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CERTIFICATE OF COVERAGE

Blue Cross and Blue Shield of Texas
(herein called “BCBSTX” or “Carrier”)

Hereby certifies that it has issued a Group Managed Health Care and Pharmacy Benefits Contract (herein called
the “Plan”). Subject to the provisions of the Plan, each Employee (Subscriber) to whom a Blue Cross and Blue Shield
Identification Card is issued, together with his eligible Dependents for whom application is initially made and
accepted, shall have coverage under the Plan, beginning on the Effective Date shown on the Identification Card, if
the Employer makes timely payment of total premium due to the Carrier. Issuance of this Benefit Booklet by
BCBSTX does not waive the eligibility and Effective Date provisions stated in the Plan. Any reference to “applicable
law” will include applicable laws and rules, including but not limited to statutes, ordinances, and administrative

decisions and regulations.
~
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President of Blue Cross and Blue Shield of Texas

The Schedule(s) of Coverage enclosed with this Benefit Booklet indicate benefit percentages,
Deductibles, Copayment Amounts, maximums, and other benefit and payment issues that apply to
the Plan.

The Schedule(s) of Coverage specify benefits for:
Managed Health Care (In-Network) and (Out-of-Network) coverage

Pharmacy Benefit coverage

NOTICE OF SEPARATE AVAILABLE COVERAGE

This notice is required by Texas legislation to be provided to you. It is to inform you, the Employee, that
your Employer has selected this health benefit coverage. BCBSTX does not offer a rider or separate
insurance contract through your Employer that would provide coverage in addition to the coverage
under this Contract.

THE INSURANCE CONTRACT UNDER WHICH THIS BENEFIT BOOKLET IS ISSUED IS
NOT A CONTRACT OF WORKERS’ COMPENSATION INSURANCE. YOU SHOULD
CONSULT YOUR EMPLOYER TO DETERMINE WHETHER YOUR EMPLOYER IS A

SUBSCRIBER TO THE WORKERS’ COMPENSATION SYSTEM.
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Have a complaint or need help?

If you have a problem with a claim or your premium, call your insurance company or HMO first. If you can’t work
out the issue, the Texas Department of Insurance may be able to help.

Even if you file a complaint with the Texas Department of Insurance, you should also file a complaint or appeal
through your insurance company or HMO. If you don’t, you may lose your right to appeal.

Blue Cross and Blue Shield of Texas, a Division of Health Care Service Corporation
To get information or file a complaint with your insurance company or HMO:

Call: Blue Cross and Blue Shield of Texas

Toll-Free: 1-888-697-0683

Email: BCBSTXComplaints@bcbstx.com

Mail: P. O. Box 660044, Dallas, TX 75266-0044

The Texas Department of Insurance
To get help with an insurance question or file a complaint with the state:
Call with a question: 1-800-252-3439
File a complaint: www.tdi.texas.gov
Email: ConsumerProtection@tdi.texas.gov
Mail: MC 111-1A, P.O. Box 149091, Austin, TX 78714-9091

JTiene una queja o necesita ayuda?

Si tiene un problema con una reclamacion o con su prima de seguro, llame primero a su compaiia de seguros o HMO.
Si no puede resolver el problema, es posible que el Departamento de Seguros de Texas (Texas Department of
Insurance, por su nombre en inglés) pueda ayudar.

Aun si usted presenta una queja ante el Departamento de Seguros de Texas, también debe presentar una queja a través
del proceso de quejas o de apelaciones de su compaiia de seguros 0 HMO. Si no lo hace, podria perder su derecho
para apelar.

Blue Cross and Blue Shield of Texas, a Division of Health Care Service Corporation
Para obtener informacién o para presentar una queja ante su compania de seguros o HMO:
Llame a: Blue Cross and Blue Shield of Texas
Teléfono gratuito: 1-888-697-0683
Correo electronico: BCBSTXComplaints@bcbstx.com
Direccion postal: P. O. Box 660044, Dallas, TX 75266-0044

El Departamento de Seguros de Texas

Para obtener ayuda con una pregunta relacionada con los seguros o para presentar una queja ante el estado:
Llame con sus preguntas al: 1-800-252-3439 Presente una queja en: www.tdi.texas.gov
Correo electronico: ConsumerProtection@tdi.texas.gov
Direccion postal: MC 111-1A, P.O. Box 149091, Austin, TX 78714-9091
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Schedule of Coverage

BlueCross BlueShield
@ @ of Texas

The following information summarizes the benefits available under the Managed Health Care Benefits section of your coverage. To get the most out of
your coverage, it is important that you carefully read your Benefit Booklet so you are aware of plan requirements, provisions and limitations and

Plan SO1

Overall Payment Provisions

exclusions.

BlueChoice PPOSM Network

In-Network Benefits

Out-of-Network Benefits

Copayment Amounts, Deductibles and Coinsurance Stop Loss Amounts are subject to change or increase as
permitted by applicable law

Deductibles

e  (Calendar Year Deductible
Combined In and Out-of-Network
Applies to all Eligible Expenses

$250 Individual / $750 Family

: $1,000 Individual / $2,000 Individual /
Coinsurance Stop-Loss Amounts $3,000 Family 96,000 Family
Copayment Amounts Required

Physician office visit/consultation $15.00 Copayment Amount

Urgent Care center visit $40.00 Copayment Amount

Outpatient Hospital emergency room/treatment room visit

Inpatient Hospital Expenses
Inpatient Hospital Expenses

All usual Hospital services and supplies, including
semiprivate room, intensive care, and coronary care
units.

Penalty for failure to preauthorize services

Medical/Surgical Expenses
Physician office visit/consultation, including lab and x-ray
Outpatient Surgery facility charges
Lab & x-ray in other outpatient facilities ,excluding Certain
Diagnostic Procedures
Inpatient visits and Certain Diagnostic Procedures

Home Infusion Therapy

Physician surgical services performed in any setting

$100.00 outpatient Hospital
emergency room/treatment room visit
Copayment Amount

In-Network Benefits

90% of Allowable Amount after
Calendar Year Deductible

None
In-Network Benefits

100% of Allowable Amount after
$15.00 Copayment Amount

90% of Allowable Amount after
Calendar Year Deductible

100% of Allowable Amount

90% of Allowable Amount after
Calendar Year Deductible

90% of Allowable Amount after
Calendar Year Deductible

90% of Allowable Amount after
Calendar Year Deductible

$100.00 outpatient Hospital
emergency room/treatment room visit
Copayment Amount

Out-of-Network Benefits

70% of Allowable Amount after
Calendar Year Deductible

$250
Out-of-Network Benefits

70% of Allowable Amount after
Calendar Year Deductible

70% of Allowable Amount after
Calendar Year Deductible

70% of Allowable Amount after
Calendar Year Deductible

70% of Allowable Amount after
Calendar Year Deductible

70% of Allowable Amount after
Calendar Year Deductible

70% of Allowable Amount after
Calendar Year Deductible

* Benefits used In-Network and Out-of-Network will apply toward satisfying any day, visit, Calendar Year Maximum amounts indicated
A Division of Health Care Service Corporation, a Mutual Legal Reserve Company, an Independent Licensee of the Blue Cross and Blue Shield Association
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Schedule of Coverage

BlueCross BlueShield
@ @ of Texas

Extended Care Expenses In-Network Benefits Out-of-Network Benefits

70% of Allowable Amount

Certain Services will require Preauthorization 100% of Allowable Amount ‘

Skilled Nursing Facility 25 days per Calendar Year *
60 visits per Calendar Year *

Unlimited

Home Health Care

Hospice Care

Special Provisions In-Network Benefits Out-of-Network Benefits

Behavioral Health Services

Treatment of Chemical Dependency
Certain Services will require Preauthorization

Inpatient Services
Inpatient treatment must be provided in a Chemical
Dependency Treatment Center / Hospital (facility)

Penalty for failure to preauthorize inpatient services
(facility)

Behavioral Heath Practitioner services

Outpatient Services
Behavioral Health Practitioner expenses (office setting)

Other outpatient services

90% of Allowable Amount after
Calendar Year Deductible

None

90% of Allowable Amount after
Calendar Year Deductible

100% of Allowable Amount after
$15.00 Copayment Amount

90% of Allowable Amount after
Calendar Year Deductible

70% of Allowable Amount after
Calendar Year Deductible

$250

70% of Allowable Amount after
Calendar Year Deductible

70% of Allowable Amount after
Calendar Year Deductible

70% of Allowable Amount after
Calendar Year Deductible

Serious Mental lliness
Certain Services will require Preauthorization.

Inpatient Services

Hospital services (facility)
Penalty for failure to preauthorize inpatient services
(facility)

Behavioral Health Practitioner services

Outpatient Services
Behavioral Health Practitioner expenses (office setting)

Other outpatient services

90% of Allowable Amount after
Calendar Year Deductible

None

90% of Allowable Amount after
Calendar Year Deductible

100% of Allowable Amount after
$15.00 Copayment Amount

90% of Allowable Amount after
Calendar Year Deductible

70% of Allowable Amount after
Calendar Year Deductible

$250

70% of Allowable Amount after
Calendar Year Deductible

70% of Allowable Amount after
Calendar Year Deductible

70% of Allowable Amount after
Calendar Year Deductible

Mental Health Care includes treatment
for Serious Mental lliness
Certain Services will require Preauthorization

Inpatient Services
Hospital services (facility)

90% of Allowable Amount after
Calendar Year Deductible

70% of Allowable Amount after
Calendar Year Deductible

* Benefits used In-Network and Out-of-Network will apply toward satisfying any day, visit, Calendar Year Maximum amounts indicated
A Division of Health Care Service Corporation, a Mutual Legal Reserve Company, an Independent Licensee of the Blue Cross and Blue Shield Association
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Schedule of Coverage

Penalty for failure to preauthorize inpatient services
(facility)

Behavioral Health Practitioner services

None

90% of Allowable Amount after
Calendar Year Deductible

34y

BlueCross BlueShield
of Texas

$250

70% of Allowable Amount after
Calendar Year Deductible

Outpatient Services
Behavioral Health Practitioner expenses (office setting)

Other outpatient services

100% of Allowable Amount after
$15.00 Copayment Amount

90% of Allowable Amount after
Calendar Year Deductible

70% of Allowable Amount after
Calendar Year Deductible

70% of Allowable Amount after
Calendar Year Deductible

Emergency Room/Treatment Room

Accidental Injury & Emergency Care within first 48
hours (including Accidental Injury & Emergency Care for
Behavioral Health Services)

Facility charges
(excluding Certain Diagnostic Procedures)

Physician charges

90% of Allowable Amount after $100.00 outpatient Hospital emergency
room/treatment room Copayment Amount (waived if admitted, and Inpatient
Hospital Expenses will apply)

90% of Allowable Amount after Calendar Year Deductible

Non-Emergency Care (including Non-Emergency Care
for Behavioral Health Services)

Facility charges
(excluding Certain Diagnostic Procedures)

Physician charges

90% of Allowable Amount after
$100.00 outpatient Hospital
emergency room/treatment room
Copayment Amount (waived if
admitted, and Inpatient Hospital
Expenses will apply)

90% of Allowable Amount after
Calendar Year Deductible

70% of Allowable Amount after
$100.00 outpatient Hospital
emergency room/treatment room
Copayment Amount (waived if
admitted, and Inpatient Hospital
Expenses will apply) and after
Calendar Year Deductible

70% of Allowable Amount after
Calendar Year Deductible

Urgent Care Services

Urgent Care center visit, including lab & x-ray services
(excluding Certain Diagnostic Procedures)

Services received during an Urgent Care visit - Certain
Diagnostic Procedures

100% of Allowable Amount after
$40.00 Copayment Amount

90% of Allowable Amount after
Calendar Year Deductible

70% of Allowable Amount after
Calendar Year Deductible

70% of Allowable Amount after
Calendar Year Deductible

Ambulance Services

90% of Allowable Amount after Calendar Year Deductible

Preventive Care Services

Routine annual physicals, well baby exam, annual vision
and hearing exams, immunizations (Deductibles will not
be applicable to immunizations of a Dependent child age
7 years or younger.)

100% of Allowable Amount after
$15.00 Copayment Amount for
Physician office visit

70% of Allowable Amount after
Calendar Year Deductible

Speech and Hearing Services

* Benefits used In-Network and Out-of-Network will apply toward satisfying any day, visit, Calendar Year Maximum amounts indicated
A Division of Health Care Service Corporation, a Mutual Legal Reserve Company, an Independent Licensee of the Blue Cross and Blue Shield Association
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Schedule of Coverage

Services to restore loss of or correct an impaired speech
or hearing function with hearing aids

Hearing Aids

Hearing Aids maximum

34y

BlueCross BlueShield
of Texas

Covered as any other sickness Covered as any other sickness

90% of Allowable Amount after
Calendar Year Deductible

70% of Allowable Amount after
Calendar Year Deductible

Limited to one hearing aid per ear each 36-Month period*

Cardiovascular Tests

One of the following early detection tests for
cardiovascular disease will be covered for a Participant
who meets the age requirements and is a diabetic or has
been determined to have a risk of developing coronary
heart disease:

e Computed tomography (CT) scanning measuring
coronary artery calcification.

e Ultrasonography measuring carotoid intima-media
thickness and plaque.

Maximum benefit of 1 test every 5 years*

90% of Allowable Amount after
Calendar Year Deductible

90% of Allowable Amount after
Calendar Year Deductible

70% of Allowable Amount after
Calendar Year Deductible

70% of Allowable Amount after
Calendar Year Deductible

Physical Medicine Services

Physical Medicine Services (includes, but is not limited to
physical, occupational, and manipulative therapy)

Calendar Year maximum

90% of Allowable Amount after
Calendar Year Deductible

70% of Allowable Amount after
Calendar Year Deductible

35 visits each Calendar Year*

* Benefits used In-Network and Out-of-Network will apply toward satisfying any day, visit, Calendar Year Maximum amounts indicated
A Division of Health Care Service Corporation, a Mutual Legal Reserve Company, an Independent Licensee of the Blue Cross and Blue Shield Association
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of Texas

SChedUIe Of Coverage % @ BlueCross BlueShield

The following chart summarizes the pharmacy benefits available under your coverage. To get the most out of your coverage, it is important that you
carefully read the PHARMACY BENEFITS section of your Benefit Booklet so you are aware of plan requirements, provisions, limitations and exclusions.

Non-Participating Pharmacy

Pharmacy Benefits Participating Pharmacy e Gl
Retail Pharmacy
One Copayment Amount per 30-day supply, up to a 90-day $15.00 Copayment Amount — Generic
supply Drugs
$30.00 Copayment Amount* — Preferred 80% of Allowable Amount minus
Brand Name Drug Copayment Amount*
$45.00 Copayment Amount* —

Non-Preferred Brand Name Drug

Mail-Order Program Mail Order Program Other Pharmacy
One Copayment Amount per 30-day supply, up to a 90-day $15.00 Copayment Amount — Generic

supply Drugs

$30.00 Copayment Amount* — Preferred

XXXXXXXXXXXXXXXXOXKOXKK
Brand Name Drug

$45.00 Copayment Amount* —
Non-Preferred Brand Name Drug

Sp ecialty Drugs . Specialty Pharmacy Provider Other Pharmacy
Available In-Network through Specialty Pharmacy Program
One Copayment Amount per 30-day supply - limited to a $15.00 Copayment Amount — Generic 80% of Allowable Amount minus
30-day supply Specialty Drugs Copayment Amount*

$30.00 Copayment Amount* — Preferred
Brand Name Specialty Drug

$45.00 Copayment Amount* —
Non-Preferred Brand Name Specialty
Drug

Vaccinations obtained through Select Participating Non-Participating Pharmacy
Pharmacies** Pharmacies (member files claims)

80% of Allowable Amount minus

Flu vaccine - $15 Copayment Amount Copayment Amount

Diabetes Supplies are available under the Pharmacy Benefits portion of your Plan. All provisions of this portion of the Plan will apply including any
Deductibles, Copayment Amounts, Coinsurance Amounts, and any pricing differences.

* If you receive a Preferred Brand Name Drug or a Non-Preferred Brand Name Drug when a Generic Drug is available, you may incur additional costs. Refer to
the Pharmacy Benefits portion of your booklet for details.

** Each Participating Pharmacy that has contracted with BCBSTX to provide this service may have age, scheduling, or other requirements that will apply, so you
are encouraged to contact them in advance. Childhood immunizations subject to state regulations are not available under this pharmacy benefit. Refer to your
BCBSTX medical coverage for benefits available for childhood immunizations.

Preferred Drug List 1 applies.

Pharmacy Network A applies.

A Division of Health Care Service Corporation, a Mutual Legal Reserve Company, an Independent Licensee of the Blue Cross and Blue Shield Association
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INTRODUCTION

This Plan is offered by your Employer as one of the benefits of your employment. The benefits provided are
intended to assist you with many of your health care expenses for Medically Necessary services and supplies.
Coverage under this Plan is provided regardless of your race, color, national origin, disability, age, sex, gender
identity or sexual orientation. There are provisions throughout this Benefit Booklet that affect your health
care coverage. Changes in state or federal law or regulations, or interpretation thereof, may change the terms
and conditions of coverage. It is important that you read the Benefit Booklet carefully so you will be aware
of the benefits and requirements of this Plan. In the event of any conflict between any components of this
Plan, the Small Employer Benefit Program Application prevails.

The defined terms in this Benefit Booklet are capitalized and shown in the appropriate provision in the Benefit
Booklet or in the DEFINITIONS section of the Benefit Booklet. Whenever these terms are used, the meaning
is consistent with the definition given. Terms in italics may be section headings describing provisions or they
may be defined terms.

The terms “you” and “your” as used in this Benefit Booklet refer to the Employee. Use of the masculine
pronoun “his,” “he,” or “him” will be considered to include the feminine unless the context clearly indicates
otherwise.

Managed Health Care - In-Network Benefits

To receive In-Network Benefits as indicated on your Schedule of Coverage, you must choose Providers
within the Network for all care (other than for emergencies). The Network has been established by
BCBSTX and consists of Physicians, Specialty Care Providers, Hospitals, and other health care facilities to
serve Participants throughout the Network Plan Service Area. Refer to your Provider directory or visit the
BCBSTX website at www.bcbstx.com to make your selections. The listing may change occasionally, so make
sure the Providers you select are still Network Providers. An updated directory will be available at least
annually or you may access our website, www.bcbstx.com, for the most current listing to assist you in locating
a Provider.

To receive In-Network Benefits for Mental Health Care, Serious Mental Illness, or treatment of Chemical
Dependency, all care should be preauthorized by calling the toll-free Mental Health Helpline indicated on
your Identification Card and in this Benefit Booklet. Services and supplies for Mental Health Care, Serious
Mental Illness, or treatment of Chemical Dependency must be provided by Network Providers that have
specifically contracted with BCBSTX to furnish services and supplies for those types of conditions to be
considered for In-Network Benefits.

If you choose a Network Provider, the Provider will bill BCBSTX - not you - for services provided.

The Provider has agreed to accept as payment in full the least of...

e The billed charges, or
e The Allowable Amount as determined by BCBSTX, or
e Other contractually determined payment amounts.

You are responsible for paying any Deductibles, Copayment Amounts, and Coinsurance Amounts. You may
be required to pay for limited or non-covered services. No claim forms are required.

Managed Health Care - Out-of-Network Benefits

If you choose Out-of-Network Providers, only Out-of-Network Benefits will be available. If you go to a
Provider outside the Network, benefits will be paid at the Out-of-Network Benefits level. If you choose a
health care Provider outside the Network, you may have to submit claims for the services provided.

Form No. INT-CB-LG-0122 Page 1



INTRODUCTION

You will be responsible for...

Billed charges above the Allowable Amount as determined by BCBSTX,
Coinsurance Amounts and Deductibles,

Preauthorization, and

Limited or non-covered services.

Pharmacy Benefits

Benefits are provided for those Covered Drugs as explained in the PHARMACY BENEFITS section and
shown on your Schedule of Coverage in this Benefit Booklet. The amount of your payment under the Plan
depends on where the Prescription Order is filled, the type of drug dispensed and if your Plan includes a
Deductible.

Important Contact Information

Resource Contact Information Accessible Hours

Monday — Friday

Customer Service Helpline 1-800-521-2227 8:00 a.m. — 8:00 p.m.

24 hours a day

Website www.bcbstx.com 7 days a week

Medical Prior Authorization
Helpline

Monday — Friday

1-800-441-9188 6:00 a.m. — 6:00 p.m.

Mental Health/Chemical
Dependency 1-800-528-7264
Preauthorization Helpline

24 hours a day
7 days a week

Customer Service Helpline

Customer Service Representatives can:

Identify your Plan Service Area

Give you information about Network and ParPlan and other Providers contracting with BCBSTX
Distribute claim forms

Answer your questions on claims

Assist you in identifying a Network Provider (but will not recommend specific Network Providers)
Provide information on the features of the Plans

Record comments about Providers

Assist you with questions regarding Physician after-hours access

Assist you with questions regarding the PHARMACY BENEFITS

Customer Service can also assist you with special communications needs. If your first language is not
English, you can ask to speak to a bilingual staff member (English or Spanish). Some written materials are
available in Spanish through Customer Service. Members may also ask for access to a telephone-based
translation service to assist with other languages.

BCBSTX provides TDD/TTY services and language assistance for incoming callers for deaf,
hard-of-hearing and speech-disabled members. Members can utilize their TeleTYpewriter (TTY) or
Telecommunication Device (TDD) to access a teletype operator.

Form No. INT-CB-LG-0122 Page 2



INTRODUCTION

BCBSTX Website

Visit the BCBSTX website at www.bcbstx.com for information about BCBSTX, access to forms referenced
in this Benefit Booklet, and much more.

Mental Health/Chemical Dependency Preauthorization Helpline
To satisty Preauthorization requirements for Participants seeking treatment for Behavioral Health Services,

you, your Behavioral Health Practitioner, or a family member may call the Mental Health/Chemical
Dependency Preauthorization Helpline at any time, day or night.

Medical Preauthorization Helpline

To satisty all medical Preauthorization requirements call the Medical Preauthorization Helpline.

Form No. INT-CB-LG-0122 Page 3



WHO GETS BENEFITS

Eligibility Requirements for Coverage

The Eligibility Date is the date a person becomes eligible to be covered under the Plan. A person becomes
eligible to be covered when he becomes an Employee or a Dependent under the Plan. The Eligibility Date
is:

1. The date the Employee, including any Dependents to be covered, completes the Waiting Period, if any,
for coverage;

2. Described in the Dependent Enrollment Period section for a new Dependent of an Employee already
having coverage under the Plan.

No eligibility rules or variations in premium will be imposed based on your health status, medical condition,
claims experience, receipt of health care, medical history, genetic information, evidence of insurability,
disability, or any other health status related factor. Coverage under this Plan is provided regardless of your
race, color, national origin, disability, age, sex, gender identity or sexual orientation. Variations in the
administration, processes or benefits of this Plan that are based on clinically indicated, reasonable medical
management practices, or are part of permitted wellness incentives, disincentives and/or other programs do
not constitute discrimination.

Employee Eligibility

Any person eligible under this Contract and covered by the Employer’s previous Health Benefit Plan on the
date prior to the Contract Date, including any person who has continued group coverage under applicable
federal or state law, is eligible on the Contract Date. Otherwise, you are eligible for coverage under the Plan
when you satisfy the definition of an Employee and you reside or work in the Plan Service Area.

Dependent Eligibility
If you apply for coverage, you may include your Dependents. Eligible Dependents are:

1. Your spouse or your Domestic Partner (Note: Domestic Partner coverage is available at your

Employer’s discretion. Contact your Employer for information on whether Domestic Partner coverage

is available for your Group.);

A child under the limiting age shown in the definition of Dependent;

A child of any age who is medically certified as Disabled and dependent on the parent;

A child of your child who is your Dependent for federal income tax purposes at the time application for

coverage of the child is made;

5. Any other child included as an eligible Dependent under the Contract. A detailed description of
Dependent is in the DEFINITIONS section of this Benefit Booklet.

Rl

An Employee must be covered first in order to cover his eligible Dependents. No Dependent shall be covered
hereunder prior to the Employee’s Effective Date.

Effective Dates of Coverage

In order for an Employee’s coverage to take effect, the Employee must submit enrollment for coverage for
himself and any Dependents.

The Effective Date is the date the coverage for a Participant actually begins. The Effective Date under the
Contract is shown on your Identification Card. It may be different from the Eligibility Date.

Form No. WGB-CB-SG-0115 Page 4



WHO GETS BENEFITS

Timely Applications
It is important that your application for coverage under the Plan is received timely by the Carrier.

If you apply for coverage and pay any required premium for yourself or for yourself and your eligible
Dependents and if you:

1. Are eligible on the Contract Date and the application is received by the Carrier prior to or within 31 days
following such date, your coverage will become effective on the Contract Date.

2. Enroll for coverage for yourself or for yourself and your Dependents during an Open Enrollment
Period, coverage shall become effective on the Contract Anniversary.

3. Become eligible after the Contract Date and if the application is received by the Carrier within the first
31 days following your Eligibility Date, the coverage will become effective as provided in the Contract
(see your Employer for this Effective Date information).

Initial Enrollment for New Employees

The Carrier must receive your written application within 31 days of your date of employment unless you have
a Waiting Period in excess of 31 days. If your Waiting Period exceeds 31 days, the Carrier must receive your
written application within 31 days after the end of the Waiting Period. Your coverage will become effective
on the first day of the Contract Month following: (1) the date the written application for coverage for you and
any Dependents is received; and (2) any Waiting Period, if applicable, has been satisfied, unless otherwise
agreed upon by your Employer and the Carrier.

Effective Dates - Delay of Benefits Provided

Coverage becomes effective for you and/or your Dependents on the Contract Date upon completion of an
application for coverage. If you or your eligible Dependent(s) are confined in a Hospital or Facility Other
Provider on the Contract Date, your coverage is effective on the Contract Date. However, if this Contract is
replacing a discontinued Health Benefit Plan or self-funded Health Benefit Plan, benefits for any Employee or
Dependent may be delayed until the expiration of any applicable extension of benefits provided by the previous
Health Benefit Plan or self-funded Health Benefit Plan.

Effective Dates - Late Enrollee

If your application is not received within 31 days from the Eligibility Date, you will be considered a Late
Enrollee. You will become eligible to apply for coverage during your Employer’s next Open Enrollment
Period. Your coverage will become effective on the Contract Anniversary.

Loss of Other Health Insurance Coverage

An Employee who is eligible, but not enrolled for coverage under the terms of the Plan (or/and a Dependent,
if the Dependent is eligible, but not enrolled for coverage under such terms) shall become eligible to apply
for coverage if each of the following conditions are met:

1. The Employee or Dependent were covered under a Health Benefit Plan, self-funded Health Benefit
Plan, or had other health insurance coverage at the time this coverage was previously offered; and

2. Coverage was declined under this Plan in writing, on the basis of coverage under another Health Benefit
Plan or self-funded Health Benefit Plan; and

3. There is a loss of coverage under such prior Health Benefit Plan or self-funded Health Benefit Plan as
a result of:

a. Under Title X of the Consolidated Omnibus Budget Reconciliation Act (COBRA) of 1985, as
amended, or the applicable continuation provisions of the Texas Insurance Code have been
exhausted; or

b. Cessation of Dependent status (such as divorce or attaining the maximum age to be eligible as a

dependent child under the Plan), termination of employment, a reduction in the number of hours of
employment, or employer contributions toward such coverage were terminated; or

Form No. WGB-CB-SG-0115 Page 5



WHO GETS BENEFITS

c. Termination of the other plan’s coverage, a situation in which an individual incurs a claim that
would meet or exceed a lifetime limit on all benefits, a situation in which the other plan no longer
offers any benefits to the class of similarly situated individuals that include you or your Dependent,
or, in the case of coverage offered through an HMO, you or your Dependent no longer reside, live,
or work in the service area of that HMO and no other benefit option is available; and

4. You request to enroll no later than 31 days after the date coverage ends under the prior Health Benefit
Plan or self-funded Health Benefit Plan or, in the event of the attainment of a lifetime limit on all
benefits, the request to enroll is made not later than 31 days after a claim is denied due to the attainment
of a lifetime limit on all benefits. Coverage will become effective the first day of the calendar month
following receipt of the application by the Carrier.

If all conditions described above are not met, you will be considered a Late Enrollee.

Loss of Minimum Essential Coverage in an Exchange

In the event an Employee and/or his Dependents are enrolled in a QHP and experience a loss of Minimum
Essential Coverage and provided the Employee submits enrollment for coverage to the Carrier within 31
days for himself and/or any Dependents, coverage will be effective on the first day of the month following
the loss. Aloss of coverage does not include loss due to failure to pay premiums on a timely basis, including
COBRA premiums prior to expiration of COBRA coverage or situations allowing for a rescission, as
determined by the Exchange and the Plans, as appropriate.

Loss of Governmental Coverage

An individual who is eligible to enroll and who has lost coverage under Medicaid (Title XIX of the Social Security
Act), other than coverage consisting solely of benefits under Section 1928 of that Act (42 U.S.C. Section 1396s)
or under the Texas Children’s Health Insurance Program (CHIP), Chapter 62, Health and Safety Code, is not a late
enrollee provided appropriate enrollment application/change forms and applicable Premium payments are received
by the Carrier within sixty (60) days after the date on which such individual loses coverage. Coverage will be
effective the day after prior coverage terminated.

Health Insurance Premium Payment (HIPP) Reimbursement Program

An individual who is eligible to enroll and who is a recipient of medical assistance under the state of Texas
Medicaid Program or enrolled in CHIP, and who is a participant in the state of Texas HIPP Reimbursement
Program may enroll with no enrollment period restrictions. If the individual is not eligible unless a family
member is enrolled, both the individual and family member may enroll. The Effective Date of Coverage is
on the first day of the month after the Carrier receives (i) written notice from the Texas Health and Human
Services Commission, or (ii) enrollment forms, from you, provided such forms and applicable Premium
payments are received by the Carrier within sixty (60) days after the date the individual becomes eligible for
participation in the HIPP Reimbursement Program.

Dependent Enrollment Period

1. Special Enrollment Period for Newborn Children
Coverage of a newborn child will be automatic for the first 31 days following the birth of your newborn
child. For coverage to continue beyond this time, you must notify the Carrier within 31 days of birth and
pay any required premium within that 31-day period or a period consistent with the next billing cycle.
Coverage will become effective on the date of birth. If the Carrier is notified after that 31-day period,
the newborn child’s coverage will become effective on the Contract Anniversary following the
Employer’s next Open Enrollment Period.

2. Special Enrollment Period for Adopted Children or Children Involved in a Suit for Adoption
Coverage of an adopted child or child involved in a suit for adoption will be automatic for the first 31
days following the adoption or date on which a suit for adoption is sought. For coverage to continue
beyond this time, the Carrier must receive all necessary forms and the required premium within the
31-day period or a period consistent with the next billing cycle. Coverage will become effective on the
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date of adoption or date on which a suit for adoption is sought. If you notify the Carrier after that 31-day
period, the child’s coverage will become effective on the Contract Anniversary following the Employer’s
next Open Enrollment Period.

Court Ordered Dependent Children

If a court has ordered an Employee to provide coverage for a child, coverage will be automatic for the
first 31 days after the date the Employer receives notification of the court order. To continue coverage
beyond the 31 days, the Carrier must receive all necessary forms and the required premium within the
31-day period. If you notify the Carrier after that 31-day period, the Dependent child’s coverage will
become effective on the Contract Anniversary following the Employer’s next Open Enrollment Period.

Court Ordered Coverage for a Spouse

If a court has ordered you, the Employee, to provide coverage for a spouse, enrollment 