
CERTIFICATES. We will issue certificates to the Policyholder showing the coverage under the policy. The
Policyholder will distributc a certificate to cach insured Member. If the terms of the certificate differ from the
policy, the terms stated in the policy will govern,

PARTICIPATION REQUIREMENTS. There arc two requirements that must be met in order for the policy to
be placed in force, and to remain in force:

a. a certain percentage of all Members qualified for insurance must be insured at all times; and
b. a certain number of Insureds must be insured at all times.
The Participation Requirements are as follows:

Percentage of Members- 60%
Number of Members- 84

TERMINATION OF THE POLICY. The Policyholder may terminate this policy as of any Premium Duc Date
by giving us written notice before that date.
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We may terminate this policy on the earlier of:

1. any Premium Due Dalte if the participation of Insureds and/or Dependents does not meet the requirements
in "Conditions For Insurance." Written notice of termination of insurance must be given to the
Policyholdcr at lcast 45 days before the datc of termination.

2. any Premium Due Date on or after the first policy year, for reasons other than lack of participation.
Written notice of termination of insurance musl be given to the Policyholder at least 90 days before the
date of termination.

If any premium is not paid when due, this policy will automatically be terminated as of the Premium Due Date,
except as stated below.

GRACE PERIOD. This policy has a 31 day grace period. This means that if a renewal premium is not paid on
or before the date it is due, it may be paid during the following 31 days. During the grace periad, the policy will
stay in force. If the Policyholder has not sent us a written request to terminate the policy and a premium is not
paid by the end of the grace period, the policy will terminate at the end of the grace period. If the Policyholder
gives us written notice of termination before the Premium Due Date, the policy will be terminated as of the date
requested. The Policyholder will be liable for any unpaid premium for the time this policy was in force, including
the grace period.

CONSIDERATION. This policy is issued to the Policyholder in consideration of the application and the
payment of premiums specified in this policy.

TERMS AND CONDITIONS. Payment of any benefit under this policy is subject to the definitions and afl
other terms of this policy pertinent to the benefit.



CLAIMS REVIEW PROCEDURES
AS REQUIRED UNDER
EMPLOYEE RETIREMENT INCOME SECURITY ACT OF 1974 (ERISA)

The following provides information regarding the claims review process and your rights to request a review of
any part of a claim that is denied. Please note that certain state laws may also require specified claims payment
procedures as well as internal appeal procedures and/or independent external review processes. Therefore, in
addition to the review procedures defined below, you may also have additional rights provided to you under state
law. If your state has specific grievance procedures, an additional notice specific to your state will also be
included within the group policy and your certificate.

CLAIMS FOR BENEFITS

Claims may bc submitted by mailing the completed claim form along with any requested information to:
Vision Service Plan
Atin: Claims Services
P.0. Box 385018
Birmingham, AL 35238-5018

NOTICE OF DECISION OF CLAIM
We will evaluate your claim promptly after we receive it.

We will provide you written notice regarding the payment under the claim within 30 calendar days following
receipt of the claim, This period may be extended for an additional 15 days, provided that we have determined
that an extension is necessary due to matters beyond our control, and notify you, prior to the expiration of the
initial 30-day period, of the circumstances requiring the cxtension of time and the date by which we expect to
render a decision. If the extension is due to your failure to provide information necessary to decide the claim, the
notice of extension shall specifically describe the required information we need to decide the claim.

If we request additional information, you will have 45 days to provide the information. If you do not provide the
requested information within 45 days, we may decide your claim based on the information we have received.

If we deny any part of your claim, you will receive a written notice of denial containing:

a, The reasons for our decision.

b. Reference to the parts of the Group Policy on which our decision is based.

c. Reference to any internal rule or guideline relied upon in making our decision, along with your
right to receive a copy of these guidelines, free of charge, upon request.

d. A statement that you may request an explanation of the scientific or clinical judgment we relied

upon to exclude expenses that are experimental or investigational, or are not necessary or
accepted according to generally accepted standards of Eye Care practice.

e A description of any additional information needed to support your claim and why such
information is necessary.
f. Information concerning your right to a review of our decision.

Information concerning your right to bring a civil action for benefits under section 502(a) of
ERISA following an adverse benefit determination on review.

APPEAL PROCEDURE

If all or part of a claim is denied, you may request a review in wnting within 180 days afier receiving notice of the
bencfit denial.
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You may send us written comments or other items to support your claim. You may review and receive copics of
any non-privileged information that is relevant to your appeal. There will be no charge for such copies. You may
request the names of the experts we consulted who provided advice to us about your claim.

The appeal review will be conducted by the Plan’s named fiduciary and will be someone other than the person
who denied the initial ¢laim and will not be subordinate to that person. The person conducting the review will not
give deference to the initial denial decision. If the denial was based in whole or in part on a medical judgment,
including determinations with regard to whether a service was considered experimental, investigational, and/or
not medically necessary, the person conducting the review will consult with a qualified health care professional.
This health care professional will be someone other than the person who made the original judgment and will not
be subordinatc to that person. Qur review will include any written comments or other items you submit to support
your claim.

We will review your claim promptly after we receive your request.

If your appeal is about urgent care, you may call Toll Free at 877-897-4328, and an Expedited Review will be
conducted, Verbal notification of our decision will be made within 72 hours, followed by written notice within 3
calendar days afier that.

If your appcal is about benefit decisions related to clinical or medical necessity, a Standard Consultant Review
will be conducted. A written decision will be provided within 30 calendar days of the receipt of the request for

appeal.

If your appcal is about benefit decisions related to coverage, a Standard Administrative Review will be conducted.
A written decision will be provided within 60 calendar days of the receipt of the request for appeal.

If we deny any part of your claim on review, you will receive a written notice of denial containing:

a. The reasons for our decision.

b. Reference lo the parts of the Group Policy on which our decision is based.

c. Reference to any internal rule or guideline relied upon in making our decision along with your
right to receive a copy of these guidelines, free of charge, upon request.

d. Information concering your right to receive, free of charge, copies of non-privileged documents
and records relevant to your claim.

e. A statement that you may request an explanation of the scientific or clinical judgment we relied

upon to exclude expenses that are experimental or investigational, or are not necessary or
accepted according to generally accepted standards of Eye Care practice.

f. Information concerning your right to bring a civil action for benefits under section 502(a} of
ERISA.

Certain state laws also require specified internal appeal procedures and/or external review processes. In addition
to the review procedures defined above, you may also have additional rights provided to you under state law.
Please review your certificate for such information, call us, or contact your state insurance regulatory agency for
assistance. In any event, you need not exhaust such state law procedures prior to bringing civil action under
Section 502(a) of ERISA.

Any request for appeal should be directed to:
Quality Control, P.O, Box 82657, Lincoln, NE 68501-2657.
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FLEXIBLE BENEFITS PLAN SUMMARY PLAN DESCRIPTION
PLAN INFORMATION SUMMARY

The Employer named helow eslablishes a Flexible Benefits Plan {the "Plan"} as set forth in this Summary Plan Description
{“SPD") as of the Efieclive Date set forth below. The purpose of the Plan is to provide eligible Employees a choice between
cash and the specified welfare benefits described in this Plan Information Summary {see “Benefits Provided Under the Plan™).
Pre-tax Contribution elections under the Plan are intended to qualify for the exclusion from income provided in Section 125 of the
Internal Revenue Code of 1986.

FLEXIBLE BENEFITS PLAN
EMPLOYER INFORMATION

1) Name and Address of Employer: OKLAHOMA SPORTS AND ORTHOPEDICS INSTITUTE

Ptan Administrator; AMANDA BOYD
3400 W TECUMSEH RD STE 101
NORMAN, OK 73072

The Plan Administrator has the exclusive right to interpret the Plan and to decide all matters arising under the Plan, including the
right to make determinations of fact and to construe and interpret possible ambiguities, inconsistencies, or omissions in the Plan
and this SPD.

2) Employer's Telephone Number: (405) 801-4270
3) Employer's Federal Tax
Identification Number: 20-3982222

4) Plan Number Assigned to Cafeteria
Plan {e.g., 501 if this is the first ERISA
Plan Number assigned):

5) 125 Start Date: 01/01119

6) Effective Date of this Plan: 01/0119

7) Last Day of the Plan Year: 12/31119
Subsequent Plan Years: 01/01-12/31

8) Name and Address of SAME

FSA Claim Administrator:
9) Name and Address of registered AMANDA BOYD
agent for service of legal process:

10) Affiliated Employers that will participate in the Plan :
11) Employer's Type of Business: PARTNERSHIP

ELIGIBHITY
All Employees employed by the Employer shall be eligible to participate under the Plan gxcept the following:

An eligible Employee may become a Parlicipant in the Plan:

[ 1 Immediately, upon the first day of employment (but not prior to the Effective Date of the Plan).
[ 1 Onthe day following commencement of empioymaent.

[ X] ©Onthe first day of the month following 90 days of employment.

[ 1 Other: OTHER
provided the Employee completes a Premium Deduction Authorization (*PDA"). However, eligibility for coverage under
any given Benefit Plan or Policy shall be determined by the ferms of that Benefit Plan of Policy, and reductions of the
Employes's Compensation to pay Pre-tax or After-tax Contributions shall commence when the Employee becomes
coverad under the applicable Benefit Plan or Policy.

An eligible Employee may become a Participant in the Dependent Care and/or Medical Expense Reimbursement Plan(s} (if
elected below):

[ 1 Onthe same day such Employee is eligible for the Pre-Tax Contribution benefits under the Plan.
[ 1 Onthe day following commencement of employment.

[ 1 On the first day of the month following days of employmant.

[ 1 Other: OTHER, provided the Employes completes a PDA selecting such benefits.
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BENEFITS PROVIDED UNDER THE PLAN

The following Benefit Plans and Policies subject to the tarms and conditions of the Flan are available for eleclion by eligible
Employees. The maximum a Participant can contribute via the PDA is the maximum aggregate cost of the Benefit Plans or
Policies elected minus any Nonelective Contribution made by the Employer. It is intended that such Pre-tax Contribution
amounts shall, for tax purposes, constitute an Employer contribution, but may constitute Employee contributions for state
insurance law purposes. Copies of the Benefit Plans or Policies (or a list of eligible Policy numbers) shall be attached as an
appendix to this Plan.

[X] Group Major Medical Coverage

[ X] Vision Care Coverage

[ 1 Disability Income - Short Term (A&S)
[ X] Cancer Insurance

[ X ] Dental Coverage

{ 1 Group Term Life Insurance

[ 1 Disability Income - Long Term {LTD)
[ X ] Intensive Care Insurance

[ 1 Accident Insurance

[ X ] Hospital Indemnity Insurance (HIP)
[ X ] Specified Health Event

[ 1 Personal Sickness Indemnity (PSI)

[ ] Medical Care Expanse Reimbursement described in Appendix | to this SPD, not to exceed $ per Plan Year pursuant to the
OKLAHOMA SPORTS AND ORTHOPEDICS INSTITUTE Medical Care Expense Reimbursement Plan.

Name and Address of Medical Care Expense Reimbursement Plan
COBRA Administrator {if applicable):

[ ] Dependent Care Expense Reimbursement described in Appendix | to this SPD.
[ 1 Health Savings Account {as defined in Code Section 223) established with the following

Custodian/Trustee:

[ ] Opt-out Option: See Employer enrolliment material.

THE FUNDING AGENT
The Employer selects the following Funding Agent for the Plan (check one).

O The Employer, which will comply with the requirements of Article VIl of the Plan.

} The Flexible Benefits Trust created concurrently with the execution of the Plan, which shall receive contributions under
the Plan in accordance with Article VIl of the Plan.

ADMINISTRATIVE EXPENSES
Administrative Expenses incurred in operating the Plan shall be paid by {check one):
O The Employer, except as otherwise noted in the Plan.

O The Participants, except as otherwise noted in the Plan.
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FLEXIBLE BENEFITS PLAN SUMMARY PLAN DESCRIPTION
Introduction

Your employer {the "Employer") is pleased to sponsor an employee benefit program known as a "Flexible Benefits Plan™ (the
*Plan") for you and your fellow employees. Under federal tax laws, it is also known as a "cafeteria plan®. It is so called because
it lets you choose from several different insurance and fringe benefit programs according 1o your individual needs. The Employer
provides you with the opportunity to use pre-tax dollars 1o pay for them by entering into a salary redirection arrangement instead
of receiving a corresponding amount of your regular pay. This arrangement helps you because the benefits you elect are
nontaxable; you save Social Security and income taxes on the amount of your salary redirection. Alternatively, your Employer
may allow you ta pay far any of the available benefits with after-tax contributions on a salary deduction basis.

This Summary Plan Description (“SPD") describes the basic features of the Plan, how it operates, and how you can gel the
maximum advantage from it. Information relating to the Plan that is specific to your Employer is described in the Plan
Information Summary attached to the front of this SPD. You will be referred to the Plan Information Summary throughout the
SPD. The Plan is also established pursuant to a plan document into which this SPD has been incorporated. If there is a conflict
between the official plan document and the SPD, the plan document will govern.

In some cases, the Employer may adopt a Medical Care andfor Dependent Care Reimbursement Plan. If so, they will be listed in
the Plan Information Summary as "Benefits Pravided under the Plan,” and the SPD for each Reimbursement Plan adopted by the
Employer will be set forth in Appendix | to this SPD. To the extent that the Employer adopts a Medical Care Reimbursement
Plan as indicated in the Plan Information Summary, a summary of your rights and obligations under HIPAA's privacy rules is
attached to this SPD as Appendix Il

You may alsc be able to make pre-tax contributions to a Health Savings Account (as defined in Code Section 223) through this
Plan if Health Savings Accounts are identified as an included benefit under “Benefits Provided under the Plan” in the Plan
Information Summary. If Health Savings Accounts are identified as a benefit plan option offered under the Plan, your rights and
obligations in regard to such contributions will be set forth in the Health Savings Account Contribution Appendix altached hereto.

Questions & Answers about the Flexible Benefits Plan
Q-1. What is the purpose of the Plan?

The purpose of the Plan is to allow eligible employees to pay for certain benefits offered under the Plan (called “Benefit
Plans or Palicies") with pre-tax dollars called “Pre-tax Conlributions®. Pre-tax Contributions are described in more detail
in Q-8 of this SPD.

Q-2 What benefits can | purchase on a pre-tax basis through the Plan?

You will be able to choose to parlicipate in the Plan's various pre-tax options by filling out any required enroliment
form{s) for the component Benefit Plans or Policies offered under the Plan. The complete list of Benefit Plans or
Pulicies offered under the Plan is located in the Plan Information Summary under “Benefits Offered Under the Plan.”
NOTE: You may only coniribute with Pre-tax Contributions towards the cost of Benefit Plans or Policies that cover you,
your jegal Spouse, and/or your tax Dependents defined under Internal Revenue Code Section 152. Each Benefit Plan or
Policy may define eligible Dependents more narrowly for purposes of coverage under the particular Benefit Plan or
Policy.

Q-3. Who can participate in the Plan?

Each employee of the Employer (or an Affiliated Employer identified in the Plan Information Summary) who satisfies the
eligibility requirements described in the Plan Information Summary and who is eligible to participate in any of the Benefit
Plans or Policies offered under the Plan will be eligible to participate in this Plan as of the date described in the Pian
Information Summary {see Q-5 of this SPD far instructions on how to become a Participant). Those employees who
actually participate in the Plan are called "Participants.” The terms of eligibility of this Plan do not override the terms of
eligibility of each of the Benefit Plans or Policies offered under the Plan. For the details regarding eligibility provisions,
benefit amounts, and premium schedules for each of the Benefit Plans or Pglicies, please refer to the plan summary for
each of the Benefit Plans or Policies listed in the Plan Information Summary.

Only coverage for an Employee and the Employee's Dependents may be paid for under this Plan. A dependent is
defined generally as an individuat who would be considered the Employee's spouse under the federal income tax code
or the Employee's tax dependents as defined in Code Section 152; however, for purposes of health benefils and
Dependent Care Reimbursement (“DDC") benefits offered under the Plan, a dependent is defined as (i) for health plan
purposes, as set forth in Code Section 105(b) and (ii) for DDC purposes, as any person who meets the requirements to
be a “qualifying individual” as defined in the DDC component SPD.

Q-4. When does my participation in the Plan end?

You continue to parlicipate in the Plan until {i} you elect not to participate in accordance with Q-9 of this SPD;, (ii) you no
longer satisfy the eligibility requirements described in the Plan Information Summary; (jii} you terminaie employment
with the Employer; or (iv) the Plan is terminated or amended to exclude you or the class of employees of which you are
a member. If your employment with the Employer is terminated during the Plan Year or you otherwise cease to be
eligible, your active participation in the Plan will automatically cease, and you will not be able to make any more
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Q-7.

Pre-tax Contributions under the Plan. If you are rehired within the same Plan Year or you become eligible again, you
may make new eleclions, provided that you are rehired or become eligible again more than 30 days after you terminated
employment or lost eligibility. If you are rehired or again become eligible within 30 days or less, your prior elections will
be reinstated and remain in effect for the remainder of the Plan Year unless you again iose eligibility.

How do | become a Participant?

You become a Participant by communicating to your employer, prior to the Plan start date, your election to participate in
the Plan by signing an individual Premium Deduction authorization {PDA) an which you elect one or more of the Benefit
Plans or Policies available under the Plan, as well as agree to a salary redirection to pay for those benefits so elected.
You will be provided a PDA when you first becomae eligible to participate in this Plan.

What are the enroliment perlods for entering the Plan?

If you are eligible on the effective date of the Plan, you must enroll during the enroliment period immediately preceding
the effective dale of the Plan. Otherwise, you must enroll during either the “Initial Enrollment Period” or the “Annual
Enroliment Period”. You will be notified of the dates that each enrofiment period begins and ends in the enroliment
material provided to you prior to each enroliment period. If you make an etection during the Initial Enroliment Period,
your participation in this Plan will begin on the later of your eligibility date described in the Plan Information Summary,
the first pay period coinciding with or next following the date that your election is received by the Plan Administrator (or
ils designated claims administrator) or the date coverage under a Benefit Plan or policy that you elect begins. The
effective date of coverage under the applicable Benefit Plan(s) or Policy(ies} is governed by the terms of each Benefit
Plan or Policy, as set forth in the governing documents for each Benefit Plan or Policy. The election that you make
during the Initial Enrollment Period is effective for the remainder of the Plan Year and generally cannot be revoked
during the Plan Year unless you have a Change in Stalus event as described in Q-@ below. If you do not make an
election during the Initial Enrollment Period, you will be deemed to have elected not to participate in this Plan for the
remainder of the Plan Year. You may, however, be covered by certain Benefit Plans or Palicies automatically (and be
required to contribute with pre-tax dollars) even if you fail to make an election. These automatic Benefit Plans or
Policies are called “Default Benefits™ and will be identified in the enroliment material that you receive.

The election that you make during the Annual Enroliment Period is effective the first day of the next Plan Year and is
irrevocable for the entire Plan Year unless you have a Change in Status event described in Q-9 below. A Participant
who fails to complete, sign, and file a PDA during the Annual Enrolliment Period as required shall be deemed o have
elected to continue participation in the Plan with the same benefit elections as during the prior Plan Year (adjusted to
reflact any increase/decrease in applicable premiums), and except for a Change in Status, will nol be permitted to
modify his election until the next Annual Enroliment Period. Notwithstanding the foregoing, annual elections for
pariicipation in the Medical Care and Dependent Care Expense Reimbursement Plans, if offered under the Plan, must
be made by submitting a PDA prior to the beginning of each Plan Year -- no deemed elections shall occur with respect
to such benefits.

The Plan Year is generally a 12-month period {except during the initial or last Plan Year of the Plan). The beginning and
ending dates of the Plan Year are described in the Plan Information Summary.

What tax advantages are available through the Plan?

Suppose your monthly gross pay is $2,500 per month and your cost for coverage is $140 per month. Also, suppose
your total withholdings (income tax and Social Security) are 22.65%. After paying for caverage from your after-tax pay,
your take home pay is $1,794. However, under the pre-tax premium plan, you will be considered to have received
$2,360 gross pay rather than $2,500 for tax purposes with $140 contributed for medical coverage. This means your
take home pay will be $1,825 with the pre-tax premium plan rather than $1,794 without it. Thus, you save $31 per
month {$372 per year) by participating in the pre-tax premium plan. The Table below iflustrates this savings.

With Cafeteria Plan  Without Cafeteria Plan

Gross Monthly Pay $2,500 $2,500
Pre-Tax Coverage Under Plan 140 -
Taxabie income 2,360 2.500
Estimated Federal Tax (15%) 354 375
FICA Tax 181 191
After-tax Coverage - 140
Take Home Pay 1,825 1,794

Potential Monthly Savings: $31.00
How are my contributions under the Benefit Plans or Policies made?

When you become a Participant, your share of the contributions for the elected Benefit Plan or Policy(les} will be paid
wilth Pre-tax Contributions elected on the PDA. Pre-tax Contributions are amounts withheld from your gross income
before any applicable federal and state taxes have been deducted (some state tax laws do not recognize Pre-tax
Contributions). In addition, all or a portion of the cast of the Benefit Plans or Palicies may, in the Employer’s discretion,
be paid with contributions made by the Employer on behalf of each Participant (these are called “Noneleclive
Contributions”). The amaunt of Nonelective Contribution that is applied towards the cost of the Benefit Plan(s) or
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Policy(ies) for each Participant andfor level of coverage is subject to the sole discretion of the Employer, and it may be
adjusted upward or downward in the Employer's sole discretion. The Nonelective Contribuiion amount will be calculated
for each Plan Year in a uniform and nondiscriminatory manner and may be based upon your Dependent status,
commencement or termination date of your employment during the Plan Year, and such other factors that the Employer
deems relevant. In no event will any Nonelective Contribution be disbursed to you in the form of additional, taxable
Compensation except as otherwise provided in the enrollment material. To the extent set forth in the enroliment
material, the Employer may make available a certain amount of Nonelective Contributions and then allow you to
allocate the Nonelective Contributions among the various Benefit Plan(s) or Policy(ies) that you choose (subject to
restrictions described in the enrcliment material).

Can | ever change my election during the Plan Year?

Generally, you cannot change your election to participate in the Plan or vary the Pre-tax Contribution amounts although
your election will terminate if you are no longer working for the Employer or no longer eligible under the terms of the
Plan. Otherwise, you may change your elections for Pre-Tax Contributions only during the Annual Enraliment Period,
and then, only for the coming Plan Year. There are several importan! exceplions to this general rule: You may change
or revoke your previous election during the Plan Year if you file a written request for change with the Plan Administrator
{or its designated claims administrator) within 30 days of any of the following events:

1. Change in Status. If one or more of the following “Changes in Status” occur, you may revoke your old election and
make a new election, pravided that both the revacation and new election are on account of and correspond with the
Change in Status (as described below). Those occurrences that qualify as a Change in Status include the events
described below, as well as any other events that the Plan Administrator determines are permitted under
subsequent IRS regulations:

»  achange in your legal marital status {(such as marriage, legal separation, annulment, or divorce or death of
your Spouse);

+ a change in the number of your tax Dependents (such as the birth of a child, adoption or placement for
adoption of a Dependent, or death of a Dependent);

» any of the following events that change the employment status of you, your Spouse, or your Dependent that
affect benefit eligibility under a cafeteria plan (including this Plan and the Plan of another employer) or other
employse benefit plan of yours, your Spouse, or your Dependents. Such events include any of the following
changes in employment status; termination or commencement of employment, a sirike or lockout, a
commencement of or return from an unpaid leave of absence, a change in worksite, switching from salaried to
hourly-paid, union to non-union, or part-time to full-time; incurring a reduction or increase in hours of
employment; or any other similar change which makes the individual become (or cease to be} eligible for a
particular employee benefit (NOTE: The specific rules governing election changes when you take a leave of
absence are described in Q-13 of this SPD),

» an event that causes your Dependent to satisfy or cease to satisfy an eligibility requirement for a particular
benefit {such as attaining a specified age, getting married, or ceasing to be a student);

= achange in your, your Spouse's or your Dependent's place of residence.

» achange in your employment status such that you are no longer to average 30 hours or more per week each
month but does not otherwise cause you to lose eligibility for group health benefits that provide minimum
essential coverage; or

+  you are eligible to enroll in a Qualified Health Plan offered in the Marketplace during the Marketplace’s special
or annual enroliment period.

If a Change in Status occurs and you want to make a corresponding election change, you must inform the Plan
Administrator and complete a new election within 30 days from the date of the event. The election change must be
an account of and correspond with the Change in Stalus event as determined by the Plan Administrator with the
exception of special enroliment resulting from birth, placement for adoption or adoption, all election changes are
prospective.

As a general rule, a desired election change will be found to be consistent with a Change in Status event if the event
affects eligibility for coverage. A Change in Status affects eligibility for coverage if it results in an increase or
decrease in the number of Dependents who may benefit under the plan. In addition, you must also satisfy the
following specific requirements in order to alter your election based on that Change in Status:

» Loss of Dependent Eligibilily. For accident and health benefits (e.g., health, dental and vision coverage, and
Medical Care Reimbursement Plan), a special rule governs which types of election changes are consistent with
the Change in Status. For a Change in Status involving your divorce, annulment or legal separation from your
Spouse, the death of your Spouse or your Dependent, or your Dependent ceasing to satisfy the eligibility
requirements for coverage, your election to cancel accident or health benefits for any individual other than your
Spouse involved in the divorce, annulment, or legal separation, your deceased Spouse or Dependent, or your
Dependent that ceased to satisfy the eligibility requirements, would fail to correspond with that Change in
Status. Hence, you may only cancel accident or health coverage for the affected Spouse or Dependent.

5 SPD 18D 2014










































	1 OSOI Benefits Book Cover.pdf
	1 OSOI Table of contents.pdf
	2 OSOI Health Plans.pdf
	3 OSOI Dental Plans.pdf
	4 OSOI Vision Plan.pdf

