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20192023 SUPPLEMENTAL
AGREEMENT (HEALTH CARE
PROGRAM)

On this 16" day-ol-Getober2619{A], Genersl Motors
LG, hereinafter referred to as the Company, and the
ternational Union, Unitéd Automobile, Aerospace
and Agricultural Implemient Workers of America,

‘hereinafter referred to as the Union, on behalf of

the employees covered hy the Collective Bargaining
Agreement of which this Supplementat Agreement
becomes a part, agree as follows:

-Section 1. Establishment of Program

Subject to the approval of its Board of Managers the
Company will establish an amendéd Heéalth Care
Program, hereinafter referred to as the Program or'this
Program, a copy of which isattached hereto as Exhibit

.C-1 and made a part of this Agreement to the extent

applicable tothe employees represented by the Union
and covered by this Agreement as if fully set out herein,

including supplemental plans asreflected in Appendix
F but to exclude Appendices G and H, modified and
supplemented; however, by the provisions hereinafter.

In' the event of any conflict between the provisions of
the Program and the provisions of this Agréement,
the provisions 'of this Agreement will supersede the
provisions of the Program to. the extent necessary to
eliminate suich conflict,

In the event _that'the_P-mgram is not approved by the
Board of Managers of the Company, the Company,
within 30 days after any such dzsappruva] will give

writtén notice theréof to the Union and this Agreement.

shall thereupon have ne force or effect. In that event the
matters covered hy this Agreement shall be the subject

of further negotiation between the Company and the.

Union.

(1
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In the eventthe initiation of any benefit(s) or coverage(s)
described in the Program does not prave practicable or
if the carriers are unable to provide such benefit(s)
or coverage(s) on the dates stipulated in such
Pfrogram, the Company ih agréement with the Union
will provide new benefit(s) and/or coverage(s) s
closely related as possible and of equivalent value to
thase not provided.

Section 2. Financing

{a) The Company agrees to. pay the contributions
due from it for the Program in accordance with the
terms and provisions of Exhibit C-1,

{b} Company contributions for coverages,
continuwed while on tayoff purseant to the provisions
of Article 11f; Section 3(c) of the Program shall be in
accordance with this subsection (b) as foliows:

(1) In:any month during which the empioyee
is continuously laid off for one of the reasons set forth
in Article IV, Section 13 of this Program the

Company shall provide continued coverages through

and_including the Jast day_pf the 24th month
following the month in ‘which the employee is.placed
Dn_j_ﬂ}ff aﬁ-set——iaﬁmn—dae—fellawg—Sdaeduie
(subject to payment hy the enrollee of any required

contrlbutmns} . .apnlicable to an employee at work

on or after {A), Foremplovess wha last worked prigr
to {A}, the provisions of the appropriate agresment

apply..

2
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SCHEDULE OF CONTINUANCEOF
COVERAGES FOR-EMPRLOYEES-
LAID@FF&ASBEFINEB#NDER—ZFHIS
PROCGRAN
Masiraum-Number-
Yearsef of Moenrths-for-Which
Seniority*As-of- GCoverage-Will be-
Last-Day-Worked ContinuedWihout-
Prior-to-Layoff Costis-Emplayee
Less thant 1
i butiessthan? 4
2butless-than 3 <]
3 butless-than4 8
4butless thanb 40
&-butess than-10 13
10-and-over 25

! App!lsa ble-lo-an-employee-atworkon-orafter-Dstober-28.-2018- Foi
employeeswholastwerked pror-io. October 28,2019, the-provisiens-of
{he-apprapiials-agrecIMeRtarp -

f Far—the-puppese-ai-thmsmedu!sﬁen|anly-|s—éeﬁned~unde;—p’m|sla—w—
Sestion-20-0kthe Programs:

(2} With respect to any period of continuous
layoff, changes in an emploved's seniority
subsequent to the date Jayoff begins shall not-change
the numberof months of Company contributions for
which such employee is eligible.

(3) Notwithstanding the provisions of Article
111, Section 3{b) of the Prograin with respect to the

requirement of unbroken seniority for continuation

of coverages while on layoff, such provisions shall
not prevent the contihuation of coverages during a
period of layoff for which the Company would

otherwise contribute the full cost of coverages under’

this subsection (b).

(4) The months of continuation as determinad
herein are subject to adjustment under the
“Regeneration” provisions of Article I, Section 3(b].

3
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_{) Unless otherwise spetifically provided herein,
the Company shall pay-all expenses incurred by it in the
administration of the Pyrogram.

Section 3. Company Options

(=) The options afforded the Company to provide
coverages suppiementary to state plan benefits or to
substitute private coverages for state plan benefits as
provided in Article I, Sactions 3(a) and (b), respectively,
of the Program shall be exercised 6nly by mutual
agreément hetween the Company and the Union.

(b) The options afforded the Company to provide
coverages supplementary to any Federal coverages or
tosubstitute coverages for the coverages provided by
the Federal laws as provided in Article 1, Sections 4(a)
and {b), respectively, of the Program shall be exercised
only by mutna) agreement between the Company and
‘the Union.

(€} The opticns afforded the Cnmpany to provide
or withdraw coverages, to select carriers, or to
changeany other terms or conditions as. provided for
ip the Program shall be. exercised only by mutual
agreement between the Company and the Union.

(d} If; in any locality a carrier fails to provide
health care covérages set furth in the Program in
reasonable conformance with the Program
provisions, by niatual agresment between the

Company and the Union, supplementary or

replacement coverages shal be provided through
another carrier.

Section 4, Administration

{8) Under Article I, 2(h) of the Program, the

Company shall have the responsibility for

administration

(8
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of the Program. The parties have agreed that the last

-sentence of Article I, 2(B){1} will not apply to UAW-

represented primary enrollees (and their refated
secondary enrollees). For such individuals, Program

‘determinations may be reviewed under the "Process for

Voluntary Review'of Denied Glaims.”

{b) The carrier(s) annually shall furnish the
Company and the Usiion such information and datza as
mady be mutually sgreed upon by the parties with
respect to caverages provided under the Program, A
list of the agreed upon information and data to he
furnished willbe set forth jn administrative manuals
for the Program or under other arrangements
mutually agi¢eable to the Company and the Union.
When reasonable and practicable to differentiate it

such information and data shall be union-specific,

(€} Any provisions for codrdination of benefits
witich may be established pursuant to-Articté J, Section
7 of the Program shall be implemented by mutual
agreenment betweenthe Company and the Union.

{d) A Committee composed of an equal humber
of members designated by the Union and an equal

number.of members designated by the Company has.

been established to study and evaluate the healtls
care-coverages provided under the Program and to
engagein aciivities that may have hlgh potential for
costsavings white achieving the matimum coverage

and sevvice for the Program enrollees for the money:

spent for such coverages. In the performance of its
dutiés, ‘this -Committee -shall consult with
representatives of the Control Plan, carriers through
which the health care coverages are administered,
and others and keep the parties to the Collective
Bargaining Agreement informed with respect to the
problems “which arise in the operation of such
coverages.

(5}
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Section 5. Coverages During Union Leave of
Absence

{2) An employee who is on leave of absence
requested by a local union to permit the employee
to work for the local unioh miay continue all health
care coverages provided under the Program until the
date such leave or any extension thereof ceases to be
operative,

The employee shall contribute the fuil monthly cost
of such coverages.

(b} Furthermore, such leaves of absence
existing on the applicalle effective date of the

-amended Program for any such employees will not

operate to. defer the: effective dates of any such
coverages for such employees under the Program.

Section 6. Coverages Following Loss of
Seniority

(#) The provisions of Article IiI, Section 7

shall apply to an employee who loses seniority under

the Collective Bargaining Agreement pursuant to

Paragraphs (64)(a), (64)(b), (64)(c), (64){a), (111)

{a), or (111}(b), and all coverages provided under
the Program shall ceage -as of the last day of the
month in which seniority is lost.

(b} If an employse loses seniority pursuant to.
Paragraphs = (64)(a), (64)(b}, (64){c), (64)(d).
(111)(a}, or [111){b} of the Collective Bargaining
Agreement, and if such emplovee is seeking to have

the seniority reinstated through the grievance
procedure established thercin, all health carve
coverages provided under the Program may be

continued while the grievance is pending beyond the
period specified in {a). above. The empldyee shall
contribute:the full monthly cost for

(el
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health care coverages continued hereunder during

the period. of continuance beyoid the period
specified in (a} abave.

Section 7. Active Service

For the purposes of determining eligibility and
continuation rights under this Program, employees
in "active service” as defined in Article 1V, Section 1,
shall include:

(a) local union representatives receiving
compensation from the Company under Paragraphs
(21) and (22) of the Collective Bargaining Agresment;

{b) employees whose absences are excused in
advance and who are receiving compensation from the
Company under Paragraphs (218), (218a), and

(218h) of the Collective Bargaining Agreement

(relating to jury duty, short-term military duty, and
bereavement, respectively);

(c) employees cn approved vacation time off
under the applicable provisions of the Collective
Bargaining Agreement;

(d) ‘employees whowould otherwise be scheduled
to be at work and are absent due to a specified holiday
and receiving compensation from the Company
under Paragraph (203) of the Collective Bargaining
Agreement; '

(e) employees placed on Protected Employee
status, pursuant to the Collective Bargaining
Agreement; and

(§ employees on Paid Educational Leave (PEL)
under the National PEL Program.

m
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Section 8. Non-Applicability of Collective
Bargaining Agreement Grievance
Procedure

No matter respecting the Program as modified and
supplemented by this Agreement, or any difference
arising thereunder, shall be subject to the grievance
procedure established in the Collective Bargaining
Agreement. The parties have an established “Process
for Voluntary Review of Denied Claims” {seé
Miscellaneous Health Care Program Documents), Tt
veplaces the procedure set forth in Article I, subsections
6, [c]).and (e) of the Program.

Section 8.  No Health Care in Retirement, Post-
Retirement Program Coverages
Inapplicable to Retirees or Retirces’
Surviving Spouses and Dependents.

In dccordance with the 2009 UAW Retiree Settlement
Agreément, nothing.in this Program, shall be interpreted
to entitle employees represented by the UAW or their
respective spouses.or dependents to participation upon
retirement. in this or any other plan or program
covering medical ‘benefits or health care in
retirement.

Section 10. Duration of Agreement

This Agreement and Program as modified and
supplemented by this Agreement ghall contintie in
&ffect until the termination of the Collective Bargaining
Agreement of which this is'a part.

In witness hereof, the parties héreto have caused this

Agpreement to be executed the day and year first above
written. '

(8)
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ARTICLEI

ESTABLISHMENT,
_ FINANCING AND'

ADMINISTRATION OF THE

HEALTH CARE PROGRAM

Section 1. Establishment and Effective Date
ofthe Program

(a) Establishment of the Program

General Motors LLC {the “Comipany”} will establish a.

Health Care Program for Hourly Employees,
hereinafter referred to as the Program or this Program,
either through a self-insured plan or by -arrangement
with a carrier or carriers as set forth herein.

(&) Effective Date of the Amended Program

The Program shall become effective as to each
participating group as determined by the Company
on Oetober—28;-2049[B], except as otherwise
provided herein. Until Oetober—28,-2019(B], the
provisions of the 20152645 Program shall remain in
effect unless expressly indicated otherwise,

Section2. Company Costs and Administrative
items

(a) NetCosts

{1) The Company, or.a trust shall pay the
balance of the net costof the Program over and:above
any enrollee contributions or payments specified in the
Program. The Company, or a trust, shall receive and
retain any. credits, refunds, or reimbursements under
whatever name, arising out of the Program.
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{2) The Company, by payment of claims through
carriers administering the Program or by payment of its
contributions, shall be relieved of any further
liabilitywith respect to the coverage(s) or benaefit(s)
provided under the Program, éxcept as othérwise may
be reguired by the Employee. Retirement mcome
Security Act of 1974, as amended,

(b} Administration

(1) The Company is the Plan Administrator and
has discretionary authority to interpret the terms of the
Prdgram and to determine eligibility for and entitlement
to Program benefits in accordance with the terms of the
Program. Any interpretation or determination made
pursuant to such authority shall be given full force
and effect, uniess it can be shown that the
interpretation or determinztion was arbitrary and
capricious. -

(2) Except as agreed to between the Company
and cartiers, all administrative expenses incurred hy
the Company to execute the Program shall be borne by
the Company:

(¢} Grievance Procedure Not Applicable

it is understood that the prievance procedure of any
colléctive bargaining agreemeit between thé parties
hereto shall not apply to this Program or any
contract in connection therewith.

{d} Miscellaneous Information Related to the
Employee Retirement Income Security Act of
1974 (ERISA)

{1) The end of the plan year is December 31,
Records of the Program are kept on a calendar year
basis. ’

g



Art.t, 20dl(2).

(2) The Company is the sponsoring employer
and Administrator of the Program. The Administrator’s
address is Mail Code 482-E32(36-A68D48, 300
Renaissance Center, Detroit, Michigan 48265- 3000.

{3} Service of legal process on the Company may
be made at any office of the CT Corporation. The CT
Corporation, which maintains offices in all 50 states,
is the statutory agent for service of legal process on
thé Company. The procedure for making such service
generally is known to practicing attorneys.

Service of legal process also may be made upon the
Company, at the Service of Process Office, GM Lepal
Staff, 488-300_Renaissance Center, Mai! Code 482-
638C24-24080P,  Detroit,  Michigan,  48265-
46663000,

{e) Assignment or Alienation of An Enroltec’s
Interests

Except as expressly authorized by this Program
or as required to comply with a Qualified Medical
Child Support Order under the Omnibus Budget
Reconciliation Act of 1993, benefits, claims, coverage
or other interests in the Program may not be
assigned, transferred or alienated by an enrollee.
With the approval of the Company however, a carrier
may pay a provider directly for services rendered, in
lieu of payment toan enrcllee,

Section3.  Program in States With Disability
Benefits Laws

(a) NotApplicable in States With Laws Providing
~ Such Benefits



Art: b 3(a)(1)

(1) The provisions of this Program shall nat be
applicable to employees in states having laws which
nowor hereafter may provide health care coverages,
underwhatever name; for employees who are disabled
by non- oceupational sickness or accident, or similar
disability;and compliance by the Company with such
laws shall be deemed full compliance with the
provisions of the Program with respect to employees
in such states. If such benefits exceed the benefits
provided under the Program, the Company may
require from employees in such states such
contributions .as it may deem appropriate for such
excess benefits.

(2) In any state where the benefits under-such
state laws are on-a generally lower level than the
corresponding benefits under the Program, the
Company shall, to the extent it finds it practicable,
pravide benefits supplementary to the state plan
benefits to the extent necessary to make the total
benefits as nearly comparable as practicable to the
benefits of the plan provided by the Program in
states without such laws.

{b) Substitution of Applicable Provisions of the
Program for State Plan

The provisions of subsection {a) above to the contrary
-notwithstanding, the Company may, in any state
wherein the substitution of a private plan is authorized
by the law-of such state; modify the provisions of the
Program to the extent and in the respects necessary
to secure the approval of the appropriate state
governingbody to substitute the plan provided by the
Program in lieu of any plan provided by state law,
and upon such modification and approval as a qualified
plan, the Company may make the plan provided by the
Program available to its employees in such state or
states with such employee contributions as may be
appropriate with
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respect to any henefits under such modified plan which
-exceed the benefits provided under the Program.

Section 4. Federal Health Care Benefits

(2) Not Applicable to Enrollees Eligible for Such
Benefits

The provisions cf the Pragram, separatély or in
combination, shall not be applicable to enroliees who
are or may become eligible for health care benefits
under any Federal health security act or any other
lawproviding such benefits for the public at large which
may be amended or enacted. Compliance by the
Company with such laws shall be deemed fuil
compliancé with the provisions of the Program with
respect to enrollees eligible for benefits under such
laws. If such benefits exceed the benefits provided
under the Program and the Company's contributions
for such benefits under theProgram, the Company may

‘require from such. enrollees such contributions as it

may deem appropriate for such excess benefits.

If"as a result of such laws, the level of benefits
provided for any group of enrollees is generally
lowerthan the corresponding level of benefits under
the Program, the Company may, at its option and to
the extent it finds it practicable, provide a plan of
benefitssupplementary to the Federal benefits to the
extent necessary to make total benefits as nearly
comparabié as practicable to the benefits provided
under the Program.

(B) Substitution of Applicable Provisions of the
Program for Benefits Under Federal Laws

The provisions of subséction (a) above to the

contrary nobwithstanding, the Company may, if Federal
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laws permit, substitute a ‘plan of benefits for the
benefits provided by the Federal faws reférred to in

subsection (a) above, and modify the provisions of

the Program to the éxtent and in the respects
necessary to secure the-appreoval of such substitution
from the appropriate povarnmental autherity and
may make such plan available to enrollees.

{t} Reduction of Health Care Benéfits Because
of Benefits Under Federal Law

Health care benefits, separately or in combination,
provided enrollzes under the Program may be reduced
by the amount of such benefits provided under any
Federal health security act or any other law which
may be amended or enacted. In cases where the
enroilee éxercises an option under the Federal Social
Security Act or similar law to take cash payments in
liew of health care bLenefits, the equivalent of such
payments will be required 25 a.contribution toward
the health care coverages provifded under the Program,
but not to exceed the cost to the' Company of such
coverages. Such contributions mdy be deducted, in

accordance with any applicable Federal laws, from any-

‘monies then payable to the enrollee in the form of
wages or benefits payable under any General Motors
benefit plan-or program.

Section 5. Treatment of Existing Coverages
-onEffective Date

{a). Protection of employees. currently covered
under the Program shall be terminzted on the effechve
dates of the provisions of the aménded Program ds to
employees: working on such effective dates, and the
berefits provided by the Program shall be in lieu of and
substitite for any and all other plans and benéfits
thereunder providing for health care benefits of any
kind or niature,in which the Company participates,
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(b) All employees currently covered under the
Program whao are not eligible to become covered on
the effective date of the Program, as amended, or to
whom any provision of the Program, as amended, is
notapplicable, shall be covered in accordance withthe
canditions, provisians, and limitations of the Program
as constituted on the date each such employee was
last actively at work as if such Program were being
continued during the existence of the Program set forth
herein.

Section 6. Named Fiduciary

{2) Except as set forth below, the Investment
Funds Committee of the Company’s Board of Managers
shall be the Named Fiduciary with respect to the
Programi. The Investment Funds Committee may
delegate. authority to camry out such of its

responsibilities as it deems proper to the extent

permitted. by the Employee Retirement Income
Security Act of 1974, as amended. General Motors
Investment Management Corporation (GMIMCQ) is
the Named Fiduciary of the Program for purposes of
‘investment of Program assets. GMIMCO may delegate
authority to carry outsuch of its responsibilities as it
deems proper to the extent permitted by The
Emgloyee Retirement Income - Security Act 6f 1974,

() A mandatory appeal procedure has been
established for review of denials of eligibility and/or
of claims for benefits under the Program. The primary
enroilee will be given adequate notice by the carrier,
in writing, of the specific reasons for the denial, will
be referred to the Program provisions on which the
denial is based and an explanation of additional
information required from, or on behalf of the enrollee
for reconsideration of the claim. The primary énrollee
will be given an opportunity for a full and fair
review
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by the Named Fiduciary, or its delegate, of the decision
denying the claim. If an internal rule, guideline,
protocol, ar other similar criterion was relied upon
inmaking the adverse determination, the enrolles will
be provided either the specific rule, puideline, protocol,
or other similar criterion; or a statement that such a
rule, guideling, protocol, or other similar criterior was
relied upon in making the adverse determination and
that a copy of such rule, guideline, protoctl, or other
criterion wili be provided free of charge to the
enrollee upon reguest. |f the adverse benefit
determination i5 based on a medical necessity or
experimental treatment or similar exclusion or limit,
the enrollee wili be provided eitherdn explanation of
the scientific or clinical judgment for the
determination, applying the terms of the plan to the
enrollee’s medical ¢ircumstances, or a statement that
such explanation will be provided free of charge
upon request, For purposes of deciding appeals, the
carrier responsible for-administering the coverage,
orresponsible for administering Program eligibility,
as.applicable, is the delegate of the Named Fiduciary.
Such delegates have discretionary authority to interpret
and apply the Program on behalf of the Company. The
individual or individuals at the carrier who decide
the appeal ‘will ‘not be the individual who made the
adverse benefit determination that is the subject of
the appeal, nor the subordinate of such individual,
The review will not afford deference to the initial
‘adverse benefitdetermination. In deciding an appeal
of any adverse benefit determination that is based in
whole or in-part.on a medical judgment, including
determinations with regard to whether a particular
freatment, drug; or other item is experimental,
investigational, or not medically necessary or
appropriate, the carrier shall:

10
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(1) consult with a health care professional who
has appropriate training and experience in thefield of
medicine invdlved in the medical judgment;

(2} provide for the identification of medical or
vocational experts whose advice was obtained on behall
of the carrier in connection with the primary enroliee’s
adverse benefit determination, without regard to
whether the advice was relied upon in making the

‘benefit determination; and,

(3) provide that the health care professional
engaged for purposes of the consultation referenced
ahove shall be an individual who is neither an
individuaiwho was consulted in connection with the
adverse benefit determination that is the subiect of
the appeal, nor the subordinater of any such

individual.

After the primary encollee receives notice that a

claim was denied, in whole or in part; the enrcllee

has atleast 180 days to make a written request to the
applicable carrier to have the claim reviewed. If 2 claim
meets the definition for urgent care under applicable
federal regulations, the request may be submitted by
telephone.

As part of the review, the enrollee may submit any
written comments that may: support the claim. A
written decision on the request for review will be
furnished to the primary enrcllee as foltows:

Urgent Care Claims - In the case of a claim involving
urgent care, as ‘definéd by applicable regulations, the
carrier shall notify the primary enrollee: of the
benefit determipation on review as soon as. possible;
taking into account the medical exigencies, but. not
later than 72 hours after receipt of the primary
enrollee’s request for rzview of an adverse benefit
determination.

11
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Pre-service Claims - in the case of a pre-service

claim, as defined by applicable regulations, the

carrier shall notify the primary enrollee of the
benefit determination on review within a reasonable
pericd of time, appropriate to the medical
circumstances, but not Jater than 30 days after
receipt by the carrier of the primary enrollee’s
request’ for review of an adverse benefit
determination. In the case of a carrier that provides
for two appeals of an adverse deterimination, such
notification shail be pro\nded with respectto any one
of such two appeals, not tater than 15 days after
veceipt by the carrier of the primary enrollee’s
request for review of the adverse benefit
determination,

Post-service Claims - In the case of a post-sarvice
claim, as defined by applicable regulaticns, the
carrier shall notify the primary enrcllee of the
benefitdetermination on ieview within a reasonable
period of time, but not later than 60 days after
receipt by the carrier of the primary enrollee’s
request for review of an adverse benefit
determination. In the case ofa carrier that provides
for two appeals of an adverse determination, such
notification shall be provided, with respect to any one
of such two appeals, not later than 30 days after receipt
by the carrier of the primary enrollee’s request for
review of the adverse benefit determination.

The time periods- specified for each category of
claims above may be extended in accordance with
applicable regulations.

The written decision or the review will include
the specific reasons for the decision and will set forth
specific reference to Program provisions upon which
the decisfon is based. If the review by the carrier results in
an adverse determination, the primary enroliee may
initiate an action under. Section 502(a) of the. Employee
Hetirement Income Security Aczof 1974 (ERISA).

12
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[c} As an alternative to immediately initiating
such civil action, a primary enrollee receiving a final
deterinination denying eligibility for coverage under
the Program or a claim for benefits may request further
review by the Plan Administrator under a voluntary
review process, In connection with an applicable
voluntary review process, the Program:

(1) Waives any right to assert that a primary
enrollee has failed to exhaust administrative
remedies because the primary enrollee did not elect
to submita benefit dispute to such process; and,

(2) Aprees that any statute of limitations or other
defense based on timeliness is tolled during the time
such review is pending.

(d) Ifa claim for benefits under the TCN option
has not been approved on the basis that the Control
‘Plan has determined that a service, supply, device or
‘drug  therapy is research, experimental or
investigational in nature, the primary enrollee may
request a review by an independerit panel of three
physicians who are recognized experts in the specialty
at issue. In the event that such a review is conducted,
the panel participants will be selected by parties
independent of the Company and the carrier. At the
Program’s expense, the panel will review the case and,
applving the standard of generally accepted medical
practice, will determine whether the service, supply,
device or drug therapy is research,investigational or
experimental in nature as defined under the Program
in the individual case under appeal. The panel shall

have discretionary authority to interpret and apply the’

Program in making such determination. If at Jeast two
of the three physicians on the panel concur on a
decision, that shall be the determination of the panel,
The panel’s decision shall be the final determination
under the valuntary review process of the

13
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Program for the case under review and shall be binding
on the enroflee and the Company. The panel's decision
shall' not be considered as precedent for any other case.

{e) Ifthe primary enrollee believes a decision of
the Plan Administrator in the voluntary review:

processis inconsistent with the térms of the Program, a
request: for additional review may be filed with the
Employee Benefit Plans Commitiee of the Compauy
which has the fina! review authority under the
voluntary ' review process with respect to the
Programm.

Section7. Coordination of Benefits (CO B)
{a) General Provisions

Health tare benefits. paid under this Program
shall not duplicate benefits from other sources (e.gs
group plans comprehensive plans, pre-paid plans,
governmental plans, étc), nor serve to relieve gther
persons ‘of organizations 6f their liability
{contractual or otherwise), Consistent with these
objectives, the Company may establish systéms
and procedures for coordination of benefits, and the
carriers shalf implement such systems and
procedures.

(b)  Applicability

(1) The provisions of this Section shall -apply
to all ‘coverages provided under: the Program. Unless
preclided by law, these provisions apply whether the
toverage is self-funded, or provided through pre-paid
optiens such as hiealth maintenance organizations.

(2) This Program shali not coordinate with
Iridividual -or family policies of insufance purchased by the
enrollee-or with-any group policy covering tiie efirallee- fpr
wliich the enrollee pays more thart ofie half the cost,
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(3} The provisionsof this Section.shall not apply
to expenses for services provided to or for an
enrolleein relation to.any condition, disease, illness

or injury arising out of or in the course of

employment, as such expenses are specifically
excluded from the Program..

(4} The provisions ofthis Séction shallnot apply
to Federal or State Medicare or Medicaid. However,
they do apply to complementary coverage carried to
supplement ‘benefits available under such Federal
oi State programs ard to other employers’ plans or
programs which may be primary to Medicare by
virtue of Federal law.

fr) Inrollee Obligations

(3} Primary enrollees shall furnish te the
Company the social security numbers of all secondary
enrollees for. whom. they are claiming eligibility and For
whom they are required to provide a social -security
number:to ¢laim an .ekemption on the primary enrollee’s
Federal income tax return. If the secondary enrollee has
1ot been assigned 4 social security nomber at the time of
enrcllment, a social security number shall be: obitaifed
promptly and reported to the Company. Failure to do so

shall result in cancellation of coverages for such
secondary enrollee.

{2) Any enrollee claiming benefits under this
Program shall furnish the Program or the carrier(s} any
information necassary for the purpose of administering
these provi'sir.)ns.'_

(d) Release of Information
{1). The Program or carriers may release to
other plans or’ carriets inforniation necessary to

adjudicate claims wunder these provisions, as
permitted by applicable regulations.
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(2} The Progr_a_m, or‘carriers under this Program,
may participate in  organizations which are
established to facilitate. the COB pracess- and may
exchange information rélating to enrollees far such
purposes,

Such organizations must agree not to release any
“information obtained other than for the purpose of
effectuating COB.

(e} Determining Priority

(1) The program which, under the rules of this
subsection, has the ﬁrst ohligation to pay henefits is
termed the “ prlrnary program, and the coverages it
provides are “primary,” The other program (and the
coverages it provides} is termed “secondary.”

(2) When the other progran dois ot contain a
COB provision, that programis always primary.

(3): When the other program contains a COB
provision and. the order of benefit determination under
both programs’ COB provisiong establish this- Program
as primary, the provisions of this Program determine
this Program’s liability, regardless of any payment
the other program may have made:

(4) When the other jprogram contains 4 COB
provision, the following order of henefit determiration
‘will be used.

{i) The program covering the enrollee ag an
emplayee will be primary over the program covering
the enrollee asa dependent.

(i) When the enrollee’is a dependent child

whose parents are not divorced or separated, the
program covering the enroltee as a dependent of the

16
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parent whose hirthday occurs earlier in the calendar
year will be primary over the program covering the
enrollee as a dependent of the parent whaose birthday
occurs later in the calendar year. If the two parents’

birthdays fall onthe same day, the program which has

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

(ili) When the enrollee is a dependent child
whose parents are divorced or separated, and if there is
a court order establishing financial responsibility
with respect to health care expenses of the child, the
program which covers the child as a dependent of the
parent with such responsibility shall be primary.

ifthere is no court order, and the parent having
custody of the child has not remarried, the program
covering the child as-a dependent of the parent with
custody shall be primary. If there is no court order
and if the parent having custody has remarried, the

program covering the child -as a dependent of the

parent having custody shall be primary, any program
coveringthe child as a dependent of the stepparent shalt
be secondary, and the program covering the child as a
dependent of the parent without custody shall
determine its Hability last.

(iv} When rules (i), (ii}, and (i) -above do
not establish an ovder of benefit determination, the
program which has covered the enroliee for the longer
period of time will be primary, However, if one: program
covers the'enrcllee as aa actve employee (or dependentof

such employee} and the other covers the enrollee asa

laid-off or retired employee (or dependent of such
employee), the program covering the enrollee as an
actve employee (or dependent of such employee) shall be

primary. Also, if the other program does not have 2

provision regarding laid-off or retired employees, and as a
resuit both programs take a secondary position under
their respectiveé rules, the provisions of this subsection

17
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(iv) shall notapply and the rules of the other program
shall determine which program is primary,

() Payment of Benefits.

{1) If this Program is primary, a carrier may
reimburse a secondary program for any amounts
paid by such program which should have been
provided by this Program.

(2) Ifhenefits under this Program are overpaid by
a carrier for any claim involving COB, the carriershall
have the right to recover such overpayment from the
hospital, physician, or other provider of service, from
the other program, or from the primary enrollee, as
appropriate. Alternatively, the Company may recover
on its own-hehalf, under Section 4 below.

(3) With regard: to any claim for which this

_Program has secondaiy liability, benefits provided under

this Program shall not exceed the amount of benefits
payable if this Program had been primary.

(4) “Benefits paid or payable” under another
program include the benefits that would bave been
payable had a claim been made under the primary
program, or which would have been payable by the
primary program but for the enrollee’s failure to
comply with the provisions of such program. When a
program provides benefitsin the form of services rather
than cash payments, the reasonable cash value of
éach service rendered wilj be deemed to be a benefit
payablé by such program.

(5) When this Program is secondary,

(i) sanctions provided under this Program
{e.g. for failure to obtain predetermination, for failure

18
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to obtain a required second opinion, for failure to
obtain services from a panel provider, et} will not
apply,

(i) payment will be made ouly to the level

which would have been paid by this Program had it

been primary, and.

@iii) no payment will be made for services
‘which are not covered under this Program.

Section 8. Reimbursement for Third Party
Liability

(a) IFfhealth care benefits.are paid to, or on behalf
of, an enrollee and if the enrollee makes recovery from
a third party, individual or organization for any covered
expenses for which benefits were paid, the Program
shallbe entitled to reimbursement in an amount equal
to the benefits paid to, or on behalf of, the enrollee
under this Program. This shali not apply to policies of
insurance.issued to and in the name of such enrollee.
Carriers administering the Program shall take such
actions as may be. necessary fo preserve or assert
such right of reimbursement on the Program's behalf.

(b} The enrollee shall perform such acts and shail
execute and deliver to the Company or the carrier such

instruments and papers as may be necessary to-

secure such rights of reimbursement.

Section 9. Recovery of Benefit Overpayments

If it is determined that any benefit(s) paid to, or on
behalf of, an enrcliee under this Program should not

have been paid or should have been paid in a lesser
amount, written notice thereof shall be given to the

19
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applicable primary enrollée and such primary
enrollee shali repay the amount of the overpayment.

if the primary enrollee fails to repay such amount of
overpayment promptly, the Company shall arrange
torecover the amount of such overpayment by making
an approgpriate deductfon or deductions from any
maniesthen payable,.or which may béconte payable;
by the Company or on the Company’s behalf, or
otherwise;, to the primary enrollee in theé form of
wages or benefits.The Company shall have the right,
in accordance withapplicable Federal laws, to make, or
to arrange to have made, deductions for recovering
such overpayments from any such prasent-or future
wages or benefits which are or become payable to
such-employee.

Section 10. Compliance with Federal Laws

Notwithstanding any provisions of the Program to’

the. contrary, the Company shall modify
administration, coverages and other terms and

conditions cf the Program, as nécessary, to. comply.

with applicable federal laws and regulations.
Section 11, Protected Health Information (PHI)

{a) The Company will comply with the provisions
of the Health Insurance Portability and Accountability
Act of 1996 {HIPAA) rules for use and disclosure of
PHI, effective April 14, 2003. The Company will also
take such actions as may be necessary for continued
compliance, in the event of subsequent amendment
to HIPAA and/or implementation of related federal
regulations.
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(b} Permitted uses and disclosures of PHI by the
Company in its Plan Sponsor capacity are liniited to
thoseassociated with sponsorship of the Program.

(c) The Program may release PHI to the Company
in its Plan Sponsor capacity, so long as the Plan Sponsor
certifies to:

(1) Notuse or further disclose the PH1 other than
as permitted or required by subsection (b} above or
as reguired by taw;

(2] Require any agents; including a subcontractor,
to whom ‘It provides PHI, to agree fto the same
restrictions and conditions that apply to the Plan
Sponsor with respect to such PHY;

{3) Inthe absence of anappropriate authorization,
riot use or disclose the PHI for employment-related
actions and decisions or in connection with any other

benefit or employee hencéfit plan of the Company,
‘except that use or disclosure in connection with

workers compensation matters wiil be allowed as
permitted by HIPAA;

{(4) Agree to report to the Program any use or

disclosure of PHI that is inconsistent with the uses

or disclosures provided by subsection (b) above, if

and when the Plan Sponsor becomes aware of such

inconsistent use or disclosure;

(5) Authorize the Program to make PHI availabie
to enrollees as required by law;

(6) Authorize the Program to make PHI availabte

to enrollees for amendment and fo incorporate any
such amendments asrequired by taw;

21



ey

AL, THENT

(7) Authorize the Program to make available
to enrollees an accounting of disclasures of PHI as
required by law;

(8} Agree to make its internal practices, books,
and records relating to the use and disclosura of PHI
recelved from the Program available to the Secretary
of the Department of Health and Human Services. for
purposes ‘of determining the Program's -compliance
with HIPAA; and

{9) If feasible, return or destroy all PHI réceived
from the Program and which is no longer needed for
the purpase for which disclosure was made, except that,
if such return or destruction s not fessible, the Plan
Sponsor shall limit further uses and diselosures to those
purposes that make thereturp or destruction infeasible.

(d) ‘The Prograr-éstablishes adequate separations

from the Plan Sponsor as described in (1), () and (3)

helow.

(1) The Company designates specific people,
the Plans Workforce, who may use and disclose
PH} on behaif of the Program for purposes of plan
administration -functions, The Plans Workforce
interacts with certain Business Associates to perform
these functions. Plan administration includes, but
is not lmiled to, eligtbility determinations, claims
processing, precertification ‘or preauthorization,

‘billing, coordination of benefits, subrogation, business

Imanagement, custonier service, enrollment, audit
functions, fraud and abuse détection, quality assurance

-and disease management. Plan administration does not

include any employment-related functions or finctions
in connecticn with any other benefits .or benefit

‘plans, and the Program may not disclose PHI for such

purposes absent an authorization from an
individual

22
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to whom the information pertains, except-that use or

disciosure in connection with workers compensation
matters will be allowed as permitted by HIPAA.

(2} Access and use of PHI by Plans Workforce
members is limited to plan administration functions
performed on behalf of the Program.

(3} Any issues of non-compliance by Plans
Worlkforce members will be investigated, For General
Motors employees, non-compliance may rtesuli in
disciplinary action up to and including termination
of employment. in the case of contract workers or
consultants, non-compliance may result in termination
of the contract

(e}, The Program may use and disclose PH! as

‘described in (1), (2), (3) and (4) below.

(1) The Program may disclose PHI to the
Company in its capacity as Plan Administrator, to
carry out plan administration functions consistent with
subsection (d).

(2) The Program may disclose PHI to the Plan
Sponser only if an applicable notice of privacy practices
with a provision permitting such disclosure has been
provided to enrollees.

(3) Inthe absence of an appropriate authorization,
the Program may not disclose PHI to the Company
for the purpose of employment-related actions or
decisions or in connection with any other benefit or
employee benefit plan of the Company, éxcapt that use
or disclosure in-connection with workers compensation
matters-wil] be allowed as permitted by HIPAA,
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(4) Access to PHI is restricted to persons who
need it to carry out their job duties in administaring the
Program. Use and disclosure is limited to the amount
reasonably necessary to accomplish the intended
purpose.

(fi The Program may disclose Summary Health
Information to the Company in its Plan Sponsor
capacity for the purpose of:

(1) Obtaining premium bids from health plans for
providing coverage under the Program; or

_ {2) Modifying, amending, or terminating the
Program.
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Art.
ARTICLE Il

HEALTH CARE COVERAGES

Section 1.. Establishment of Health Care
Coverages

() Core Coverages

The Company shall continue its arrangements
to make core ceverages (hospital, surgical, medical,
prescription drug, and hearing aid coverages as set
forth in Appendix A and mental heaith and substance
abuseuse disorder coverages as set forth in Appendix
B) ‘available. Collectively, the coverages shall be
known as the Informed Choice Plan.

(b) Non-Core Coverages

The Company shall continue its arrangements to
make non-core coverages (dental and vision coverages
as set forth in Appendices C and D; respectively, to this
Program) available.

{c} Supplemental Plans

This Program may include certain supplementai
plans which only are applicable according to their
terms, including the GM Temporary Employce Health
CarePlan (Appendix F), the GM Hourly Retiree Health
Care Plan (Appendix G), and the GM Subsystems
Manufacturing LLC Health Care Plan (Appendix H).

Section 2. Uniform National Health Care
Coverages

(a) The Company shall provide uniform health
care coverages, nationwide, as described in this
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Program and Appendices 4, B, C, and D hereto,
through arrangements with appropriate carriers.

{b) Core coverages {other than mental health and
substance abuseuse disorder) for enrollees shall be
these provided under a national system by agreement
between the Company and the medical plan carrier,
hereinafter referred to as the Control Plan, or by
agreement with other carriers where applicabla.

(c) The Control Plan shall have responsml!lty
for assuring that the corte coverages as defined in
Appendix A are provided and administered uniformly
for Traditional Care Network option enrollees.

All carriers agreeing to provide such coverages
under the Program, shall do so in accordance with
interpretations and benefit practces established by the
Control Plan.

(d} Under the national system each carrier with
a written agreement with the Control Plan will provide

arniform core coverages, as described in Appendix

A, in the carrier’s respective geographic area. If in

any geographic area a carrier fails to enter into the
agreement as stated above, or fails to perform in

accordance with its agreement, the Conérol Plan, with
the approval of the Company, shall provide such health
carg coverages ih the geographic arvea or arrange
with another carrier to do so.

(¢} Core and non-core coverages may be provided
through the Health Maintenance Organization option.

However, the -coverages provided through this

option may vary from the coverages described in
Appendices A and B.
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Section 3. Replacement or Supplementation of
Coverages

If in its judgment the Company considers it advisable
in the intérest-of the enrollees in any geographicares,
ariother arrangement may he substituted in such
area or areas for all or part of the coverages referred
10 in Section 1 above.

Section4. Selection of Option in the informed
Choice Plan

The Company will make arrangéments to provide an
opportunity for primary enrollees to elect to have
core.coverages. provided through one of the -options
available under the Informed Choice Plan. Such
election also may include a choice among dental
optionis, where applicable. The specific choices
offered. to a-primary enrollee ‘will depend on the

availability of approved options in thé enrollee’s.

geographic area and Medicare status of the primary
and secondary éniollees. The options are as fallows:

(a) Heaith Maintenance Organization {HM0)
Option

This éption provides coverages to enrollees through
physicians, hospitals, and other providers who have
agieed .to provide services under the terms
established by the health maintenance organizatiin
to limit fees, assure quality, and control utilizatign,

(1) The types of coverages and the scope and
level of coverages provided under this cption.-may
vary among health maintenance organizations and

‘may be different than the coverages set forth in

Appendices Aand B.
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(2} Most health maintenance organizations.

provide health care coverages (in¢luding preventive
carg) that generally are managed for the enrolles by a
primary care physician, The primary care physician
is responsible for referring the patient to other
providers of sérvice. If such reférral is not obtained,
the enrollée may be responsible for charges incirred.

(3) Under this option, if an enrollee receives
services frofi.a non-health maintenance organization
provider, in a non-emergenéy situation or without a
referral, such services may not be covered.

(4) The Company pays a premium or capitated
fee'to heaith maintenance organizations for enrollees
electing coverage through this opticn. The fee paid is
based upon a comparison of the monthly rates of the
health maintenance organization and-those of the base
option in'the rating area. When thie health mainterance
organization's rates are higher than those of the
base option, the enrollée may be required to.make a
contribution.

{b] Traditional Care Network (TCN} {Preferred
Provider Organization (PPC)) Option

The TCN option provides core coverages, as
described in Appendix A, generally through access to
a PPO nelwurk uf providers offered within a defined
service area. Such neétwork providers have agreed
to. provide services under the tevms of participation
established by the TCN: carrier, such.as limits on fees,
and controls on-quality and utilization. [a areas where
there is a TCN network, in order to receive full benefits
for certain covered services, such ‘services must be
obtained through the TEN's network of providers.
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{1) The TCN option may include
predetermination and review procedures required
in order to receive full benefits for certain covered
services. These procedures include but are not limited
to predetermination.{(which includes; but is not limited
to, prior auothorization or assessment for non-
eémergency inpatient admissions}, concurrent
utilization review, retrospective utilization review, and
focused utilization review. Tn some instances, special
programs (such as predetermination of specific
outpatient procedures) will ha developed dnd

implemented, as necessary and practicable, to

address specificutilization problems.

(2) Benefits for cartain covered services, which
require. predetermination, when provided without
obtaining necessary predétermination approvais will be
administered according to Program standards including
the provigion that such services be payable at

80%of reasonable and customary charges after the

first $100 of expense for such .services. The
reimbursementto providers will be reduced to reflect
any waiver or forgiveness by a provider of the $100 or
remaining 20%. '

Under this subsection, thie 80% payment limitation
and the requirement that payment be made for the first
$100 of covered expenses shall not be applicable (i} toan
individual enrollee who has incurred & pérsonal
expenseof $750 under this provision for such covered
services in -a calendar year or (ii) to the covered
members of the earollee’s farnily, if any, after the
enrollee and such members have incurred a total of
$1,500 in personal expense under this provision for
such covered services inthe same calendar year.
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{3) The carriers assume responsibility for
conducting utilization reviews, predetermination
of services, or other reviews necessary to promote
quality of care and control costs. The carriers may
placé: the panel physician at financial risk
throughcapitation, withholding of a percentage of fees,
or other mechanisms, or if not, will have other-means to
monitor and control utlization by individual
providers on a continupus basis.

{(4) The carriers assume responsibility for
selection and periodic evaluation of hospitals,
physicians, laboratories, .and other providers to
create a network of sufficient numbers and types of
providers who are peographically distributed to
aliow adequate access for enroliees within a service
area as defined by the carrier.

(5) The carriers assume responsibility for
making available the scope and level of benefits set
forth in Appendix A, monitoring the appropriateness

“of reférrals to non-panel providers, taking corrective

-action with regard to netwdrk providérs whe do not
meet their contractual network obligations, and
implementing and maintaining other administrative
processes as required by the Company,

{6) Office’ visits by enrollées to network
providers, or to other providers with an. approved
advance referral,are subject to.a $25 co-payment per
visit.

(i) Office visits to nor-network providers,
without .an approved advance. referral, are not
covered and are the enrollee’s responsibility.

(i) The provisions of Article fl, 4(b){9) below,
arenotapplicable to office visit coverage.
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(7) Urgent Care Center (UCC) visits are subject to
a $50 co-payment for each visit to a network UCC for
covered services.

{i) For covered services obtained at a non-
network UCC, the enrollee is responsible for the network
UCC co-payment pius possible additional amounts in
excess of the network allowed amount. The carrier's
payment to a non-network UCC will be the network
‘allowed amount for the same service, or ifless the actual
¢harges, minus the network UCC co- payment

(ii} The UCC co-payment will be waived if the
enroliee is transferred directly from the UCC to an
Emergency Room. In this situation, the provisions
underActicle [1,4{b){8) below will thenapply.

(iif} The provisions of Article 1], 4(b)(9) below;
aré notapplicable to.UCC ¢overage.

{8} Emergency Room (ER] visits are subject toa
$10D co-payment for each visit to an ER to receive
covered services related to an accidental injury as
defined in Appendix A'LA. or a medical emérgericy as
defined in Appendix A.LN.

(i) The ER co-payment will be waived if the

enroflee is admitted into the hogpital directly from the.

émergency room or: placed into observation to
receive covered services.

- {ii) If the enrollee receives covered ER
services at a non-network provider and does not
have the ability or control to select a network

provider, the carrier will defend the enroliee on the
basis that the allowed amount is the reasonable and.

customary reimbursement for the services or suppliés
in question. In.such sitvations, the enrollee .is™ still
responsible for ER ce-payment.
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(iii) The provisions of Article 11, 4(b)(2) below,
are natapplicable to ER coverage. '

(9} Unless the enrollee is reférred by a
network provider and receives approval for the
referral prior to receiving services from a non-
network provider, payment for covered services
provided by non- network providers, will be 90% of
the network allowed amount for the same service or,
if less, the actual charges.

(i) The 90% limitation on payment for
services provided by non-network providers shall not
be applicable in a situation in. which, according to
Program standards, the enrollee does not have the
ability or control to select a network provider to
perform the service. In such situations, if the
provider attempts to. collect an amount in excess of the
allowed amount from the enroliee, the carrier will
defend the enrollee on the basis that the allowed
amount is the reasonable and customary
reimbursement for the services or supplies in
question,

(if) The 90% limitation on payment for
services provided by non-network providers shall
not he applicable to an individual enrcilee who has
incurred personal expense under this provision of $250
for such covered services in a calendar year.

(iii} The 90% limitation on -payment for services
provided by non-network providers to. the covered
members of the énrcllee’s family, il any, after the
enrollee and such members have incurred a total of
$500 in personal expense under this provision for siich
covered services in the same calendar year.

(iv} With the exception of situations in which
subsection 4{b)(9)(i}, above, applies, amounts .ahove
the carrier allowed.amount are the responsibility of
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the enrotlee. Such amounts do not count toward the
maximums in subsections 4(b){9)(ii) and (iii}, above,

-and enrollee respousibility for the excess amounts

continues to apply after maximums are reached.

(10} Primary and secondary enrollees eligible for
Medicare may not be subject to the predetermination
and review procedures set forth above for those
covered services for which Medicare has primary
responsibility.

{11) Non-emergency mental health and substance
abuseuse_disorder inpatient services provided by non-

‘panel providers without referral by a panel provider

are also subject to the non-pane! payment limitations

and incduded in the out-ofpocket maximums

described above.

(12) Teleheaithvisits are subject to.a co-payment
equal to half of the office visit co-payment for each visit

to an approved telehealth provider for covered services..

(i) Telehealth visits with a non-preferred
vendor or to a non-network provider are not covered
and-are the enrollee’s resporisibility.

(i) The provisions of Article H, 4(h)(9)
above, are notapplicable to telehiealth visit coverage.

{13) Retail health clinic visits are subject to a
co-payment equal to half of the office visit co-payment
for each visitio an in-network retail health clinic for

-coverad services.

(i} Retail health clinic visits to a non-
networlk provider are not covered and are the enrollec’s
responsibility.

(ii} The provisions of Article I, 4(b){9)
above, are not applicable to retail health clinic coverage.
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ARTICLE HI

ENROLLMENT, ELIGIBILITY,
COMMENCEMENT,
CONTRIBUTIONS AND CONTINUATION

Section1. Enrcliment.

{a) A primary enrollee must complete an
application for the coveragas in which the enrollee
elects to participate. The application or enrollment
form.shall include an authorization for payroil or
pension deductions for contributions which may be
required,

{1) At the primary enrollee’s option such

coverage may include protection for (i) self only

{single), (ii) self and spouse or self-and child {two-
party), or (iil) self and two (2) or more dependents
(Family). Family coverage shall include only spouse.and
eligible children as defiied in Section 9 of this Article.

(2) The primary enrcllee may elect (i) core
coverages alone, (i) core coverages plus any -or all
non-core coverages, (iii) aay ‘or all non-core
caverages without core coverages or (iv) waive all
caverages.. The primary enrcilee’s election determines
coverage for all dependents.

~ (3) When mulkiple options existas to carrier (e.g.
TCN and HMOs) the primary enrollee's election also
shail apply to all dependents.

(4) When a husband and wife both gualify as
primary enrollees, each may make a séparate élection.
However, no individual may have coverage as both a
primary and a secondary enrollee, nor as a
secondary entollee under more than one primary
enrollee.
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(5) If a primary enroliee’s coverage otherwise

available under this Program is waived or canceled, and
hased upon such waiver or cancetlation the primary
enrollee receives some financial consideration under
any other Company plan or program, such primary
enroliee shall be precluded from coverage as a
secondary enrollee under another person's coverage,
for a period of time equal to that upon which such
consideration is based. This provision-also applies to

secondary envollees, if any, included in the waiver or-

cancellation on which sucl consideration is based.

(b) The primary enrollee may be required

to make monthly contributions as set forth in the.

Program, dccording to the enrcllment classification,

carrier option; marital status, aid typé and number of

dependents enrolled.

Section 2. Dates of Eligibility,
Commencement of Coverages,
and Company Contribirtions for
Active Ermnployees

(2} Eligibility and Cornmencement of
Coverages for Present and New Employees

An-employee; including In-Progression and Full-Time

Temporary_employees, shall automatically become

fanunry-1-1988 |B] or if later, on-the Qist-calendar
day--of-employmentupon_daté_of hire. Full-Time

Temporary Employees are. defined under: the

npendix A RE: Workfor; ce Composition, Employees
who have met the above réquirement but who aré
not in active service on the -effective date as

established above will have coverage activated

immediately upeon return to work. However, for

purposes of this subséction 2(&), if an employee is
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scheduled to be at work, but is absent due £

disability, and is conséquently placed on a disability

leave of absence, the employee wili be deemed to be
in active service and atwork.
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(b) Eligibility and Commencement of Coverages
' for Employees Changing Employment
Location

The provisions of subsection 2(a} above shall not
apply to an employee who loses seniority due to a
quitfrom a location where the employee has health
care coverages in force to become or remain
employed at a second location. In such. case, health
care coveragesshall be terminated at the firstlocation
as of the end ofthe month in which the employee
loses seniority, and shall become effective at the
second location on the following day; provided the
employee is on the active employment roll at such
second location onthe date of such loss of seniorigy at
the first location.

{c) Eligibility and Commencement of Coverages
for Employees Returning to' Active Work

If an employee’s coverages are discontiniied and
the emiployee subsequently returns to dctive work,
eligibility for coverages shall be determined under
subsections (a} and (b) above, except as provided in
subsections (1) through (4} below. For-purposes of this
subsection 2(c), if an employee is scheduled to return
to work, but is unable to do so because of disability, and
is consequently placed on z disability leave -of
absence, the emplayee will be desmed to have
returned to work  effective with the -date the
employee would otherwise have returned to work,
but for the disability leave,

{1) Returning From Layoff or Leave of Ahsence

If an ‘employee’s coverages were discontinued
while on layoff or Jeave of absence and the employee
returns to -active’ work with seniority, the employee
shall be eligible for reinstatement of all health care
coverages immediately on the date of return to active
work with the Company.
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{2) Returning From Separation From Service
Due to a Quitor Discharge.

If separation from service was due to a quit or
discharge but the emplayee is reemployed within 31
days, the employee shall be efigible for reinstatement
of all health care coverages immediately on the date-of
returi to active work.

{3) Returning Prom Separation From Service for
Reason Other Than Quit or Discharge

if separation from service was due tc a reason
other than quit or discharge and the employee had

health care coverages in effect before seniority

was canceled, and if the employee returns to active
work within a period of 24 consecutive months, the
employee shall be eligible for al) health care coverages
immediately on the date of return to active work
with the Coimpany.

(4} Returning From-Military Leaves of Absence
An employee reporting for work from military

leave of absence in accordance with the terms of
such leave shall be eligible for reinstatement of all

health care coverages as of the date the employee

reports available for work,

{d}) Company Contributions for Employees in
Active Service

(1) With respect to any morith in which the
employee i§ in active service with the Company and

“eligible for coverage as specified in this Section 2 asof

the beginning of the month, the Company shall make
contributions for that month's coverages as specified in
the Program.
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{2) With respect tc any month in which an
ermployee does not meet the requirements of subsection
2{d)(1] above by virtue of not being in active service
at the beginning of the: month, but in which an
employee returns to work and is eligible for
reinstatement of coverages under subsection 2(c)
above, the Company shall make contributions as
specified in the Program -effective with the date of
return to work,

Section 3. Continuation of Coverages Dufing
Layoff

{a) The Company shall make contributions, as
provided underSection 2 above. so that all health care
coverages will be provided unti! the end of the month in
which the employee s last in active service;

(b) Coveragesshall be continued during periods
of layoftf for up to 25-24 consecutive months {except
as provided in the following paragraph) following the
last month of coverage for Wwhich the Company
contributed for the emplayee in accordance with
subsection {a) ahove, provided the employee's

‘seniosity is not broken.

Notwithstanding any other provisions of this

Section 3. if an employee is on permanent layoff

and returns to active work with the Company and is
subsequently laid off prior to the day next following
the 12th pay permd for which the emplc}yee has
earnings from cné or mofe Company plants within
a calendar year, the number of months for which
coverage may be continued as of the first day of
the month next following the month in which the
employee last works, and the number of months for
which the Company shall contribute for aity such

continued coverage, shall be equal to the humber of-

such manths, respectively, which were available as of
the Tast day of the month immediately preceding the
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date of return to workwith the Company following the
penmanentlayoffincreased by two additional months.

{c} The Company has established a schedule o8
the-basis-ef Senierity-or-an-some-other basisof 24
months_of continued coverage, under which the
Company will contribute, during a—the specified
number of full calendar months of layoff for
coverages continued in accordance with subsection
{b) above.

(4} Employees Placed On Layoff From Disability
Leave of Absence

If an employee reports for work from an approved
disability leave of absexnce and is immediately placed
on layoff, the day the employee reports for work
shall be deemed to be the last day in active service
prior to layoff for purposes of this Section, The
coverages to be continued during such layoff wiil be

those for which the employee was covered on the.

actual day last worked

e} Employées Placed On Layoff From Military
Leave of Absence

[f an employee reports for work from military
ieave of absence in accordance with the terms of
such leave and is immediately placed on layoff, the
day the employee reports for work shall be deemed
to be the last day worked prior to layoff but only for
purposes of determining the period of continuation

‘and eligibility for Company -contributions for such

coverages under the provisions of the Program

‘applicable to laid-off employees.

39



e

At 11, 34

(f) Employees Placed on Layoff Who Opt Out of
the Transition Suppert Program

If an employee elects to opt ont-of the Transition
Support Program, the employee will continue to receive
coverages for the remaining number of months of
continuation in accordance with subsection 3({b)
above.

Section 4. Continuation of Goverages During
Disability Leave of Absence

{a} Health care coverages shall be continued for
the duraticn of an approved disability |leave of absence
provided the employee is totally and continuously
disabled.

(b) If an employee’s disability leave is canceled
becduse the period of such leave egualed the length

of the emplovee's seniority, coverages continued

while on- disability leave, in. accordance with

subsection (a) above, shall continue to remain in

force in any monthin which the emplayee continues to
receive Sickness and Accident Benefits or Extended
Disability :Benefits in accordance with the General
Motors Life and Disability Benéfits Program for Hourly
Employees subsequent to such canceliation.

For In-Progression employees, at the end of the month
in which the maximum Sickness and Accident Benefits
or Extended Disability Benefits amount is payable, the
employee’scoverage for healthcare will cease.

{¢) An employee who becones disabled and would
be eligible for total and permanent disability benefits
under any Company pénsion plan or retirement program
then in effect but for the fact of not having the years of
credited service required to be eligible for such benefits,
may elect to terminate seniority with the Company in
order to become eligible for certain benefits under other

40



——

Art, I, 4(c)

Company benefit plans or programs. If such an employee
is age 65 or older at the time seniority is terminated,
Section 6 of this Article shall apply, 1f such an employee
is less than age 65 atthetime seniority is terminated, the
employee may continue coverages on a self-paid
basisfor -a period equal to the employee's seniority
on the last day worked. Continuation of coverages
under this subsection (v} is conditioned upon the
submission of such periodie proof of the cantinuance of
such disability as the Company may reasonably
require. '

{d} Notwithstanding any other provisions of
this Section 4, if an empioyee is on permanent layoff
and returns to active work with the Company and

subsequently becomes disabled prior to the day next

following the 12th pay ‘period for which the
employee has earnings from one or more Company
plants within a calendar year, the nuriber of months for
whith coverage may be continued as of the first day of

the month next following the month in which the

employee last works, and the number of months for
which the Company shaltcontribute for any continued
coverage, shall be equal to the number of such months,
respectively, which were vailable as of the last day of
the month immediately preceding the date of return to
work with the Company following the permanent
layoff increased by two additional months.

(e) Notwithstanding any other provisions of
this Section 4,-if an employee on disability leave of
absence is determined to be “Able” in accordance
with the Impartial Medical Opinion Program of the
Gereral Motors Life and Disability Benefits Program for

Hourly Employees, and does not return to work

following such determination, health care coverages
will be discontinued on the first day of second month
following the month in which such determination is
made and not reinstated until the employee returns tc
work.
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(f) The Company shall make contributions, in
accordance with Program provisions, for health care
coverages continued in accardance with subsections
{a) and (b) above.

(g} Employees shall contribute the full cost for
health care coverages continued in accordance with
subsection () above.

Section 5. Continuation of Coverages During
Other Leaves of Absence

(a) All health care coverapes for an employee on
an approved leave of absence other than for
disabilityshall be continued to-the end of the month in
which the employee is lastin active service.

{b) An employee who desires to continue
roverages beyond the period specified in subsection
(&) above may do so, on self-paid basis, under the
provisions of applicable federal law; but in no event for
a period of less that twelve (12) months,

(c) I1fan employee has not broken senicrity and.

has continued coverages as provided in subsection
(b)above during an-approved leave of absence other
than for disability, granted because of a clinically
anticipated disability based on the natural course of the
employee’s diagnosed condition, and presents medical
gertification from the employee's personal physician,
satisfactory to the Company, that the employee is
totally disabled, health care coverages shall be
provided; as of the date such certification is
‘presented, on the same basis as set forth in Section 4.

(d) The Company shall make contributions for
health care coverages continued in accordance with

subsection (c} above;, on the same basis. as set.

forth in. Section 4, as of the date certification of
-disability is presented.
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Section 6. Confinuation of Coverages Upon
Retirement or Termination of
Employment at Age 65 or Older

{a) The health care coverages.an employee has at
the time of retirement or termination of employment at
age 65 or older (for any reason other than a
dischargefor cause) with insufficient credited service to
enfitle the einployee to.a benefit under Article I} of
The General Motors Hourly-Rate Employees Pension
Plan may be continued,

(b] An employee who upon retirément is not
enrolled for the coverages as provided in subsection
(a) above may-enrofl for health.care coverages to which
entitled at the time of or subsequent to retirement.
Such coverage shall become effective on the first of the
month following receipt of application from such retired
employee.

(c) Except as provided in subsection {d), below,
the Company shail make contributions, in accerdance
with Program provisions, for liealth caré coverages
continued in accordance with subsections (a) and (b)
above, for:

{1} a retired employee {including any eligible

dependents), provided such retired employee is eligible.

for benefits under Article 1l of The General Motors
Hourly-Rate Employees Pension Plan; and

(2) an employee (including any eligible

dependents} terminating at age 65 or older (for

any reason other than a discharge for cause) with
insufficient credited service to be éntitled to a benefit
under Article 11 of The General Motors Hourly-Rate
Employees Pension Plan.
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{d) Company contributions will not he made for
employees hired on or after November 18, 1995
who, at the time of retirement or fermination at age
65 or older, have fewer than ten [10) years of credited

-service under the Company’s Pension Plans. Such

individuals may elect to continue coverage on 2 seli-
paid basis,

{e) Theprovisions of this Section 6 areinapplicable
to  h-Progression and  Fuli-Time  Femporary
employees. The epportunity for survivors of thess
employees to continue coverage posbemplcyment or
for. periods not in active service will be limited to
self-paid continuation that may be available: under
fedéral law,

Section 7. Continuation of Coverages Upon
Termination of Employment Other
Than by Retirement or Death

{(a) Except as provided in Article III, Sectiory 4[c)
above, heaith care coverages for an employee who.
quits or is discharged shail antomatically cease as of
the last day of the month in which the emp]cyee
guits or is discharged or, if latér, the date seniority is

broken:

{b) Following termination of employment other:
thar: by retirement or death, the former employee
shall be entitled to self-paid continuation of coverages
provided under applicable federal laws, and/or may
be offered a conversion-contract.

Section 8. Continuation of Coverages for the
Survivors of an Employee, orofa
Retired Employee or Cettain Former
Employee

(a) If an emplayee dies prior to becommg eligihle
for health eare coverages under Section 2 ahove, the
Company shall permitthé spouse of such employee to
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participate in the core coverages, on a self-pay basis, as

-provided in subsection (b)(1) below.

{b) [fanemployeear retires dies after coverages

are in effect under the Program, coverage for any

dependents will cease as of the end of the month in
which the empioyee or retivee dies. Thereafter, a
surviving spouse may be eligible to continug
covérages as indicated helow,

For purposes of this Séction § and of Article V,
“surviving spouse” does not include the spouse of a
former employee eligible for a deferred pension under
Article VI, Section 2 of The General Motors Hourly
Rate Employeés Pension Plan; or a spouse or former
spouse receiving, oreligible to receive, a pre- retirement
survivor benefit under Article [1, Section 11 of the
previously referenced Pension Plan.

(1) The Comipany shall make suitable
arrangements for the suryiving spouse of an
employee to participate, on a self-pay basis, in core

coverages for the first 24 months following the
month in which the employee dies, provided the

suiviving spouse was marriéd to the deceased

employee for at least one -full yeéar immediately
preceding the date of death,

{2) The Company shall make contributions i
core ‘coverages. condnued in accordance  with
subsection (b)(1) above, for the first twelve months
following the month in which the employee dies,
provided'that as ofthe empldyee’s date ‘of death, the
survwmg spouse’s age is at least 45; or the swrviving
spouse’s age, when added to the deceased employee’s
seniority, totals 55 or more.

Thereafter, the surviving spouse may continue core
coverages, on a-self-pay basis, until the earlier of (a)
remarriage, (b) the end of the month in which age 62 is
attained, or () death.
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{3) The Company shall make siitable
arrangements fora survivipg spouse

(i} of an employee or vetired employee (but
not ‘the surviving. spouse of a former employes
eligiblefora deferred pension or a surviving spouse ar
surviving divorcéd spouse eligible for a pre-

retivement survivor benefit under Article i[, Section.

11 of The General Motors Hourly Rate Employees
Pension Plan) if such spouse is receiving or is eligible
to receive a survivor benefit under Article 1i of The
General Motors Hourly Rate Employees Pension Plan,

(i} of a retired employeé if, prior to death, the
retired employee was receiving -a benefit under
Article 11 of The General Motors Hourly-Rate
Employees Pension Plan,

fiii) of a former employee whose
employmentwasterminatedatage 65 or older for any
reason cther than a discharge for cause with
insufficient credited service to be: entitled 1o a benefit
under Article 1 of The General Motors Hourly-Rate
Employees Pension Plas, or

(iv) of an employee wioc at the tdme of death
was eligible to. retire on ah early or normal pensidn

under Article It of The General Metors Hourly-Rate'

Employees Pension Plan, to participate in health care
coverages; provided, however, that dental coverage
shallbe available toa surviving spouse age 65 or over
only for months. that suéh surviving spouse is
enrolled for Medicate Part B coverage.

{4} The Company shall make contributions for
health care coverages continued in accordance with
subsection (b}(3]) above only on behalf of a surviving
spouse, as provided therein and in subsection {b)(5)
below (including for this'purpose a surviving spouse
who would receive suivivor benefits under The
General Moters Hourly-Rate Employees Pension Plan
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except for receipt of Survivor Income Benefits under
the General Motors Life and Disability’ Benefits
Program), and the eligible dependents of any such
spause; provided, however, that the contributions on
behaif of a surviving spouse for the month the
surviving spouse becomes age 65 and suhsequent
months shall hé made oniy for months that the
surviving spouse is enrolled for Medicare Part B
coverage.

Notwithstanding the above, no Company
conitibutions, other than contributions related to
subsection {b){5) below, shall be made under this
subsection (b)(4} for the suwrviving spouse -aad
eligible dependents of a deceased employee or retiree
hired on or after November 18, 1996, if such employee
or retiree itad fewer than 10 years of credited service
under the Company's Pension Plans.

(5) The Company shall make suitable

‘arrangements for a surviving spouse_and _eligible-

dependent children under. Artigle 111, 9(c} of .an

employee whose loss of life resutts: from accidental
bodily injuries causéd solely’ by employment with
General Motors Cormpany, and resuits solely from an
accident in which the. csuse and result are
unexpected and definite as to time and place, to
participate in health care coverages; provided,
nowever, for a surviving spouse such coverages shall
terminate upon the remarriage or death of the
surviving spouse~.and for dependent ¢hildren, such
coverages shall terminate at the end of the month in
which the child becomes-age 26, unless such child has
been determined to be¢ totally and permanent)
disabled as defined under Article i, 9(c}(1)(if) and
Article 113, 9{c) {4)(iii). Any Company contributions
for coverages continued under-this subsection (b)(5)
shalibe-as provided in subsection (b)(4) above.

(6) A-surviving spouse who is eligible for such
coverages provided in subsections (5)(1); (b)(3) and
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(b){5} above and who elects such coverages but whao
is not eligible for Company conrtributions as provided in
subsections (b)(2) and {b)(4}, must mzke such election
no Jater than 60 days foltowing the later of the end of
the month inwhich the death ofthe employee, retired
employee, of former employee.occurs, or following the
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date of notice of available options by the Company,
and shall contribute monthiy the entire cost for such
coverages for (1) single party, (i) two party, or (jii} family.

(7) When contributions by surviving spouses
are required, they shail be paid in cash-divectly to the
Conipany or its agenton or before the 10th day of the
month for which such coverages are to be
provided or such other due date as may be
established by the Company.

{c) The provisions of this Section 8,_with the
exception of b[5), ase inapplicable to In-Progression

and . Full-Time  Tempgrary Employees. The

opportunity for survivars of these employees to
continue coverage pest- employment or for periods
net in active service will be limited to self-paid
continuation that may be available under federal law.

Section 9, Dependent Eligibility Provisions
(a) General Provisions

(1) As used in this Section 9, when reference
is made to a person (i.e. person A) being “dependent
upon” another person (i.e. person B), the term shall
mean that person B may legally claim an exemption for
person A, under Section 151 of the Internal Revenue
Code, for Federal income tax purposes.

(2) The provisions of this Section 9 apply
with respect to enrollment of certain dependents as
secondary énrollees under primary enrollees who elect
“salf and spouse,” "self and child,” or “self and family”
enrollment, in accordance with Article 1II, Secticn

1(a)(1) of the Program. Unless specifically provided.

otherwise in the Program, such a dependent has ng

individual or personal right of énroliment; right to

selectan cption within the Informed Choice Plan, or
right to continue coverages under the Program,
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{(3) Company shallhave the right of del:ermmmg
eligibility of a tiependent, consistent with the provisions

‘of this Program.

(4} A primary enrollee claiming initial or
continuing_eligibility of a dependent shall furnish
whatever documentation may be necessary to
substantiate the claimed eligibility of a dependent

and the social security wumber of each such

dependent for whom a social security numher is
required te claim an éxemption on the primary
enrollee’s Federal income taxreturn, Refasal or failuie
to furnish such documentation when requestad to do so,
or to furnish the social security number within a
reascnable. period. of time, shall result in denial or
withdrawal of éligibility for-such dependen.

{5) Unless ptherwise provided, a dependent who
lases eligibility in accordance with the provisions of this.
Program, .and who once again mests the
requirements for dépendent eligibility, may haveé
coverage reinstated. The effective date of coverage in
such cases will be the first day of the maonth follewing
the month i which avalid eoréllment forni and any
necessary supposting decumentation is received by
the Company.

For purposes ef establishing an effective date under
this provision only, if the request for reinstatement
of¢overage is-based on "full-time” student status as
pravided in Article I11, 9{c)(1}ii}, proof of enrolfment
as a full-time student for one .schoel term will be
accepted subject to subsequent submission of proof that
such schoo! term was completed.

(6] When, as a result of oversight or error, an
eligible. primary or econdary enrollee entitled to

Company-paid. coverage is not ehrolled in a timely

MAaNMer, cOVerage. may be provided retroactive o the
date of eligibility that would have béen established if
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proper pracessinghad occurred. Howeaver, in no event
will the retroactivity exceed twelve {12) months from
the month in which the error or omission is
discovered.

This retréactive enrollment provision shall not apply

to surviving spouses who are not entitled to
Company- paid coverage. Such surviving spouses

electing to continue coverages on a self-paid basis must:

make such election s stipulated in-Article. 1], Section

8(b}(6).

{7} The receipt of a benefit under The General
Motors -Hourly-Rate Employees Pension Plan as an
“alternate payeée™ in accordance with the Retirement

Equity Act of 1984 shall not serve to entitle such

recipient to coverages or continuation of covdrages
under this Program.

(8) Provisions will be made for the enrollment
and administration of coverage for an individual
détermined to qualify for coverage pursuant to
Qualified Medical Child Support .Orders (QMCSG)
under the provisions of the Omnibus Budget
Reconciliationt Act of 1993 (OBRA 93).

(h) Spouse

(1) The spouse of an eligible. and enrolled

employee shall be gligible for coverage, A surviying.
'spouse of an employee, as defined in Section 8 above,

may not have or add a.new spouse a¢ a dependent.

(2) Aspouse by common-law marriage shall be
eligible for coverage only to the extentsuch relationship
Is recognized by the laws of the state in which the
employee is enrolled, and the employee has met such
requirements for documentation of the status as may
be necessary by lawand required iy the Company.
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(3) The effective date of coverage for-a spouse
shall be the later of the effective date of coverage for the
employee, or the date of marriage. For' a common- law
spouse, the effective date of coverage shall be the date
of receipt by the Company of a completed enrollment
form and any necessary supporting documentation,

(4] Aspouse'seligibility for coverage shall cease
on the earlier of:

(i) the date the primary enrollee’s coverage
ceases, except that, in the case of the primary enrollee’s
death, coverage shaii cease on the fast day of the month
in which the primatry envollee dies, unless the spouse
is eligible for coverage as a srviving spouse as set forth
in Section B of this Article, or

(i) thedate ofthe final decree ofdivorce.
{c) Childien

(1) Children of a primary enrolles, or of the
spouse of an eligible and enrolled employee, shall be
eligible for coverage if, as to each one, the following
criteria are met.

. (i) Relationship, The child must be the child
of the primary enrollee, or of an employee's spouse, by
birth, or legal adeption, or legal guardianship.

For purposes of this subsection, effective September
26,2007, children by “legal guardianship” will be Jimited
to children who are related by bloed to the primary
enrollée or the primary enrollee's current spouse.

Under the provisions of the Ommibus Budget
Reconciliatich Act of 1993 (0OBRA ‘93), a child under
the age of 18 who is in the process of being adopted by
an employee wili be deemed to satisfy the
relationship
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test when the child is placed and talies up residence
with the employee, pursuant tothe adoption process,

This requirement will be deemed to have been met
for a child who was properly earclled under the then
applicable Program’s “guardianship” provisions as
of September 26, 2007, who has continued to be the
primary enroliee’s dependent since that time, and
who has been continuously enrolled and has
continnously satisfied the other eligibility criteria for
children.

(i) Age. The child must not have reached the

end of the ealendar year in which the child becomes age
4826, unless such child has been determined to be

‘totally and permanently disabled—er—is—a—full-time
student-asindicated-below,

For the purposes of this subsection, "totally and
permanently disabled™ means having any medically

‘determinable physical or mental condition which

prevents the child from engaging in substaatial
gainful activity and which can be.expected to result in
death or be of long-continued or indefinite duration.

Coverage will not be reinstated for a child who
first becomes totally and permanently disabled after
the end of the calendar year-month in which age 49-26
is attairied or who wids eligible for coverage as a
totally and permanently disabled child, recovers, and,
after the end of such calendar yearmonth, again
hecomes so disabled.

calendar-year-in-which-such-child-turns-age-24an
laaHereeﬂ—ﬁeﬂEﬁed—aswmmﬂy—aﬂdmpeFmanenﬂy
disabled-will satishethisage-requirermentorly-ifsuch
child-isafull-dm

e—studentfor-at-least-one-sehool
ternt dusins
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(2} Aneligible surviving spouse may notenrolla
child unless the child was eligible to be enrolled prior to
the death of the employee or, in the case of a child born
after the death of the employee unless such child is the
issue of the surviving spouse’s marriage to the deceased
employee, and was conceived prior to such
employee’s death,

(3} The effective date of caverage for a child shall
be the later of the effective date of céverage for the
primary enrollee, or in the case of:

(i) Birth- thedate ofbirth;

(ii} Legal Adoption - the date the adoption
‘becomes final in accordance with applicable laws (or,
for children being adopted and who meet the criteria of
OBRA. ‘93, the date the child is placed and resides with
the adopting empioyee];

(iii) Legal Guardianskip - the date guardianship
becomes final in accordance with applicabie laws; and
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(iv) Stepchild - the date the chiid becomes a
member ¢f the employee’s household

(4) Achild, as defined above, shall cease to. be
eligible for coverage as of:

%demm}whmh&&ehﬂd

_ -of-subsecten

@i{i)__the last day of the calendar year
month.in which the child becomes age 4926, except in
the following cases:

Totally and Permaznently Disabled Children.
Coverage may be -provided/continued for calendar
years beyond-age 19-26_for an otherwise eligible child
who becomes totally and permanently disabled prior
to the end of the calendaryeapmg,;h in WhICh the child
turng age 1926. ;
continued for-ealenda

F—yeam—hewld-age—}g—feF«a
child-eligible-and-enroled-in-coverage that-becomes
tet.ally—aad -permanents-dissbled-after-the-child-turns

jor—to-the-end-of-the—ealendap-venr-in
uﬁuehﬁ%@ehﬂd—h&n&age%ﬁltgbﬂxty shall cease as of
the last day of the month in which thechild ceases to
be totally and permanently disable as defined by this
Progran:.

Full-time-Students-Who-Rave Net-Reached-the
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Ev)(ii) the date the primary enrollee’s
coverage ceases, except that, in the case of the primary
enrcliee’s death, coverage for such dependent child

shall cease on the last day of the month in which the.

primary enrollee dies, unless such child is eligible for
toverage as a dependent child of the surviving
spouse of such employee,

{5) Notwithstanding any other provisions of
the Program, the Program shali provide coverages in
accordarice with Section 4301 of the Omuibus Budget
Reconciliation Act of 1993 {OBRA '93) and Section
609 of ERISA. The Company will maintain reasonable
procedures retated to the implementation of
Qualified Medical Child Support Order and other
aspects of the Federal regulations. -

{6}-Pursuant »Jea-th&mpaneﬁt—ﬁmteeaenwﬂﬂd

have—t&meet»ﬁwage—maﬂal«statu&-%e&d@n@y
eriteria—deseribed-in-subsection—{e}[3—zbove~in
vrder-do-be-cligible forsoverage-through-the-ond-of
the-month-in-which-the-child turns-age 26-Should
this—law—be—appeeled—or—amended—to—no—longer
require-this-extension-of cligibilig-for- the-children-by
birth-er-legal-adeption-of-a-primary-enrollee or-the
spouse-ofa prlmnﬁemﬁeer#&age—mﬁm-u&

and-residency requirements will-again-be-required-in
erderforthechildto be-eligible for-coverage:
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Séction 10. Conversion Privilege

{a) Any former enroilee whois no longer ehgtble
to continue coverages utider the Program, may be
offered an opportunity to obtain other available
coverage, on a self-paid basis, fram the cairier with
wham enrolled at'the time eligibility terminated.

{b) A former epivllee wishing to exercise this
privilege shall make application to the carriér within
thirty {30) days of termiination of eligibility under
this Program.

Section 11. Consolidated Omnibus Budget
‘Reconciliation Act (COBRA}
Continuation

The Consolidated Omnibus Budget Recongiliation
Act of 1985 [COBRA, or the Act), as amended,
provides continuation rights to certaii employees or
dependents whe would ordinarily lose eligihility for
coverage under the Program.

If amendments- to the Act or the applicable

Tegulations preclude administration in accordance with

the fbllcwihg provisions, the Company will make any

changes necessary to comply with COBRA.

(2) For purposes of COBRA, this Program is
considered to be a single plan offering “core coverages”
(hospital, surgical, medical, prescription  drug,
hearing aid, mental health and substance abuseuge

tdisorder) and “rion- core coverages” (dental and

vision), regardléess of the carrier option (TCN, HMO,
gtc.) chiosen by the primaryentollee, or of the entity
chosen by tlre Company to adiinister such coverages
on the Company’s behalf,
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(b) The Company is responstble for praviding
notifications, as required under COBRA, to "qualified
beneficiaries,” as defined therein. The Company may
delegate the adrministrative functions associated with
COBRA.

(c} To'the extent the Company makes alternative
continuation privileges available under Article 111 of
the Program that de not satisfy all the requirements
for "COBRA continuation coverage,” enrollees shall
have. the oppertunity to elect either the COBRA
continuation coverage or continuation under the
Program, An election of COBRA continuation coverage
will terminate the enrollee’s eligibility for Program
continuation.

(d) Tothe extent the Company makes alternative
continuation privileges available onder Articlé 11} of

the Program that do satisfy all of the requirements for.

“COBRA continuation coverage,” such alternative
continuation privileges will be integrated with the
COBRA continuation'coverage.

(e) 1In the event a primary enroliee is entitled
to elect between COBRA continuation coverage and
alternative continuation provided under the
Program, coverage will be contintied beyend the point
coverage ‘as an active employee or dependent of an
active employee ceases as if the primary enroliee
elected alternative continuation under the Program. If
the primary enrollee subsequently elects COBRA
continuation during the election period and pays any
required contribution, coverages will be adjusted
retroactively to provide the COBRA continuation.
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{f) Unless advised otherwise hy a {OBRA
“qualified beneficiary,” an election of alternative
continugtion by the primary enrollge shall be presumeéd
to'be an election for all gther enrallées and/or qualified
heneficiaries covered under such primary enrollee's
coverage.
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ARTICLE IV
DEFINITIONS
Unjess otherwise indicated, as used in this Program:

‘L. "active service” or “in dctive service” means
recetving pay for regular hours of work scheduled by
the Company, or ctherwise scheduled to work but
absent due to either,

(a) vacation time off authorized in advance,
{b) ‘a specified holiday, or

(¢) bereavement, jury duty, or short-term
militaryleave of-absence undér circumstances where
the absence is authorized in advance. and the
employee is entitled to receive full or partial
compensation from the Company for the day(s} of
ahsence.

An employee is not in active service if the employee
is-ahsent every scheduled work day during a month, for
réasoris other than those specified above, whethier or
not such absence is excused,

An.employvee is not inactive service in any full monthin
which such emplayee is not scheduled to wotk due to
layoff or any leave of absence [Gther than short-term
military ‘leave referred to in subsection (¢} above),
regardless.of whether the employee may be entitled to
some compensation for any day(s) during such mionth.

Z.  “allowed amowmit” (also sometimes referred to
as “reasonable and customary aniount”) - as it relates to
covered expenses, unless.otherwise specified, generally
means any of the forms and amount of payment made
by carriers te reimburse panel, network,
participating,

59

'

W“



At v, &

or otheTwise contracted providers for the services in
question, or, if less, the provider's actual charges for the
services. In some cases, the carrier may be called
uponto defend an enrollee from the effort of 2 non-
panel/-networly/-participating/-contracted provider to
collect an-amouwrit in excess of thé allowed amount. In
doing so0, the carfier may take into consideration,
among other factors:

{a) the usual amount the individual provider
most frequently charges thé majority of patients or
customers for a similar sérvice rendered or materials
Farnished;

(b) the prevailing range of charges made in the
same geographic area by providers with similar raining
and experience for the service réndered.or miaterials
furnished; and

{(c} unusudl circuimstances or complications:

requiring additional time; gldll or expériance with the
particularservice rendered or materials furnished.

The carrier js responsible for determining the
“appropriaté allowed amount for @ given provider and

service or material, and such determination shall be.

‘conclusive,

3. "benefit" - means a payment made, in
‘accordance with the Program provisions, to an énrollee,
or-to a provider onbehaif of an enrollee.

4. Ccarrier” ‘means any entity by which
Programcoverages are administered or benefits are
paid.

5. “rost of coverages” - means the Company's
‘reasonable estimate of the monthly amount required

to provide coverages for an individual or group of

individuals, established on an actuarial basis taking into
a0

\{

el



L

At IV, B

account such factors as type of coverages {one-party,
twa- -party, or family}, form of delivery (TCN, MO,

Btc.), scope of coverages (what services are covered),

regional cost differences, administrative costs, atc
It includes both the Company contribution and any
primary enroliee contnbutzon(s) as required under the
Program. The cost is accrued and reported on a monthly
basis.

[n-the case of coverages delivered through certain
pre-payment agencies, such as a health maintenance
organization, it means the total monthly premium

Tequired to provide such coverages,

6.  Asused in this Program, the various forms-of

covered expense that an enrollee may be responsible
for paying are as follows:

{(2) "Monthly coniribution” means an amountan
enrollee may be required o pay, on a monthly basis, for

‘health care coverage. The amount may vary, depending.
‘on option. elected (e.g, TGN; or HMO). When a

menthly contribution is requlred cither a “single” ora
“family™ contribution will apply.

(b) “Annual deductibie” means an .aggregate
amauht an enrollee may be responsible for paying each
calendar year for covered services prioe ta the Program
making a payment. “Single™and "famlly" deductibles

may apply. Once the deductible is meét, co- insurance
may apply.

{€) “Co-insyrance’ means an amount an enrollee

may be required to pay to a provider for covered
services or supplies; onte .any applicable

deductible(s}is (are} met. Such amousit is calculated as-

a percentage of the approved amount for the services

or supplies. Thé co-insurance perceniage may vary,

depending on
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whether or not the servicesare obtairied from network
or panel providers.

(d) "Co-payment” means a fixed-dollar amount
that an enroilee may e required to pay to a provider for
specific covered services or supplies (suck s
emergencyroom visits and/or prescription drugs) at
the time the service or supply is provided. Enrollees are
responsible for any required co-payments, regardiess of
the status of deductibles or cut-of-pocket maximums (if
applicable).

(e} “Annual out-of-pocket maximum” means a
maximum aggregate dollar amount an enrollee may
be required to pay during a given calendar year for
the deductibles and co-insurance amounts charged
for certain covered services. Separate “in-network”
and "out-of-network’ out-of-pocket maximums may
apply, depending on whether or not the: covered
services are performed by TCN network or panel
providers, as applicable.

(f} “Sanction” - means an amount of otherwise
covered expense that an enrollee incurs for failure to
follew Program provisions (such as the sanction an
employee-may incur for failure to complete a substance
abusense disorder treatment plan).

7.  ‘“coverage”- means a specified sat of health
care services or expenses (i.e, "covered services or
expenses”) which may be incurred by an enrallee,
and for which benefits may be paid uader the
Program provisiohs. The categories of coverage
include “core” coverages (hospital, surgical, medical,
hearing aid, prescription drug, mental health and
substance abuseuse_discrder) and “non-core”
coverages (dental and vision). Not every health care
expense incurred by an enrollee. falls within the
Program coverages.
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8. ‘covered service" - means a service that is
included within the range of services identified in the
Program, and that meets all Program requirements for
payment of henefits. A service within the range of those
identified in the Program {e.g. & diagnostic radiclogy
service) but which does not meetall of the. specifications
for & benefit payment (e.g.,. if it #s an éexperimental
service or if if is not medlcally necessary) is
considereda nen covered service.

9, “gffective date” - means the date on which a
given coverage begins for an enralleg, as determingd by
the employer, consistent with the Propram provisions,

10. ‘“empiovee” -

(a) medns any person régularly emploved on

an hourly-rate basis in the United States by the

Company ar by a wholly-owned or substantiaily
wholly-owned domestic subsidiary thereof, which, the
Company Board of Managers or its designee for sich
purposes has approved for inclusion and as
specificaily identified in Appendix E to. this Plan,
herein referred to as hourly persons or hourly
employees, including:

(1) hourly persens employed on a full-time
basis;
(2) bourly persons emplayed on incentive pay

plans;

(3} students from educational institiitions who
are enrolled in cooperative training courses on hourly
rate;

(4) part-time hourly ‘employees who, on a
regular and continuing basis, perforim jobs having

definitely established ‘working hours, but the

compléte
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performance of which reguires fewer hours of work
thanthe regular work week, provided the services of
such employees are normally available for at ieast half
of the:employing unit’s regular work week; and

(b) The term “employee” shall not include:

{1) employees trepresented by a labor
organization. which has not signed an agreement
making the Program applicable to.such employees;

(2) employees of any diréctly of indirectly
wholly-owned  or  substantially  wholly-owned
subsidiary of the Company except as their participation
in this Planis expressly approved by the GM Board of
Managers;

3 Yeased employees” ag defined under Section
414(n)ofthe Internai Revenue Code;.or

{4} contract employeés; bundled servicés
-employees, consultants, or other similarly situated
individuals, or individuals who have represented
themselves to be independentcontractors.

The following classes of individuals aré ineligible
to participate in -this Program, regardless of any
-ather Program terms to the contrary, and regardless
of whether the individual is 2. common-jaw employes
of the Company: '

(i} Any individual who provides services to
the Company where there is an agreement with a
separate company under which the services are
provided. Such individuals are commeonly referred to by
the Company as “contract employees” or "hundled
services” amployees;
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(i) Any individual who has signed an
independent contractor agreement, cansuitmg

agreement, or other similar personal service contract

with the Company;

{iif) Any individual who both (a)is notincluded
in. any represented bargaining unit and (b) the
Company classifies as an independent contractor,
consultant contract employee, or bundled-services

employee during the period the individual is sc

tlassified by the Company.

The purpese of this-provision is toexclude from
participation alt persons who may actually be common-
law employces of the Company, but wha are not paid

as though they were employees of the Company,

regardless of the reason they are excluded from the
payroll, and regardless of whether that exclusion is
torrect. '

{c) To the extent a labor organization has sighed
an agreement with the Company, and under such

agreemient certain'employees.represented by such labor

orgamzatlon arg'excluded frém the Program in whole or

in part, such represented ‘employees shall be

regarded as employees for the purposes of this
Program only tothe extent required to comply with
such agresment,

11.  “employer”- means the Gompany.

12.  “enroliee” - means a person who is eligible
for coverages under the Program and who is enrolled

for such coverages DBepending upon the context, an’

enrollee may be a “primary enrollee” ora “secondary
eénroilee”. The determination of eligibility in a
manner -consistent with the Program provisions is
the responsibility of the employer
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"primary enrollee” - means employees,
retirees or surviving spouses eligible in their
own right.

“secondary enrolleg” - means a spouse, or child

entitted to coverage on account of a primary
enrollee,

13. “layoff’ - means any layoff resulting from a
reduction in force or temporary layoff, or from the
discontinuance of a plant or operation, or a layoff
occurring ar continuing because the employee was
unable to-do the work offered by the Company although

able to perform other work in the plant to which the

employee would have been entitled if such employee
would have had sufficient seniority.

14. “Medicare” - means the Federal program
established by Title XVIII of Public Law 8% 37, as
amended, which provides health insurance for the
aged ‘and disabled. It includes Part A (Hospital
Insurance Benefit for the Aged and Disabled) and Part B
(Supplementary Medical Insurance Benefit for the
Aged and Disabled).

15. “Plan” - means the “Informed Choice Plan”, or
that portion of the Program providing hospital surgical,
medjcal, prescription drug, hearing aid, mental health
and substance abusense disorder coverages.

16. “"Plan Sponsor” - means General Motors
Company in its capacity of sponsoring the Program
by engaging in activities including, but not limited to,
establishment, maintenance, modification, and funding
of the Program.

17. “Plans Worikforce” ~ means employees,
contract workers, and/or consultants performing
planadministration functions employed or engaged
by the Health Care Staff; the Health Care Finance
Staff; the
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GM Benefits and Services Center; the Chief Privacy
Officer; members of the Employee Benefit Plans
{ommittee; assigned members of the GM Audit Staff
while performiing Program audits; and assigned
members of the Pérsonnel and Labor Relations Practice
Areaofthe GM Legal Staff who advise the Program.

18. “Protected Health Information” - as defined
by the Health Insurance Portability and Accountability
Act of 1996 (HIPAA), means information createdor
received by a health plan, health care provider,or
health care clearinghouse that relates to the past,
present, or future physical or'mental health or condition
of an individual; the provision of health care to an
individual; or the past, present or future payment for
the provision of health care to an individual. In addition,
the information either.identifies the individual, or there
isa reasonable basis to believe the information ¢an be
used te identify the individual,

19. “provider” means a person or entity which
furnishes coveredservices orsupplies to an enroilee,

20,  “seniority” means whichever of the
following pericdsis applicable to the employee.

{a) If the employee is represénted under
a colléctive bargaining agreement, seniority for
the purposes of this Program shail he the same as
semiority is defined in such Agreement. However, if
the employeé has, or has had, seniority in more than
one bargaining unit under a collective bargaining
agreement, “seniority” shall mean the longest senjority
held in any bargaining unit. If an employee has
senjority in one bargaining-unit (or is in active
service and subsequently acquires seniority in such
“hargainingunit) at the time the employee's sehiority is
broken ina second bargaining unit.
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(1) uvnder the time-for-time provisions of the
collectivé bargaining agreement,

{2) because of a refusal of recall to such second
hargaining unit,

(3} Decause of a quit at such sécond bargaining
unit to.respand to recall at anotherbargaining unit, or

(4) because of a quit at such second bargaining.

anit to accept placement as 4 journeyman/woman in
another bargaining unit wheie the emplayee completed
apprentice training, the seniority lost at such sécond
bargaining unit shall be included in the “longest
seniority.”

(b) f the employee is non-représented, seniority
for the purposes: of this Program shall be unbroken
service as defined Wy rules established by the
Company.

(c} Solely for the purposes of this Program, if
an employee retired under the-terms of The Gzneral
Motors Hourly-Rate Employees: Pension Plan is
rehired, but does not have seniority reinstated, the
empioyee shall be deemed to have seniority while so
employed..

21, "Summary fealth information® - means
‘inforination that may be iddividually identifiable health
informatjon, and that summarizes-the claims history,
claims expenses, or type of claims experienced by
individuals for whom a plan sponsor has provided health
benefits-under 2 group hicalth plan, and which has been
de-identified, except that the geographic information
need only be aggregated to the level of a five-digit zip
code; if such aggregation does notidentifyanindividual.
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APPENDIX A

HOSPITAL, SURGICAL, MEDICAL,
PRESCRIPTION DRUG AND HEARING AID
COVERAGES

(THE INFORMED CHOICE PLAN)

|. Definitions
Asused herein:

A, wecidental injury” means a bodily injury
such as a strain, sprain, ahrasion, contusion or other
condition which occurs as the result of a traumatic
incident such as, but not limited to: ingestion of
poison; overdose of medication, whether accidental
arintentional; allergic reaction resulting from trauma,
such as bee ‘stings or insect bites; inhalation of

smoke, carbon monoxide, or fumes; burns, frosthite,.

sunburn, and sunstroke; and attempted suicide,

B.  ‘“actual OPEB trend rate” means:a.percentage
figure determingéd by comparing the two 12-month

periods from January 1 to Deceniber 31 preceding

August 1 of each year (e.g, at August 1, 2006, the
Actual OPER Trend Rate applicable to 2007 will be:
a percentage figure determined by comparing 2005
calendar year actual experience to 2004 calendar
yearactual experience, The Actual OPEB ‘Trend Rate
willbe based on the actual aggregate incurred claims
for enrcliees covered under the Program for the
most recent calendar year preceding the August 1 of
each year, divided by the dctuarially expected incurred
claimsfor the same calendar year using the prior year’s
actual claims costs, jess 1.0, and converted to a
percentage. Actuarially expected incurred claims for
the same calendar yeat using prior year's actual claim
costs will be calculated by multiplying the demographic
census for the
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current year by the actuarially determined, age
based, per capita incwred claims costs (in
conformance with Financial Accounting Standard 106)
for the prior year.

Actual incurred claims experience is measured
using at least 15 months of paid claims data for the
incurred calendar year plus an actuarially developed
estimate for final actual claims payment run-out. Claims
experience represents the aggregate claims for medical,

prescription drug, and vision benefits. For this purpose,
actual aggregate incurred claims for the calendar

year shall reflect the effect of any increases in dollar-
denominated plan design items, which increase
annually as of the beginning of each calendar year, for
that year, Adjustment in actuvarially expected claims
associated withplan design changes shall be made ina
manner consistent with the methodology used to
recognize plan design changes under Financial
Accounting Standard 106,

C.  “ambuldnce services” means medically

necessary transportation and life support services

furnished within the Program provisions to sick; injured or
incapacitated patients by a licensed ambulance
provider meeting Program standards, atilizing
ambulance vehicles and personnel recognized as
qualified to perform such services at the time and place
where rendered,

D.  ‘Benefit periad” means a period of time during
-which an enrollee is entitled to receive certain
covered services which are subject to Program
maximums. These include, but are not limited 'to,
inpatient hospital services (with special provisions for
pulmonary tuberculosis treatment under this Appendix,
and meutal health and substance abuseuse disorder
treatment under Appendix B}, admissions to skilled
nursing facilities (whether under this Appendix or
Appendix B), treatment under psychiatric and
substance abussuse disorder day care or
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night care programs, and substance abuseuse
disorder halfivay house programs under Appendix B,
hospice care and ufilization of home health care
services (see App. A, 1LB.and App. B, [LB}.

E.  “covered expenses” means the aliowed amount
for. covered materials and services, as described in
Section 11 of this Appendix and, provided or rendered
to or for an enrollee for treatment of iliness or injury,
and performed by z provider or prescribed by a
physician in accordance with the provisions of this
Program. Such covered expenses fall in the following
areas of coverage or categories of expenses;

1. hospital expenses;
2. skilled nursing facility expenses;

3. physical, speech and functional occupational
therapy expenses;

4, home health care expenses;
5. medical, surgical expenses;
6. afnbulance service expenses;
7. prescription drug expenses;
8. hearing aid expenses;

9. durable medical equipment and prosthetic or
orthatic appliance expenses; and

10. hospice expenses.

F.  ‘“custedial’, ‘domiciliary” or “maintenance”
care or services means the type of care or service
which, even if ordered by a physician, is primarily for
the purpose of meeting personal needs of the patient
or-maintaining a level of function (as opposed to
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-specific medical, surgical,-or psychiatric care or sérvices
designed to reduce the disability to the extent necessary
to enable the patient to live witheutsuch medical care
‘or services). Custodial, domiciliary or maintenance
care can be provided by persons without special skilt or
training,

It may include, but is not limited to, help in getting in
and out of bed, walking, bathing, dressing, eating and
taking medication, as well as ostomy care, hygiene or
incontinence care and checking of routine vital signs.

G.  “drugs, blologicals, and solutions” means
medicinal agents which are approved for commercial
distribution by the- Federal Food and Drug
Administration and are legally prescribed for the
treatment ofaniilness.or injury.

H. “durable  medical  equipment”  means
equipmentwhich is able to withstand repeated use, is
primarily- and customarily used to serve a medical
purpose, and is not generally useful to an enrollée in
the absence ofillnessor injury,

I “engineering method of rounding” means the
following rules of rounding numbers:

1. [fthe leftmost of the digits discarded is less
than 5, the preceding digit is not affected. For example,
when rounding to four digits, 130.646 becomes 130.6.

2. Ifthe lefimostof the digits discarded'is greater
than 5, or is 5 followed by digits not all of which are zerg,
‘the preceding digit is inereased by one. For example,
when rounding to four digits, 130,557 becdmes 130.6.

3, If the leftmost of the digits discarded is 5,

‘followed by zeros, the preceding digit is increased
by
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one if it is-odd and remains unchanged if it'is even.
The numberisthus rounded in such 4 manner that the
last digit retained is even. For example, when rounding
to four digits, 1305500 becomes 1306 and
130.6500 becomes 130.6,

I. "freestanding outputient  physical
therapy facility” means a facility, separaté from a
hespital, which provides outpahent physical therapy
services. Such Facilities must meet Program standards
and be approved by the local carrier.

K. “home health care agency” means a centrally
administered agency praviding physician-directed
nursing. and  other paramedical services to
patients at home. A home health care agency must
meet-all Program standards and be approved by the
local carrier.

L. "hospice” means a program of medical
and non-roedical services- provided for terminally-ill
enrollees and their families through agencies which
administér-and coordinate the services.

“pre-hospice” meansan initial levél of iospice care
consisting of evaluation, consultation and educatioh,

and support services that may be tised prior to a
terminallyill enrollee’s election ofhospice coverage.

Both pre-hospice servites and the hospice

program must imeet Program standards and be-

approved by the local carrier.

M. “hospital”'means a facility which, in return for
compensation from its patients, provides diagngstic and
therapeutic services on a coatinuous inpatient basis for
the surgical, medical, or psychiatric diagnosis, treatment,
and care of injured or acutely sick perscns. These
services arapravided by, orunderthe supervision of,a
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professional  staff of licensed physicians and
surgeons. A hospital contintously provides 24 hotir-a-
day nursing service by registered nurses. A
rehahilitation institution shall be considered to be a
hospital if the institution is approvéd as such under

this Program. A huospital must meéet all applicalile:

local and state licensure and certification
requirements and be accredited as-a hogpital by

state or national medical ‘or hospital authorities or-

associations:

A hospital is not, other than incidentally, a place for
custodial, convalescent, pulmonary tuberculosis, rest or
domicifiary care; 4n institition for exceptional children;
an institution to which enrollees may be remanded

by the judicial system; an institution for the

treatmént of the aged or patients with substance
abusersuse disorder; or a skilled nursing facility or
other nursing care facility..It does not include a health
resort, rest home, narsing home, convalescent home,

-orsimilar institation.

N.  "medical emergency” means a medical
condition manifesting: itself by  acute symptoms of

sufficient severity (including severe pain) such that a

prudent layperson, who possesses an average
kndwledge of health and medicine, could 1easonably
expect the absénce of immediate medical attention to
resultin placing the health of the individual (or, with
respect to a pregnant woman, the health of the
woman or her unborn child) in serious jeopardy,

‘geriou§ impairmeiit to bodily functions, or ‘serious

dysfunction of any bodily organ or part.

0.  “Non-Physician Practitioner” means an
individual who wieets Program Standards for the
given profession and is approved by the carrier for
reimbhursement for certain professional services
in accordance with their training znd licensure
which would be covered under tl}_e Program.
wlhien
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performed by a physician. The carrier will assure
that multiple practitioners will not be reimbursed for
the same service. Program Standards for non-
physician practitioners shall include, but not be
limited to, the requirements that the individuals be
registered, cestified and/or licensed as applicable under
state law, be legally entitted to practice their
specialties at the time and place services ara
performed, that they render specified services which
they are legally qualified to perform and that they be
approved for Medicare reimbursement, ifapplicable,
for enrollees who have Medicare as their primary
coverage,

The catepories of non-physician practitioners, and
the services that may be covered when performed by.
them, include:

1. ‘“Advance Practice Nurses” means health care
professionals including, but not limited to, certified
nurse practitioners, clinical nurse specialists,
certified nurse mid'wives and certified nurse
anesthetists, These health care professionals must be
accredited by their respective national societies and
endorsed through state licensing processes.

2. "Audivlogist’ means a health care professional
who possessés a master's or doctorate degree in
audiology or speech patholegy from an accredited
university, possesses a Certificate of Clinical
Competence in Audiology from the American Speech

.and_Hearing Association, and meets state licensure

reguirements. Certain services of an audiologist may
be covered under this appendix when performed in
response to a medical diagnosis and when Program
standards are met. In addition, services may also be

covered wnder hearing aid coverage (see App A. IILH).
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3. “Physician Assistants” means health care
professionals ‘licensed to practice medicine with
physician supervision. Physician asgistants must be

accredited by the Accreditdtion Revisw Commission

on Education for-the Physician Assistant, certified by
thé National Commuission onCertification of Physician
Assistants and meet state licensure requirements,

P, ‘orthotic applionce” means an extérnal
device intended to correct any defect of form or
function of the kuman body.

FLN ”

Q.  “participating provider,” “network provider
r “panel provider” .means any hospital, skilled
nursing facility, outpatient plysical therapy facitity,
home health care ageacy, physician, or other
approved provider urider this Program which; at the

‘time an enrollee receives services, has entered into a

contract or agreement with a carrier to provide
health care services in accordance with such contract
or agreement;.including a provision that the provider
accepts the aillowed amount as determined by the
carrier, as payment in full. A “participating provider”
has agreed tod carrier coniract under a traditional plan
arrangament. A "network provider,” as used in this
Program, has agreed t0 a carriér contract associated
with a networkof providers [usually a PPQ nétwork)
offered within a defined. service area and used to
support the TCN option. A “panet provider,” as used

in this' Program, has agreéd to a carrier contract

associated with' a PPO network offered in a defined
service area. An individual provider may be any one or

ali of the -above types. of contracted providers

(participating, network and/ or panel) or may not
contract with a carrier at all. A "non-participating”

provider may act as a “participating provider” for

individual claims in those areas where carriers allow
“per case” participation.
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R, “physician” means a doctor of medicivie {M.D}
or osteopathy (D.0.) legally gualified and licensed
to practice medicine or ostecpathic medicine and/
or perform surgery at the time and-place services are
rendeved of performed. As used herein, physician shali
also include the following categories of limited- practice
professionals who are legally qualified and licensed
to practice their specialties at the time and place
services are performed, and who render specified
services which they arelegally qualified to perfarm,

1. “dentist” means-a doctar of dental surgery
(DDS) or a doctor of medical dentistry (DM
whose scope of practice is the diagnosis, prevention and
treatment of diseases of the teeth and related structures:
Such services are provided for under the dental
coverage (see App. € of the Program). However, certain
services of a dentist may be covered under this
Appendix whenprovided in accordance with App. A,
HILE3.a.(2), or when performed. in response to a
‘medical -diagnosis and when Program standards are
‘met. A dentist alsc may prescribe medications whn:h
mdy be covered.under the prescription drug coverage
(see App. 4, IILG).

2, “podiatrist” means .a doctog of pediatric
medicine (D:P.M.) or a doctor of surgical chiropody
(D.S.C) whose ‘scope of practice is the diagnosis;
prevention, and treatmént of aitments of the feet orf
hands. Services of podiatrists, relating to the feet or
hands, may be .cavered under the surgical and
medicat coverages (see- App.. A, 1ILE.). A podiatrist
also may prescribe medications which may be covered
under the prescription drug coverage (see App. A,
ILG.).

3. hrmpracwr means ‘a doctor of chirapractic
(D.C.) whose scope of practice is the: diagnosis and
treatment of ‘subhixations or' misalignients of the spinal
column and related bones and tissues which produce
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nerve intepference. Services of chiropractors which may
be covered under this Appendix are limited to diagnostic
radiological services (see App. A, HLE3.L), emergency
first-aid {see App. A, ILE3M.), and outpatient physical
therapy services (see App. 4, 111.G.3.a) all pertaining to
the spine-and related bones and tissues. '

Under this Program, a chiropractor may not
prescribe medications, perform invasive procedures
or incisive surgical procedures, nor-perform physical
examinations notrelated to the spine and related bones
and tissies.

4. “psychologist” means a health care professional
with a clinical or counseling dectoral degree of
psychology (Ph.D.). Certain services of a psychologist
may be covered under this Appendix when
performed in response to a medical diagnosis and
when Programstandards are met. Services may also
be covered under mental health and substance
abuseuse disorder coverage (see App. B of this
Program).

S. “private reom” means a room containing
one bed:

T. "Program  standords”  means  criteria
-establishedby the Control Plan (and approved by the
Company) for approval of providers or for benefit
payment. At a minimum, providers must meet
applicable accreditation, licensing-and credentialing
requirements ‘and be qualified’ to Tender services or
furnish materials under this Program. In the case of
provider approval, standards also may include, but
are not necessarily limited to, such matters as
approval for Medicare reimbursement, acceptance of
Medicare assighment and/or Program
reimbursement as payment in full, In the case of
benefit payment, standards may include, but are not
necessarily limited to, such matters as the
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gervice or item being approved by Medicare and/or
the service or item being delivered or prescribed in
response to particular diagnoses, Local carriers-shall be
responsible for ensuring that local providérs conformto
such standards, or for obtaining approval of exceptions
‘through the Control Plan.

U.  “prosthetic appliunce” meéans an artificial
device which replaces.an absent part of the body, or
which aids the performance of a natural function of the
body without replacing a missing part.

V.  “provider®meansa physician, hospital, or other
approved facility, agency or individual who is
qualified to render service{s] or furnish materials
under this Program. '

w. retail health dinic” means.a medical setting,
sometinmes referréd to-as a walk-in clinic; generally
staffed by nurse practitiofiers, physician assistants,
or physicians who provide tréatment for
uncomplicated minor illnesses and/or preventive
‘health care services, Retail heaith clinics may be
lotated inside of larger retail operations: A retail

‘health clinic. must meet Program standards, and hée

recognized and approved by the carrier ag & retail
health clinic.

X. "sémipriva't'e room” means a room
confaining two heds.

Y. ‘Gervice”meansany care or procedure,as listed
and limited herein, which is provided for diagnosis-

or treatment of disease, injury or pregnancy and
which is based on valid medieal need according to
accepted standards of medical practice. Certain types
of .care or procedures may be excluded as covered
services under this Program.
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. “skifled nursing facility” iesans a facility.
providing convalescent -and long-terin iliness care

with continuous nursing and other health care:

services by, or under the supervision of, a physician
and a registered nurse. The facility may be operated
either independently or as part of an accredited
generalhospital. A skilled nursing facility must meet
Program standards and be approved. by the local
carrier.

AA, “special care unit” means a Jdesignated unit
within a hospital {(such as cardiac care, burn care, or
intensive care unit) that concentrates all necessary
types.of eguipment sogether with skiflsd nursing and
supportive services needed. fér care of critically ifl
patients and is recegnized as such hy the ¢arrier.

AB. “telehealth” means a resource, the purpose of
which is to diagnose; treat, and prescribé medication
as needed for commen health issues.through the use
of electronic information znd telecommunications
technelogies. A telehealth provider miist meet Program

-standards and be approved by the éarrier.

AC. "urgent care center” means a medical setting

distinct from a hospital emergency room, the
purpose of which is-to diagnose and treat illness or

injury for unscheduled, mon-routine ambulatory
patients seeking bmmediate medical attention for
conditions that are not life threatening.
ll.. Terms and Conditions
A.  Paymentof Benefits

1. Benéfits will be payable, subject to the
provisions of this Prograrm, wlien an enrolleincurs a
covered expense.
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2. Under the Program, henefits for certain
covered services are payahle only if “approved”
by the carrier or preferred provider organization
and/or if furnished by approved providers, when
applicable. If such approval is not obtained, or if such
providers are not utilized, any benefits for such
services may be reduced or eliminated. Examples
include, but are notlimited to, TCN opton enrollees’
failure to comply with the predetermination
requirements for inpatient admissions, or Health
Maintenance Orgapization opticn enrotlees’ failure to
utilize health maintenance organization providers as
set forth in Article I1, Section 4.

3. Benefits may be payable in full (up to the
carrier's allowed amount) for services rendered by
non-network -or non-panel providers if such services
are rendered on referral ‘fromy a network or panel
physician and the referring physician receives
approval for the referral before the services are
rendered hy the non-tetwork/-panel provider
subject to further conditions below.

a. The referring physician is- responsible.

for communicating the referral to the carrier and
monitoring the progress of the patient. Any subsequent
referrals must be made by a panel physician.

b.  The carricr is responsible for menitoiing
referral frequency and patterns, and for ensuring

that additional costsare not incurred by the Program or

the enrollee.

¢, For TCN enrollees living outside the
defined TCN service area, benefits will be payable for
these services as if they had been provided by a TCN
network provider.
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d. A service which would not otherwise be
a covered service does not become a coverad service
by virtue of a referral.

e, Benefits payalile for covered services are

subject to any applicable co-payments, co-

insurances, deductibles, or out-of-pocket maximums
for which the enraollee is fesponsible for as set forth
in Article II, Section 4, of this Program.

B.  Benefit Period Provisions

1. An enrollee is entitled to a maximum of
three hundred sixty-five (365) days of covired inpdtient
hospital services for each continuous period of hospital
confinement or for successive periods of
confinement separated by lfess than sixty (60) days;.
however,

a.  The Inpatient treatment of pulmonary
tuberculosis is limited to forty-five (45) days of the
benefit period.

b:  An enrolleg is entitled to two (2] days of
inpatient skilled nursing facility care for each remaining
day of the inpatient hospital benefit period, up to-a
maximum of seven hundred thirty (730) days for
each tontinuous period of confinement or for

-successive periods of confinement separated by less

than sixty (60) days.

¢.  An enrollee is entitled to three (3} home
health care visits for ea*h remaining day of the
inpatient hospital benefit period, as long -as the
enrollee is medically eligible. Each visit by a member
of the home health care team, each approved

outpatient visit to.a hospital or skilled nursing

facility, and each home health aide visit is considered
the equivaient of one (1) home health care visit. A
home health care visit wilt be
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counted even though the enrolleeis not seen.if the visit
is made in good faith (ie., the.agency is not notified
prior to the visit that the patient is not avaifable). IV

infusion therapy visits shall not be counted as home

health care visits.

d. An enrollee is entitled to a lifetime
maximum of 365 days of hospice care without impact
on the inpatient hospital benefit period. The hospice
benefit period may be extended beyond 365 days if
the enrcllee obtains authorization from the carrier’s
case management program. In addition, an enrollee is
entitled to.a life time maximum of 28 pre-hospice visits
priorto the election of hospice benefits.

2. The relationships between the various benefit
period maximums are set forth below:

a.  Each day of inpatient hospital care reduces
by two (2) the number of days of care available for
skilled nursing facility services. Days of care in a skilled
nursing facility do niot reduce the number of days of
inpatienthospital care,

b.  Each day of inpatient hospital care reduces
by three (3) the number of visits available for home
health care services. The number of home health care
visits used will not reduce the number of inpatient
hospital or skilled nursing facility days to which the
enrollee is otherwise entitled.

3. Benefit periods for physician services and
medical care related to hospital inpatient admissions
and skilled nursing facility admissions are related to
or may be determined concurrent with the benefit
periods for facility services as notéd below.
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a.  For conditions other than pulmenary
taberculogis, an envollee is entitled to coverage for
medical care for the duration of the Hospitalization.

b. Coverage of medical care for pulmonary
tuberculosis is limited to forty-five (45) days for the
treatment of tuberculosis for edch contintous period of
confinement or for confinéments separated hy less than
sixty (60} days.

¢ For conditions other than tuberculosis, an
enroliee is entifled to a benefic pe’nod of seven hundred
thirty {730) days of medical care in a skilled nursing
facility for each continuous period of confinement or
for successive periods of confinement separated by less
than sixty (60} days. No coverage is available for medical
care in a skilled nursing facility for the treatment of
tuberculosis.

(1) Coverage for medical care in a skilled
nursing facility is limited to a aximum of two (2} visits
per week.

[2) If the enroliee is admitted to a skilled

mursing facility within sixty (60) days of discharge

froma hospital, each day of huspita] inpatient medical
carereduces by two (2)the number of days-of medical
care available in askilied nursing facility.

4. Benefit periods may be renewed, subject to the

provisions below:

a.  The benefit periods specified in subsection
B'1, are within the general benefit period for inpatient
bospital services. Consequently, to be eligible for
further benefits under each of the subsections, theré
hust be a separation 0f51xty (60) days between: permds
ofhospitalization for any reason.
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b. A new benefit period begins only when the
enrollee hagbeen aut of care (as described below) for
a continuous period of sixty (68) days. Accordingly,
there must be a lapse of at least sixty (60)
consecutive days between the date of the enrollee's
last discharge from any hospital, skilled nursing
facility, residential substance abusense. disorder
treatment facility, or any. other Facility to which ‘the
sixty (60) day benefit renewal period applies and the
date of the next admission, irrespective of the reason

for the last admission and-irvespective of whether or

not benefits were pzid as a conseguence of such
admission. Further, if subsequent to such discharge,

the earcllee is a patient in a psychiatric or substance

abuseuse _disorder dazy or night caré program, a
substance abuseuse disorder halfway house or is
receiving home health carevisits, the 60-day reiiewal
period is hroken, whether ornot benefits were paid
as aconsequence of receipt of such services.

C.  Access to Information

In order to ensure proper administration and to
faciiitate the ongoing evaluation of this Program:

1. Enrollees shall authorize providers of
services to furnish to the carrier(s), upon request,
informationrelating toservices to which the enrollee
is, or may be, entitled under this Program.

Providers of servicés shall be authorized to permit
the carrier(s) to examine their records with respect
tothe services and to submit reports of the services

in the detail reqguested by the carrier(s). All.

informationrelated to treatment of the enrollee will
remain confidential except for the purpose of
determining rights and liabilities arising under this
Program,
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2. A provider claiming payment from the carrier

‘must furnish & report to the carrier, in the prescribed

form, within oné hundred eiglity {180) days from the
date of the last continuous service listed on the
report as having been rendered to the enrollee. The
provider ‘must certify upon the report that the
provider is entitled to payment under this Program
and that the service was personally rendered or
rendered during the provider's presence and under
the provider’s supervision. An enrollee's request for
service is authorization to the provider to make the
report.

3. Anenrollee seeking payment.from a carrier
must furnish, or cause the provider to furnish, a
report to the carrier in the form prescribed by the
carrier. By filing the reportthe enrollee conisents that
the carrigr may have access to the data-disclosed by
the records and files of the provider and of the
hospital or other facility named in‘this report.

D, ldentification Cards

1. Enrollees shall be furnished identification

cards by the carrier(s). Such cards shall contain toil-

free telephone numbers for obtaining predetermination
information or other required approvalsof services.

2. The identification card niust be presented
when service is requested.

3. An enrollee shall not use an identification
card to obtain benefits to which such enrollée is not
entitled, nar shall the enrollee permit another person
to obtain benefits to which such gerson is not entitled.
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E.  Medicare

1. Medicare As A Secondary Payer To The
Program

Under current Fedeval laws, certain enrollees
otherwise eligible to enroll for benefits under Medicare,
‘may defer énroliment in Medicare without pesalty. If
such enrollees are not eligible for coverage under
any other empioyer plan or program and elect to
enroli in Medicare, the Program remains the
primary source of benefits, with Medicare
supplementing Program coverage. For put poses of
subsection 2 below, Medicare enrollment of such
enrollees shall he disregarded. The cited subsection
will not be disregarded if Medicare is the primary
payer of benefits relative ‘to the Program, but is
secondary to another. plan or program. In the latter

case, the Program carriers will process the claimafter

the primary plan/program and Medicare have

processed the claim, and will apply the provisions of

subsection 2, helow.

2. The Program As A Secondary Payer o
Medicare

a. Medicare Part A (Hospital Insuranice)
Program enrollees whio are efigible to-enroll for primary
benefits under Part A of Medicare, whether-or not they
are enrolled, will have all coverage avaitable under this
Pregram reduced to the extent payment or benefit is
available (or would have been available had the eligible
enrollee been enrolled. for Medicare benefits} under
Part A of Medicare, The hospital coverage under this
Program will be reduced during the additional Medicare
sixty (60) day lifetime maximum for inpatient
hospital benefits, to the extent the benefits are
available under Medicare whether or not'the enrollee
utilizes the lifetime reserve.

g7
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b.  Medicare Part B (Medical Insurance)

(1) Until July 1, 2008, only thase Program
Enrollees who are enrclied for benefits under Part B
of Medicare will have all coverage available under this
Program reduced to the extent that payment or benefit
is availabie under Part B of Medicare.

(2) Effective July 1,2008, Program enrollees
who are eligible to enrpil for benefits under Part B of
Medicare, whether or not they are enrolled, will have ail
coverage available under this Program reduced to
the extent payment or benefit is available {or would
have been available had the eligible enroliee been
enrolled for Medicare benefit) under Part B of
Medicare. Further, except in the case where the
enrollee does not have the ability to control or select
a provider who accepts Medicare assignment, any
additiopal amounts incurred over the Medicare
allowed amount will be considered non-covered
expense under the Program, Such additional amounts
will be the Program enrollee’s responsibility and will
not count toward any enrollee cost-sharing
provisions.of the Program.

¢.  All benefits furnished under Medicare Part
A and/or Part B, or which would have been furnished
had the enrollee been enrolled for Medicare Part A and/
or Part B benefits will be chargéd against the maximum
benefit periods and maximum benefit amounts under
this Program. Reduction of coverage under this
provision. or charging of Medicare. benefits against
the maximum benefit périeds and maximum benefit
amounts of this Program willbe limited fo the benefits

‘provided by Medicare which would have been provided

under this Program in the absence of this subsection.
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d. Certain pharmaceutical products may be

eligible for reimbursement under Parts' A andfor
‘Parts B of Medicare. Such ph_armaceutl_c_ai products

are notthe self-administeréd prodicts covered under

Part D of Medicare ani/or vnder Section II1.G. of this.
Appendix. As soon as practical, Pragram ehvollees with.

Medicare as their primary coverage will be expected
to- facilitateé the filing of claims through Medicare [e.g,
by assigning Medicare benefits to those providers
from which the enrpliee receives the medications)
before seeklng Program reimbursement. The
appropriate carriers will be expected to facilitate the

enrollee process for filing claims with Medicare. If an

enrollee utilizes a provider who dees not have the
ability to submit a claim to Medicare; the enrollee
will be reguired to seek reimbursement for the
pharmaceutical products received directly from
Medicare and théreafter- from the Program. Any

-applicabie enrollee cost-sharing will be applied to the

secondary balance remaining after Medicare
processing.

e. Medicare Part D (Prescription Drug
Coverage) The Program currently provides prescription
drug coverage that is considered “creditable coverage”
ar the actuarial eguivalent of coverage offered under
Part D of Médicare. Accerdingly, Program enrollees

‘who are éligible for Part D and elect to ernroll in it

will have their prescription drug coverage under
the Prograin suspended for any period of Part D
enrollment. As long as the enrollee remains covered by
Medicare Part D, the Program will not réimburse the

Part D premium or any other atmountassociated with

the enroliee’s prescription drug expenses that might

‘otherwise be covered under Appendix A, Section IIL G. of

the Program.
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F.  Medical Necessity

1. All eovered services-under the Program are
subject to a requirement of miedical néecessity (see App.
A IV.HD).

2. The Controt Plan will establish criteria, where
necessary, to define meédical necessity and accepted
uniform standards of medical practice for the purposes
of determining covered services. The Control Plan-shall
propose such criteria to the Company, and when-such.
criteria are approved, shall communicate them to the
lacal carriers. Local carriers shall communicate the
criteria to providers.

3. Local carriers, or others, requesting

establishment, revision or withdrawal of such

criteria shall submit such requests to the Control

Plan for consideration. The Control Plan shall advise

the Company of all such requests and recommended
dispositions.

G.  Leégel Action by an Enroliee

Noaction by an enrollee for entitlement to benefits
under this Program may be brought more than.two
{2) years aftér such claim has acerued; provu:led
however, tio other actions may be brought ‘against

the Program at all more than six (6) months after

such.claim hasacerued.
H.  Changesinthe Program

1. Any rate of payment by the enrollee and
any other terms and conditions of the Program may
be changed at any time by the Company. Reasonable
notice of such changes will be furnished to enrollees
and/oraffected parties as necéssary.
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2. From time to time additional coverages may
be provided or existing coverages withdrawn by the
‘Company. In either event adetiuate notice shall be given
to providérs and/or enrolleas, as appropriate, by the
Companyand/cr the carrier(s).

3. MNeither the Contro! Plan ner a local carrier
may make a substantive change to the coverages or
benefits without prior approval of the Company. This
includes amending administrative practices, policies ar
interprefations that in the judgment of the Company
would materially affect the benefits of the Program.

I Approvaiof New Services, Technologies and
Provider Classes

1. A procedure has been established and will
be followed for implementing the addition of new or
revised:services or items to this Program.

2. A proposal for'the inclusion in the Program
of a-hew or revised Service or itern may be submitted to
the Control Plan by a carrier, a physician or physician
group, ‘a2 professional organization, a provider or
provider group, the Company ora union representing
employees to whom the Program applies:

3. The Contro! Plan shall review such proposal
and make a written recommendation fo the Campany
regarding whether or not the service or item should
be added to the Program, Such recommeéndation shall
include, but not be limited to, the following:

a.  Any quality of care-concerns.and proposed
steps to ensilre quality delivéry of the service if
appraved; .

b.  Anyaccess concerns and proposed
actions to resdlvésuch concerns;
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¢ Any concerns over appropriate
utilization and proposed actions to resolve such

.concerns;

d.  Anyservice(s) being replaced by the new

‘service, and a plan for discontinuation of coverage for

the replaced service;

e. Positive or negative impact on Program.
costs; and

f.  Plan options for which the service or
item is recommended.

4. The Company shall review and approve or
disapprove the Control Plan recommendations. If
approval is given and the service oritem js.added, an.
effective date will be established. Only services or items
provided onorafter the effective date will be covered.

5. The Control Plan will advise local carriers of

any approved additions to the Program, the effective
dates, and/or limitadons or special provisions that
apply. The local carriers will advise providers.
Hl. Description of Coverages

A.  Hospital Coverage

1. Ceiditions of Benefit Payments

An enroliee. is éligible for benefits for covered
expenses incurred in a hospital only if the following
conditions have been met;

a. The admission and length of stay have

‘predetermination approval for non-emergency

admtissions and within 24 hours of emergency
admissions from the carrier for enrollees in the TCN

option, as set forth in Article II, Section 4.
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b. Services are received on ar after the
enroliee’s effective date of coverage in the Program.

€.  Forinpatient hospital services, the enrolles
is admitted in accordance with the Program provisions,
as administered by the carrier, and the hospital's
rules and regulations governing admission as a bed
patient, and is under the constant care and treatment
of a physician during the period of admission.

d.  For inpatient hospital services, the enrollee
has bernefit days available under the hospital benefit
period as set forth in Segtion [1.B. above.

2, Inpatient Hospital Coverage

Upon admission to a participating hospital,
‘or to. any hospital for carriers without participating
arrangements, an enrollee is entitled to receive the
following services when prescribed by the physician
in charge of the case, approved by the carrier or
‘preferred provider organization {see App. A, [LA), and
provided and billed by the hospital:

a. Semiprivate room, general nursing
services, meals, and special diets. Private room
coveragé will be provided only ‘when such
accommodations are medically necessary as set forth
in the Informed Choice Plan Administration Manual
published by the Control Plan;

b, Use of operating rooms, other surgical
treatment réoms, and delivery room;

¢.  Anésthesia services, anesthesia supplies,
gases, and use of equipment;

d. Laboratory and pathology examinations

which are under the direction of a pathologist employed
by the hospital;
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e. Chemotherapy for the treatment of
matignant diseases by chemical antineoplastic agents
except when tréatment is research or experimental
inmature;

f.  Physical, speech, and functional
accupational therapy (see App- A, IiLC);

g Oxygen and other gas therapy;

h.  Drugs, biclogicals, and solutions used while
the enrolliee is in the hospital;

i, Gauze; cotion, fabrics, solutions, plaster,
splints, other materials used in dressings and casts;

j-  Radioactive isotope studies and use of
radium when the radium is owned or rénted by the
hospital;

k. Maternity care and routine nursery care-
of the newborn during the hospital stay of the:

mother for maternity care, when the mother is an
enrollee. Coverage will comply with the Newborns’ and
Mothers’ Health Protection Act 0f 1996;

. Hospitalservice inaspecial care unit;

m.  Blood services, including tood derivatives,
biood plasma, supplies and theiradministratian. As of
january 1,2004, whole'blood and packed red blood cells
are covered expenses. Body component preservation
and storage for future use'aré not covered éxpenses;

n. Hemodialysis when provided by a hospital
guadlified to provide hemodialysis treatment, The

-determinations of the carrier as to whether or not a

hospital is a quaiified hospital for providing
hemodialysis is final;

94



e

App. A LA Z0,

0. Durzble medical equipment (see App. A,
ULLY;

p. Prosthetic and orthotic appliances (sea
App. A, ILL);

q. Hospital services for mastectemy or for
sterilization of male or female enroliees, regardless of
medical necessity;

v.  Hospital services for covered plastic,
cosmetic and reconstructive surgery (effective June

1, 2006 hospital services for non-covered plastic

cosmetic and reconstructive surgery dre not coverad

and are the enroliee’s responsibility);

. Hospital services forabortions regardless of
the medical necéssity for the aborton;

t.  Pulmonary hunction evaluation;

u.  Skin banl, bone bank and other tissue
storage bank costs when required by, and perforinad in
conjunction with, another covered service:

v. Inhalation therapy when performed in
conjunction with another ¢avered service;

w. Human prgan and tissue transplants, For
hospltahzatmn for medically recognized Lurnan
organor tissué transplants from a living or cadaver
donor to a transplant recipient, hospital services
{including evaluation tests to establish ‘compatibility
and sultablhtyof potential and actual donors when the
tests. cannot be: done safely and effectively on an
outpatient basis) are provided as follows:
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(1} When the transplant recipient and the-

donor are hoth enrollees; benefits are provided for both;

(2) When the transplant recipient is an
enrollee, but the living donor is not, henefits are
provided for the transplant recipient and, to the
extentthey are not available under any other health
care coverage, for the donor;

(3) When the living donor is an enrollee and
the transplant recipient is not, benefits are provided
“only for the donor;

(4) When the transplant recipient is an
enroliee, expenses incurred in the evaluation and
procuretnent of cadaver organs and tigsues-are benefits
when billed by the hospital. All such expenses will be
charged to the enrolleg’s coverage to the extent that
they are ngt covered by any other health care
coverage of the donor or potentiai donor.

(5) For purposes of this subsection w, and
App. A, IILE.3.:a.(3), "“medically recognized” human
organ or tissue transplants include allogeneic-bone
marrow for only specified diagnoses, autologous
bone marrow for only specified diagnoses, cornea,
heart, heart/lung, kidney, liver, kidney/liver, lung,
pancreas; simultaneous pancreas/kidney; lobar
lung, smali intestine, small bowel/liver and skin:

3. Outpatient Hospital Coverage

a. When an enrollee receives outpatient
hospital services in a participating hospital, or any
hospital  for  carriers  without  participating
‘arrangements, which have been ordered by the
attending physician and approved by the carrier or
‘preferred provider organization (see App. A, 11A), the
enrollee is entitled '
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to the same coverages available on an inpatient basis,
exceptthat:

(1) Drugs, biologicals, and sclutions are

covered only to the extent they are used in the
hospital and administered in connection with the use
of operating or surgical treatment rooms, anesthesia,
laboratory examinations, other outpatient hospital

_services, or, as of October 1, 1999, IV infusion therapy

services.

(2) Physical therapy, speech therapy and
functional occupational therapy also may be covared
(see App. A, [ILC}.

(3) Chemotherapy (chemotherapeutics,
antinegplastic agents and necessary ancillary drugs
and their administration) is provided for the treatmant
of malignant diseases except when the treatment is
research or experimental in nature. Chemotherapy
is covered for the following routes of administration:
parenteral, centinuous or intermittent infusion,
perfusion, and intracavitary, Coverage is avaifable
for thrée (3) follow-up visits within thirty (30} days
of covered chemotherapy treatments.

[4) Coverage does mot include treatment
of non-emergent chronic conditions which require
repeated visits Lo the hospital, except for
hemedialysis and, as of October 1, 1999, 1V infusion
therapy services. '

(5) Services in the emergency room of a
hospital are covered for the initial examination and
treatment of conditions resulting from accidental injury
or medical emergencies. Follow-up care is not covered,
with the exception of follow-up care for rabies exposure
{see App. A, lILE3.0.).
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_ If an emergency room patient or a patient
directly referred by a physician or skilied nursing
facility is placed under observation care, hospital

services are covered when such services are

reasonable and necessary to evaluate a patient's

condition or determine the need for possible

admission to the hospital.

(6) Pulmonary function evaluation is
covered in the hospital outpatient setting, in
accordance with Program standards.

(7} Hyperbaric oxygenation is covered in

the . outpatient hospital setting, subject to Program
Standards, when medically necessary for treatment
of disease or injury.

(8) Inhalation therapy is not covered unless

performed in conjunction with another covered service,

(9) Skin bank, bone bank and other tissue
storage bank services are not coveréd when not
required by, and performed in conjunction with,
another covered service,

~ (10) Observation care immediately following
outpatient surgery or diagnostic testing is covered.

{11) Faciiity services in urgent care centers
as approved by the carrier.

b, Hemodialysis (use of kidney machine] or
peritoneal dialysis for the treatment of a chronic,
irreversible kidney disease is covered ‘in an
enrolleé¢’s home when seérvices are incurred, and

billed by a hospital which has a hemodialysis program

dpproved by the carrier.
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(1} Benefits will not be payable unless the
following conditions are met:

{a) treatment must be atranged through
the physician attending the enroilee and the
physician director or a committee of staff physicians
of the training program, and

(b) the owner of the enrollee’s residence
must give written permission to the hospital for
installation ofthe equipment prior to its installation,

{(2) The following are covered expenses under
‘this subsection:

(a) Purchase, lease, or rental of a
hemodialysis machine placed in the enroliee’s home;

(b) installation and maintenance orrepairof
a hemaodialysis machine placed in the enrollee’s home;

(c) hospital expenses for training the
enroliee and any individual who will be assisting
the enrollee in the home setting in operating the
hemodialysis machine;

{d) laboratory tests related to the dialysis
procedure;

(e) consumable and expendable supplies
required during the dialysis protedure, such as
dialysis. membrane, solution, tubing, and drugs;

() removal of the dialysis equipment

from the enrollee’s home when -the enrollee no longer.
needs the equipment.
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(3) The following are not covergd expenses
urider this subsection:

_ (2} services not provided and billed by a
hospital with a hemodialysis program approved by
‘the carrier;

(b) reimbursement to individuals trained
and assisting in the dialysis procedure;

{c) electricity or water used in operating the
dialyzer;

(d) installation of electric power, & water:
supply, or a sanitary waste disposal systém in conjunction
with installing the dialysis equipment;

(e} physician’s services, except to the
extent the physician is reimbursed by the hospital for
administration and overall supervision of the programy;

{(f) transfer of the dialyzer to another
location in the enrollee’s residence;

{(g) -services performed prior to the effective
date ofthe home hemadialysis program;

(L) services provided by an agency or
organization providing "back up” assistance in home
hemodialysis, including the serviceés of hospital
personnel sent to the enrollee’s home, or of other
‘persons under contract with the hospitat.

4. Limitations and Exclusions
.  Coverage for hospital services is only for the

period which is medically necessary for the proper care
and treatment of the enrollee, subject to the maximum
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benefit period and other applicable Program provisions.
As a condition. of continued hospital coverage, the
carrier may require written verification by the
physieian in charge of the case of the need for
services.

h.  Coverage-does not include hospitat services
related to domiciliary, custodial, convalescent, nursing
home, or rest care.

€. Coverage does not include hospital services
consisting principally of dental treatment or
extraction of teeth, except as provided in App. A,
[LE3.a.(2).

d. Coverage does not include inpatient

‘hospital services when the care received consisis

principally of observation or diagnostic evaluations,
inpatient physical therapy, x-ray examinations,
laboratory examinations, electrocardiography or basal

metabolism tests, ulttasound studies, nucléar medicine.

studies, weight reduction by diet control with or
without medication, or environmental control:

e. Coverage for hospital services does not
include services of physicians, oral surgeons, or services
covered elsewhere in this Appendix, such as x- ray
examination or therapy, electrocardiography. cobalt, or
ultrasound studies.

£ Theenrollee must give natice of coverage
to any hospital at the time of admission. If notice is

notgiven at that time, the enrollee may be liable fora

portion.of ¢harges incutred.

g, If an enrollee cannot obtain admission to
participating or nonpartlcipatmg hospitals, the carrier
may pay the enrollée an amount not to exceed sixty- five
dollars [$65) for the expense of nursing and other
services and supplies, restricted to the equivalent of
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hospital care made necessary by the illness or injury.

“The payment shall be full satisfaction of alt obligations

of the carrier and the participating hospitals to
furnish hospital service for the disability for which
admission was sought; provided, however, that if the

‘admission is for the care’ of contagious or: epidemic

disease, or injury due'to war, declared or undeclared,

the Company, the carriers and the participating

hospitals are.under no obligation or liability under
this Program.

h, Hospitai coverage does not include facility
charges for care received in a freestanding
ambulatory surgery center, unless such center mects
Program standards and is approved for benefit
payment under the Program.

i.  Effective June 1, 2006, hospital coverage
does notinclude inpatient or cutpatient services related
to non-covered plastic, cosmetic and reconstructive
surgery (see App. A, [[ILE3.a,(1} for covered services):

j»  Coverage for hospital services is subject
to the Terms and Conditions of Section 1, and
Limitations and Lxclusions of Section IV,

B.  Skilled Nursing Facility Coverage

1. Conditions of Benefit Payments

An enrollee is eligiblé for benefits for covered
expenses incurred in a skilled nursing facility only if the

‘following conditions have been met:

a. The services are received on or after the
enrollee'seffective date ofcoverage in thisProgram;

b. The services have been approved by the
TCN carrier or preferred provider organization (see

102



e

AFp. A [ BB,

App. A, 1LA) and the enrollee is admitted to the skilled
nursing facility by the order of a physician who certifies
that the envollee requires the type of care available at
the facility;

¢ The enrollee has benefit period days
available under the skilled nursing facility benefit
period (see App. 4,11B.);

d. The care received by the enrollee
consists of definitive medical, nursing, or other
paramedical care.

2. Coverages

a. Upon admission to a participating skilled
nursing facility, or to any skilled nursing facility for
carriers without participating arrangements, an
enrollee is entitled. o receive, if approved by the
carrier or preferred provider organization (see App. A,
ILA), the following services when prescribed by the
physician in charge of the case and when provided
and billed by the facility:

(i) Semiprivate room; general nursing service,
meals and special diets;

(2) Use of special treatment rooms;
{3) Routine laboratory examinations;

(4) Physical, speech, or functional occupational

therapy when medically necessary for the tréatinent

of the enrollee (see App: A, I1LC.);
(5) Oxygen and other gas therapy;

{6) Drugs, biologicals, and sclutions. used
while the enrollee is in the facility;
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(7) Gauze, cotton, fabrics, solutions, plaster,
splints and other materials used in dressings and casts;

(8) Durable medical equipment (see App. A,
1.1

b.  Medical care in skilled nursing facilities:
Coverage is provided for medical care approved by
the TCN carrier or preferred provider organization
[see App. A, {1.A}, in a skilled nursing facitity by the
physician in charge of the case. Care is subject to the
730 day benefit period maximum of twa (2) visits
per week (see App. A, 11.B.3,c.]. However, no coverage
is available for medical care in a skilled nursing facility
for the treatment of tuberculosis or substance
abuseyse disorder.

3. Limitations and Exclusions.

a.  Skilfed nursing facility services are covered
only when the services-are medicaily necessary. As a
condition of continued-skilled nursing facility coverage,
the carrier may Tequire written verification by
the physician in charge of the case of the need for
services: '

b. Coverage is not provided for care which-

i principally custodial or domiciliary or for care of
‘tubercuiosis.

¢. Notwithstanding 2. and b, above, for the
perind of time the Program is secondary to the payment.of
Medicare benefits far skilled nursing facility services,
‘Medicare's determination of coverage will be deemed to
satisfy Program criteria as to- medical necessity and
maintenance, domiciliary and. custodial care. However, if
‘awate of the admission during such period -of lime, the
Control Plan, or another designated party, shall review the
admission and advise the enrpllee as to ongoing
‘coverage before the exhaustion of Medicare benefits,
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d.  Coverage for skilled nursing facility services
is subject to the Terms and Conditions of Section If, and
the Limitations and Exclusions of Section 1V.

C.  Physical, Functional Occupationat and Speech
Therapy Coverage

1. Conditions of Benefit Payments

An envollee is eligible for benefits for physical,
functional occupational and speech therapy covered
expenses only if the following conditions have been
met:

a.  Services are received on or after the
enrollee’s effective date of coverage in this Program;

b.  Services are approved by the TCN carrier
or preferred provider organization (see App. A, 1LA),
and prescribed by the physician in charge of the case
and are provided or supervised by a registered and
licensed physical, cccupational or speech therapist
for the specific therapy prescribed: (i.e, a registéred
and licensed occupational therapist need not be
supervised by a registered and licensed physical
therapist);

¢ Servicésare provided inand bitled By:

{1) afreestanding outpatient physical therapy
facility, home health care agency or skilled nursing
facility approved by the carrier or preferred provider
organization;

{2) 2hospital; or

(3} an independent physical, occispational, or

speech therapist, or physician who is participating with
or approved by the carrier; and
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d. Benefits are-available during the benefit
period for covered inpatient care or home health
care services (see App. A, ILB.) or within the. 60-visit
maximum for outpatiént care (see subsection 2., below).

2. Benefit Maximums

a, An enroliee admitted to a hospital or
skitléd nursing facility as an inpatient or to a home
health care program is entitled to unlimited physical,
functional occupational and speech therapy services
rendered during the applicable benefit period (see App.
A1LB),

b. An enrollee is entitled to receive up to
a combined total of sixty (60} physical, functional
occupational and/or speech therapy visits per condition
in any calendar year, whether provided in an
approved freéstanding outpatient physical therapy
facility or anapproved hospital outpatient department.
This benefit period-is renewable each calendar year, or
immediately following a distinct aggravation of, or
surgery refated to, the condition for which outpatient
therapy benefits weie originally paid.

¢ Multiple therapy treatments occurring
on thi same day are considered a single visit,

d. [n the event an enrollee is entitled to
benefits under subsection 3.b.(3} below, there is a
separate 60-visit speech therapy henefit available.

3. Coverages

Physical, functional occupational and speech therapy
services are covered as follows:
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a, Physical Therapy and Functional
Occupational Therapy

(1) Upon admission to a hospital oi* skilled
nursing facility, an enrollee is entitled to receive
physical and functional occupational therapy to the
extent medically necessary for the treatment of the
condition for which the enrollee is admitted.

(2) Enrollees are entitled to receive physical
therapy or functional eccupational therapy provided
through an approved home health care agency. When
special equipment not easily made available in the
home is required, an enroliee is entitled to coverage for
physical or functional occupational therapy and speech
evaluation in a hospital or freestanding outpatient
physical therapy facility participating in the home

healthcare program when related to the condition for

whichthe enrollee was admitted to the home health
care program. The normal limitation on visits for
outpatient. physical, functional occupational and
specch therapy does not apply to this provision.
Instead, the home health care henefit. entitlement
applies.

(3} Enrollees are eéntitled to receive physical
therapy, occupational therapy, and speech therapy
provided in an office setting by an independent
physical;, occupaticnal or speech therapist meeting
Program standards or by a physician. The: provider
must be participating ‘with or approved by the

carrier. Such treatments ‘are subject to the benefit

maxiniem in subsection 2.b above, Physical therapy
provided by anindependent physical, occupational, or
speech therapist,or physician who is not participating

with or approvedby the carrier or preferred provider

ofganization is not cavered.
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b.  Speech Therapy

(1) Upon admission to a hospital or skilled
nursing facility, an enrollee is entitled to receive speech
therapy on the same basis as described in subsection
3.a.(1) above.

{2) Speech therapy (speech pathology) is
covered on an outpatient basis or in an office setting

‘when related to the treatment of an organic medieai

condition or to the immediate post-operative or
convalescent state of the enrcllee’s illness. Such services

are subject to the sixty (60) visit limitation, unless
'pmwded by an approved Home health care agency,

in which case the home health care benefit period
maximum applies {see App. A, IL.B.). Speech therapy
isnotcovered for long standing, chroriic conditions, or
inhierited speech abnormalities except as set forth in
subsection b.(3) below.

(3) Speech therapy for cangemtal and'severe
developmental speech disorders is a covered service

when not available through other public agencies (e.g,

state or'scheol), uptc sixty (60) visits annually.

(a) Such therapy must be provided only
through an approved hospital outpatient facility,
freestanding outpatient physical therapy facility, office
setting, or home health care agency.

(b} [n order to-be covered, the enroliee
must be diagnosed as having a severe communicative
deficit as defined by Program standards.

_ {c) Speech therapy is not covered for the
following conditions:
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i) Educationallearning disabilities {e.g.,
dyslexia)

(i} Deviant swallow or tongue thrust;
and

(iif) Mild develepmental speech aor
language disorders.

{d) Initial and interim patient assessment
to determine severity of condition, potential for
improvement, progress andfor readiness for
discharge from treatment is considered part of the
overall treatment program and is a cevered service
when accompanied by reatment.

(e} Steady  improvement a5  a
consequence of treatment must be documented. Such

‘documentation must be available to the carrier upon
request.

4. Limitations and Exclusions

#.  Coverage for physical therapy servicés is
available only if: '

(1) itis provided with the expectation that the
condition will improve-in a reasonable and generally
predictable period of time, or

(2) improvement is noted on a periodic
basis, as documented inthe patient’s record.

b. Coverage for physical therapy and
functional occupationai therapy is excluded for

treatment of céngenitzl conditions or when provided

solely tomaintain musculoskeletal funétion.
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c¢. Coverage is not available for inpatient
admissions  which are principally for physical,
functional occupational and speech therapy.

d. Coverage for physical, functional
occupational and  speech therapy seérvices s
subject to the Terms and Conditions of Section II, and
the Limitations and Exclusions of Section IV,

D, Home Health Care Coverage
1. Conditions of Benefit Payments

An enrollee is eligible for benefits for covered
expenses-incurred for home health care service only
if the following conditions heve been met:

a. The home health care services are received
on or after the enrollee’s effective date of coverage in
this Program;

‘b, The enrollee is referred to and accepted
by a home health care agéncy that meets Program
standards and is approved by the local carrier;

¢. The services received are approved by
the TCN carrier or preferred provider organization
(see App. A, 1LA.), prescribed by the physician in
charge of the case and provided and billed by an
approved provider; '

d.  The physician in charge of the case certifies

‘to the carrier that home bealth care is. medically

necessaryfor the care of the enrollee; and

e, Visits are available within the benefit pericd
fsee App. A, 1LB.).
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Zii Coverages

a. The following home health cire services are
covered when provided and billed by a home health care
agency approved by the carrier or preferred
provider organization:

(1) General nursing services

(2} Physical therapy and speech therapy
(may bé provided and billed by a hospital outpatient
department or freestanding outpatient physical thesapy
facility under limited circumistances - see App. A,
[ILC3)%

(3) Sotiai service guidance, dietary guidance,
and functional occupational therapy; and

(4) Part-time health aide service by a home
health aide employed by an approved home health care
agency: To be eligible for home health aide service, the
enrollee must be receiving one of the services in (I)

or {2) above, and it must be determined by the home

health care agency that the enroflée could nat be freated

under-this subsection without the home health zide

service.

b.  The following services are covered when
pruvided and billed by an approved provider:

(1) Laboratory tests;
{2) Drugs, biologicals, and solutions; and

(3) Medical supplies which are esseéntial in
order to effectively administer in the home the medical
regimen ordered by the physician, Supplies include
items such as bandages, dressings, splints,
hypodermic needles, catheters, colostomy appliances,
and oxygen.
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¢. IVinfusion therapy services in the home
are covered under home health care coverage. The
following provisions will apply to such services:

(1} The "homebound” requirement will he
waived with respect to home infusion therapy
patients;

{2) Related nursing services will be included;

(3} Applicable prescription drugs will be
included;

(4) All services directly related to infusion
therapy, including DME, parenteral and enteral
methods of hyperalimentation, chemotherapy, and
supplies, will be covered under Home Health Care
coverage;

(5} The provision that limits homé health care
benefits to three visits for each remaining inpatient
hospital day will be waived;.and

{6) Home 1V .infusion therapy services will
be covered only when deliveréd by a provider that is
accredited by the Joint Commission on Accreditation
of Healthcare Organizations.

3. Limitations and Exclucions

a. Coverage for home hezith care services
is available only when the services are medigally
necessary. As a condition of continued home health care
coverage, the carfier may require written
verification by the physicien in charge of the case of
the need for services.

b.  Coverage under this subsection does not
include supplies' such as elastic stockings and
personal
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comfort items or equipment and appliances-such as
hospital beds, oxygen tents; walkers, wheelchairs, or
orthotics.

c.  Coverage under this subisection does not
include physician seyvices, private duty nursing
services or housekeeping services.

d. Coverage for home health care sérvices is

subject:to the Terms and Conditions of Section 11, and

the Limitations and Exclusions of Section IV,
E.  Surgical and Medical Coverage

1. Conditions of Benefit Payments

An enrollee is eligible for benefits for expenses
incurred for surgical and medical covered services only
when the following conditions have been met: '

~a.  Services are received on or after the
enrollee’s effective date of coverage in this Program;

b.  Services are approved by the carrier or
preferred providerorganization (see App. A, ILA); and

& Services are receiveéd prior to the
termination date of the enrollee’s coverage, except
that services received during hospital admissions which
commence. prior to such termination date will be
covered subject to other provisions of this Program.

2. Payment of Services

a.  The carrier(s) will make payment
according to the network or panel allowed amount. The
carrier{s) will deféend enrolleés from. any TEN
network or PPO panel provider's attempts to collect
in excess of the allowed amount for covered services.
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b. A carrier will make the benefit payments
directly to. the provider for services performed or
materials furnished by such provider, or directly to
the envollee if appropriate.

€. With the exception of situations
discussed in subsection d. below, enrollees will be
responsible. for amounts charged by non-TCN
network or nan- PPO panal providers that are in
excess of the carrier's allowed amount

‘Notwithstanding the personal expense limits described

in Article II, Section 4 of the Program, an individual
enrollee’s Hability is without Jimit for all amounts
charged by a non-network or non-panel provider
over and above the TCN carrier’s allowed amount for
the covered services provided.

d. The provisions of subsection c., above, will
notapply in the case of anenrollee whois referred out
of network or off-pariel by a nétwork or panel provider,
or in the case of an enrollee who, as determined by
Program standards, bas no control over the choice of

‘provider, In such cases the carrvier will make

payment based upon the lesser of the provider's
charge or the carrier’s allowed amount for the
service, A carrier's determination, made in good
faith, of the aliowed amount is conclusive. The
carrier will defend its determihation of the aliowed
amount if a provider claims an amount in excess of
the allowed amount and there is no prior written
agreement hétween the enrdliee and the provider
regarding the amount of the provider's charges.

_ e,  Certain hospital-based physician services
billed by a hospital will be paid directly to the
hospital by a carrier according to the carrier's

agreementwith the hospital.
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3, Coverages

Except as otherwise indicated, the following services
-are covered:

a.  Surgery: Subject to the limitations listed
below, surgical services, consisting of penerally
.dccepted operating and cutting procedures for the
necessary diagnesis and treatment of diseases, injuries,
fractures, or dislocations, are covered when performed
by the physician in charge of the case.

Surgical services include usual, necessary, and
related preoperative and postoperative care performed
in or.out of the hospital.

(1) Plastic and. reconstructive surgery is

limited to the correction of congenital anomalies
and conditions resulling from accidental injuries.

or traumatic scars, to the correction of deformities
resulting from cancer surgery or following medically

“pecessary mastectomies (including medically necessary”

mastectomies resulting from cancer or fibrocystic
disease), and to blépharoplasties when there is
secondary visual impairment resulting from conditions
such as Bell's Palsy.

Notwithstanding the above, in compliance
with the Women’s Health and Cancer Rights Act of
1998, in the case of an enrollee who undergoes a
mastectomy and who elects breast reconstruction in
conunection with the mastectomy, coverage includes:
reconstruction of the breast on  which the
mastectomy has been performed; surgery and
reconstriction of the other breast to produce d
symmetrical dappearance; and prostheses and physicat
complications of all stages of mastectomy, including
Iymphedemas, in a manneér determined in consultation
with the attending physician and the patient.
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(2} Dental surgery is limited fo multiple
extractions, removal of one or more unerupted teeth,
alveoloplasty, or gingivectomy, and is covered only
when-performed in a facility setting {i.e, hospital
inpatient or outpatient or FASC}, when a concurrent
hazardous medical c¢onditien exists' and when
Program standards are met.

~ {3) Human ovgan or tissue transplants: For
medically recognized human organ or tissue fransplants
from a living or cadaver donor to a transplant recipient
‘which requires surgical removal of a donated part,
benefits. for services as listed and limited in this
subsection (includitig faboratory services for evaluation
tests to establish a potential denor's compatibility
andsuitability) will be provided in the same mamer
as under-Section lILA.Z.w.

Payments will be reduced by any amount

payable from other sources; such as foundations,

grants, governmental agencies or programs, research.or
educational grants and charitable organizations.

(4) Surgical procedures for mastectomy or for
sterilization of male and female-enrollees are covered,
regardless of medical necessity. Sterilization

-reversals are not covered.

(5) Laser surgery ‘is. covered il the
alternative cutting procedure is covered. The
maximum_benefit payable for laser surgery is the
carrier allowed amount for the alternative cutting

_procedure.

(6) Hemodialysis services are covered only
when performed in a facility meeting Program standards
and approved by the focal carrier:
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b.  Anesthesia: Services for the administration’

of anesthetics are coveréd, when provided by a
physician, other than the operating physician, and
when required by, and performed in conjunction
with, another covered service,

(3} Anesthesia services provided by a
physician for covered services are payable in afl
settings that are appropriate For the covered surgical
or diagnostic service being performed. including
inpatient hospital, outpatient hospital, free-standing
ambulatory surgical cénter, and physician’s office.

(2} Coverage may be provided for the
services of an Anésthesia Assistant (AA) who meets
Program Standaids and is approved by the carrier for
reimbursement in accordance with their training ahd
licensure; Anesthesia services performed by AAs are
payable in the inpatient hospital, outpatient hospital or
free-standing ambulatory surgery center settings.

{3) Administration oflycal anesthetics is not
covered. Anesthesia services, supplies, gases and use of
equipment pravided by a hospital are covered under
Section [[IAZ.c. '

¢. Technjcal surgical assistance: Services
by 2 physician or 2 non-physician practitioner who
dctively assists the operating physician are covered
when medicelly hecessary and when related to coverad
surgical or maternity services. In order for the
servicesof the assistant surgical physician or physician
assistant to be covered, it must be certified that the
services.of interns, residents, or house officers were
not available at the time,
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d. Maternity care: Obsteirical services of a
physician including usual prenatal and postnatal
carg, are covered. For each pregnancy, coverage is
also provided for routine prenatal labeoratory
examinations which are performed in connection
with normal maternity care.

(1} The coverage includes the initial hospital
inpatient examination of a newborn child by a physician
other than the delivering physician or the physician
administering anesthesia during delivery.

(2} Obstetrical services of a physician for
an abortion are covered only when the abortion is
medically necessary.

e.  Medical care in hospitals: Inpatient hospital
medical care by the physician in charge of the case is
covered for conditions, diseases, or injuries (except
mental health and substance abuseuse disorder which is
provided forin Appendix B) for which care is-different
in kind and nature from that customarily provided
and considered to be surgical or obstetrical provided
benefits are ayailable within' the benefit period (see
App. A, ILB.). '

f.  Medical care in skilied nursing facilities:
Coverage is set forth in App. A 1I1L.B.2.b.

g. Consultations: While an enroliee is an
inpatient in a hospital or skilled nursing facility, and
when requested by the physician in charge of the
case, coverage is provided for the assistance of a
physician in the diagnosis or treatment of a condition
which requires special skill or knowledge,

This coverage does notinclude staff consultations
required by a facility.
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h, Emergency treatment: Coverage is provided
for the services of one or more physicians for the initial

examination and treatment of gonditions resulting,

from accidental injury or medical emergencies. If an
emergency rogm patient is placed under observation
care, physician services for further examination and
treatment will be covered in connection with
coverage for hospital services under App. A, Iil
A3af5).

If the treatment is in a hospital outpatient
department, payment is made only to a physician
whois not an employee of the hospital. Follow-up care
is not covered.

i.  Chemotherapy: Coverage for chemotherapy
is provided under App. A, [LA.Z.e. for inpatient-care
and under App. 4, IlLA3.a. {3) for outpatient care.
Chemotherapy administered in a physician’s office is
covered on the same basis:as outpatient.

j- Extra corporeal shock wave lithotripsy
(ESWL): Covarage is provided for services rendered in
an approved facility and meeting Program standards.

k. Therapeutic radiology: Coverage is
provided for treatment of conditions by x-ray,
radinm, radon, external radiation, or radicactive
isotopes (e.g., cobalt), and includes the eost of
materials. provided which are not supplied by a
hospitat:

1. ‘Diagnostic. tadiology: Subjéct to any
applicable Program Standards, utilizadon réview
processes and. approval by the carrier, coverage is
provided for diagnosis of any condition, disease, or injuryby
x-ray, ultrasound, isotope examination; computerized axial
tomography (CAT), magnetic resonance imaging (MRI),
positron emission tomagraphy (PET), coronmary
computed tomography. angiography (CCTA),
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mammography and other modalitites. Coverage
restrictions include, but are not limited to, the following:

(1) Computerized axial tomography is a
covergd procedure for diagnostic examinatiofs of
certain parts of the body (kody scans) when ordered
by a physician and performed on approved
equipment in accordance with Program standards.

(2} Coverage for diagnastic radiology does not
inchide miniature %-ray plates, screening procedures,
chest fluorascapies, or any examination or procedure
not directly related and necessaryto diagnosis.

(3) Digital subtraction angiography is a
covered procedure if performed on hospital based
equipment and billed by the hospital,

{4) Magnetic resonance imaging (MRI)
benefits will be limited to the carrier determined rate
for the applicable geographicarea.

(5) Non-screening mammograms used to
confirm a diagnosis of cancer or to track the progress
of the disease and to determing the effectiveness. of
treatmentbeing given are covered.

{6) Corenary computed tomography
angiography (CCTAY is limited to diagnostic testing
subject te carrier approval, CCTA for screening
purposesare a benefit exctusion.

m. Diagnosticlaberatory, pathology and other
Services:

(1} Coverageis provided if approved by the

carrier for laboratory and pathological examination
for the diagnosis of any condition, disease; or injury.
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In addition te examinations of blood, tissue, and
urine, diagnostic laboratory-and patholegy include
[aboratory procedures such as electrocardiograms,

-electroencephalogranis, e[ectromybgrams, and basal

metabolisim tests.

Routine laboratory services in connection with
normat maternity care are provided according to the
provisions of Section Il [.3.4.

{2) Coverage is provided for laboratory and
pathological services for Papanicolaou (PAP) smears
when specifically prescribed for one of the following
conditions: previous surgery for a vaginal, cervical,
vruterine malignancy; oresence of a suspect lesion in
the vaginal, cervical, or uterine areas as established
through: clinical éxamination; ot 4 positive PAP smear
leading to surgery and requiring a poest-operative
smear.

(3} Proctoscopic examinations with biopsy
are cavered.

(4) Two dimensional echocardiography is a
covered procedur2 if recommended or performed by a
board certified or boarc eligibie cardiologist.

{(5) When & covered diagnostic test requires
injection of a drug, biological or solution in order to
perform the test, the drug, biolcgical or solution and

the injection of itare covered, subject to carrier billing:

and reimbursement practices. For purposes of this
subsection only, injections of thyrogen are covered in
conjunction with covered thyroid scans.

{6) Non-screening PSA tests used to-confirm-

a diagnosis of cancer or to track the progress of the
disease and to determine the effectiveness of freatment
being given, are covered.

12
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(7) Audiometrictests and hearing evaluation

services used to diagnose any condition, disease, or

injury of the ear, are cavered.

n. Preventive Services: The services listed
below are covered -as preventive measures. When
rendered by network providers they are exempt
frem deductibles, co-payments or co-insurance that
might otherwise apply. When rendered by non-
network providers they are subject to applicable
cost-sharing provisions. [n instances where the
coverage within a time period is limited, the first
such service rendered in the time period will be
considered preventive. Other covered services
including disgnostic services, services provided
outside any specified age-related windows,
additional services within the specified periods, or
services provided outside the specified periods
will be subject to the regular Program provisions
(e:g, requirements that the services be medically
necessary: and appropriate and rendered for
diagnosis or treatment of disease or injury) and will
be subject to any applicable cost-sharing features.

{1) Papanicolacu (PAP} Smear: Coverage is

provided for laboratory and pathological services for

one (1) routine screening Pzpanicalaou (PAP) smear
per female enrollee per year to detect cancer of the
female genital tract.

(2) Proctoscopic Examinations Without

Biopsy: Coverage is provided. for one (1) screening
éxam every three (3) calendar years, after age 40 is
attained.

(3) Well Care: Coverage is provided for up to
eight (B) visits for babies under one (1} year of age,
six(6) well visits fromi 13 months through 23 montbs,
six {6)well visits from 24 months through 35 months,
two (2)
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well vigits from 36 months through 47 months, and
one (1} bealth maintenance exam per year from 48
moenths through adulthood.

{4) Immunizations and vaccinations: Coverage
is provided for administration of the inmunizations and
vaccinations tsed to prevent the diséases or conditions
identified below. Based on the recommendations and
approvals provided by the Advisory Committee on
Immunization Practices (ACIP), coverage may be
_provided for additiopal immunizations and vaccinations
for the diseases and condifions listed below. Such
expansions will be subject to the procedure for
approval of new services (Appendix A, 1L1). The
Contral Plan will maintain a current list of covered
immunizations and vaccivations meeting Program
‘Standards, inchiding appropriate doses, ages, and
frequency of administration. Serum is covered gnly
when it is not supphed by a health department or
othet public-agency. Facility chargés associated with
immunizations are not covered. -Carrigrs are
responsibiefor maonitoring and enforcing appropriate
hilhng and Treimbursement practices with respect to
Any concurrent office visits.

Coverad immunizations and ‘vaccinations
include those used to-prevent the following diseasé
orconditions:

{a) Diphtheria;

{b} Tetanus:

(c) Pertussis;

{d) Poliomyelitis;

(¢) Haemophilus influenza:type B (HIB);

() Pneumdcoccus hacterium inféction (i
preumomial;
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(g) Measies;
{h} Mumps;
{i). Rubells;
(i} Varicella;
(k) Hepatitis A;
() Hepatitis B;
{m) Human Papilloma Virus (HPV);
{n} Rotavirus;
{0) Meningococcal disease (&g meningitis}
(p) Influenza;
(q) Zoster (Shingles);
(r) Cholers;
(s) Yellow Fevér;
(t) Typhoid;
(u) Japanese Encephalitis; and
(v) Rabies:

(5] Mammography: Coverage is provided

for ane (1} routine screening mammography per
year starting at agé 40.

(6) Prostate Specific Antigen (PSA):
Coverage is provided for one (1) screening PSA test per

‘year for enrollees ages forty (40) and older.

(7)  Fecal Immunochemical Test: Coverage is
pravided for one (1) testper year, beginning atage 50.

{8} Flexible Sigmoidoscopy, Barium Enema
and Colonpscopy: Coverage for barium enemd is
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provided for one (1) every 5 years when no
colonoscopy within 10 years or rio sigmoidoscopy
within 5 years. Coverage is provided for one (1)
flexibie sigmoidoscopy OR one (1) feecal occult bloed
test, OR one (1) colonoscopyevery year.

(9) ColoGuard Oncology Scréening;

Coverage is providea for one (1) ColoGuard oncology
screening every 3 years.

(10) Total Serum Cholesterol with Low
Density Lipoprotein (LDL) Test: Coverage is provided
for two {2) tests per calendar year for ages 9-11 then
covered one (1} per calendar year,

(11) Hepatitis C (HCV) Screening: Coverage is
provided for ane (1) Hepatitis C (HCV) screening per
year,

{12} Osteoporosis Screening: Coverdge
provided for one (1) routine osteoporosis screening per
year, beginninig at age &5.

~ {13) BRCA Screening: Coverage provided for
one (1) each BRCA screening per lifatime,

(14} Other Screenings: Coverage provided
for one (1) per year for the following: Chlamydia,
Gonorrhea, Hepatitis B, Herpes Simplex Virus, HIV/
AlDs, Human Papillomavirus {HPV), and Syphilis.,

o. Other Immunizations and Vaccinations:
Coverage is provided for administration of certain
immunizations and vaccirations which are not
considered preventive services (as described in

subsection IILE.3.n., above) and are subject to the:

Program's cost-sharing provisions. The current such
imnumizations and vaccinations are listed below. Basad
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on the recommendations and approvals provided by
the Advisory Cémmittee on Immunization Practices
(ACIF) and/or Medicare, coverage may be provided
for additional immunizations and vaccinations. Such
expansions will be subject to the procedure for-
approvalof new services {Appendix A, ILI). Serum is
covered only when it is not supplied by a health
department or other public agency. Facility charges
associated with immunizations are not covered,

Carriers are responsiblefor monitoring and enforcing’

-appropriate billing and réimbursement practices with
raspect ta any concurrentoffice visits.

(1) Treatment for rahies exposure: Coverage
is provided for administration of rabies vaccines
-necessitated by a receiit exposure {e.g, by bite, scratch, or

exposure to saliva) to arabid or potentially rabid animal,-

Coverage does not include rabies vaccine administered
forany reason other than.a recent exposure.

Whether initidl treatment:is performed in an
emergency room ot not, follow-up treatments can be
performed in a phy51c1an office or hospital putpatient
setting.

(2} Respiratory Syncytial Viras (RSV):
Coverage is provided for RSV imimunizations (e.g,
Synagis} for high risk infants.

p. . Physician office visits: Coverage is provided
for physician office visits. to. network ‘and. panel
‘providers only, subject to the conditipns below.

{1) Coverage includes medital visits by a
physician. when rendered in the physician’s office,
the home, or the outpatient department of .4
hospital, for the examination, d:agnoms, and
treatment.of any toridition, disease or injury,
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_ {2} Subjectto other Program provisions and
limitations, the follawing items may be covered
during an office visit:
(a) history;
(b} physical examination;
(c) complete blood count;
fd)} urinalysis;
{e) vital signs;
{f) breast examination;
{g) pelvicexamination with PAP smear;and
{h) injections (diagnostic or therapeutic).
(3} Office visit coverage does not duplicate or

replace benefits available under other areas of coverage,
such as mental health, prenatal and postnatal care,

_immunizations, routine eye examinations or substance.

abuseuse disorder.
(4) Office visit coverage does not include

office visits for: imsurance and _smployment
examinations.

{a)-imsurasce-and-empleyment
examinationsrand

{e)—allergy-testing;

~ (5) Office visits to a non-panel physician,
withoutreferral bya panel physician, arenot covered.
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q. Contraceptive Services: Medical and
surgical coverage for contraceptive services is
limited to injections of contraceptive medication
{professional fees and wmedication for injection),

implantable contraceptives and their insertion or

removal, intrauterine devices and their insertion or
removal, cervical caps and their fitting, and the fitting
of diaphragms. Coverage under this Section does not
include over-the-counter contraceptive devices or
diaphragms, See Appendix AJILG. for prescription

drug coverage pravisions regarding oral contraceptives,

injectable contraceptive medication, contraceptive
patches and diaphragms.

1.  Platelet derived growth factoris covered for
wound healing for certain conditions as approved by
the carrier.

s. Urgent Care Centers: Services covered
include medical or surgical procedures, laboratory tests
and radiology tests which are. currently payable in a
physician office setting.

t.  Routine costs associated with approved
clinical trials according to Medicare policy.

4. Limitations and Ezc]usfnhs

a.  bental services, including extraction of
teeth, except as provided for in Section 1L E.3.a.(2),
are not covered under this subsection.

b.. Examinations and tests in. conngction
with research studies, screening procedures,
premarital examinations, or similar examinations or
tests not required inand directly related to diagnosis
of illnessor injury, except as. speciﬁcally provided for
in this Appendix, are not covered.
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c.  Coverage for surgical and medical services
is subject to the Terms and Conditions of Section II, and
‘the Limitations and Exclusions o_f_'Secn_un 1v.

d.  Facility charges.in the physician’s office of
A clinic are not covered.

e.  Chargesforafterhours care are notcovered,
F, Ambulance Service Coverage
1. Conditions of Bepefit Payments

Ambulance services are covered if the following
conditions and requirements are met:

2. Ambulance services must be medically
neceéssary. Ambulance services are not medically

neceéssary if any other means of transportation could be-

tised without endangering the patient’s health.

b.  The ambulance operation providing the
service must be licensed and meet Program standards,

¢. Transporidtion (by ground, air or boat
amhulance) is provided for purposes.of:

(1) transferring {one-way or round trip) a

hopspital inpatient, o patient seen in the emergency
roon, from one hospital to ancther local hospital when
lack of needed treatment facilities, equipment or staff
physncmns exists at the first hespital (in the event the

required medically necessary treatment is not available:

within the local metropalitan area, transfer will be to the
closest hospital where such treatment is available}, or

{2) transporting (one-way or round trip} a
hospital mpatient to a non-hospital facility for a covered
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CAT scan, MRI or PET examination provided the
following conditions are met:

(a} the services are not avaitable in the
hospital in which the enrollee is confined or in a closer
local hospital, and,

(b) the facility meets Program standards
for providing the services;

(3} Emergency transportation for:

{a) transporting. a patient one-way from
the scene of an emergency incident to the nearest
available facility qualified to reat the patient; or

{b) transporting, a patient one-way or
round trip. from the home to the nearest available
facility qualified to treat the patient.

(i) Medical emergency/ accidental injury
patients are provided one-way transportation from
the home to the facility. Return trip will not be
considered  medically  necessary  following
stabilization.

{(il) Homebound patients are provited
round trip transportation from the home to the
fatility and back when medically necessary {other
means of transportation could not be used without
endangering the patient’s health},

_ d. A physician must prescribe the services
which necessitate- the use of ambulance
transportation for services described in c¢.{1} and (2)
above. '

e. Air and boat ambulance services are
covered only when ground ambulance or other means
of transportation could not be used without
eridangering the patient’s health.
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2, Coverages

The following services are covered when
furnished apd billed by an eligible provider [(as
determined by the carcder) and approved by the
carrier:

a.  Charges:for basic life support services - a
standard charge per trip inclusive of use of vehicle
and equipment, supplies and personnel required to
perform services classified as basic life support services.
Basic life support consists of services which provide for
the initial stabilization and transportofa patient.

b.  Charges for advanced life support services -
a standard charge per trip inclusive :of use of vehicle
and equipment, supplies and personnel reguired to
perform services classified as advanced life support
services. Advanced life support is acute emergency
treatment procedures with physician involvement.

¢ Mileage charges - a charge pér mile for
distances traveled while the enrcllee occupies the
ambuiance.

d. Waiting time - a charge for waiting time
involved in round trip transport of an enrollee from
a hospital to another treatment sité and return to the
same hospital.

e. Charges for fixed or rotary wing air
ambulance services or boat ambulance services - a

standard charge per trip inclusive of use of the air

transport or hoat transport, supplies and personnel

required to perform needed services.

If it is determined that transport by ground
ambulance would have sufficed, payment will be limited
to.the amount that would have been paid for ground
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ambulance. The enrollee will be responsible for any
balance,

Wheny services are received from an
ambulance operation approved by the carrier, the
approved provider must agreé to accept, as payment
in {ull, the carrier's determination of the amount
payable for covered ambulance services.

3. Limitations and Exclusions

a.  The foltowing services dre not covered as

separate charges unless approved by the -carrier;.

suchcharges are included in the benefit payment for
the standard charge per trip:

(1) Use.of specific equipinent or devices;

{2) Gases; fluids, medications, dressings, or
other supplies;

(3) First aid, splinting, or -any emergency"

miedical services or personal service procedures; and

{4) Vehicle operatars, attendants, or other
personnel.

The charges for these services, while not

-covered asseparate charges, are coveredas a component
of the charge for the basi¢ or advanced lifé support
services.

b.  Coverage is limitad to the carrier aliowed
amount for transporting the patient within ametropolitan
area or to the nearest facility gualified to treat the
enrollee, as appropriate (see Subsection 1.c, above).
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¢ Coverage does not include the following:

(1) Transportation ina vehicle not qualified as
anambulance;

{2} Transportation for enrolles, family or
physician convenience;

(3) Service rendered by fire departinents,
rescue squads or others whose fee is in the form of a
voluntary donation;

(4) Transfers not medically necessary;

(5) Fees, billed by physicians or ather
independent health care providers, for professional
services rendered to enrollées transported by
ambulance;:

(6) Transportation {one-way or round trip) of
an enrollee‘to a health care facility for the purpose of
receiving ESWL services;

(7) Services which are payable through an
existing arrangenient for transfer of patients, where no
additional charge is usually made, whether or not

_such services were imiiediately available; and

(8} Coverage forambulance services is subject

to the Terms and Conditions of Section li, and the

Limitationsand Exclusions of Section IV.
G.  Prescription Drug Coverage
1. Definitions

For the purposes of this subsection:
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a. “brand name drug” means-a drug which
is covered by a patent and for which an equivalent
version can not be manufactured or marketed (single
source) or adrug which is no longer coveréd by a patent
and for which chemically equivalent versions can be
manufactured and marketed (multi-source).

b, “copayment”means an amount to be paid by
the enrollee for each separate prescription order or refil}
ofa covered drug.

c.  ‘“covered drug, supplies or diaphragm”
means, insulin, certain vitamins dnd esseniial
minerals or any prescripton legend drug that is
dispensed according to a prescription order provided
that:

(1) the drug is niedically nécessary for the
treatment of an il)ness or:injury, or is a contraceptive:
medication;

(2) the cost of the drug is not included or
includable in the cost of other services or supplies:
“provided to'the enrollee;

(3) the amount of the prescription charge
exceeds the copayment;

{4) the drug is customarily dispensed
accordingto a prescription order; and

(5) the drug is nol entirely consumed at the
time and place of the prescription order.

“Supplies” refers to syringes and needles
dispensed with self-administered insulin, an
antineoplastic agent or-other self-injected drug meeting
Program standards and covered under the provisions of
this subsection.
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“Diaphiragm” refers ta a self-administered
contraceptive device.

d. “ED Drugs” meéans those drugs which,
according to Program standards, are prescribed
primarily for the treatment of erectile dysfunction {(e.g.,
Viagra, Levitra, or Cialis).

e. “generic drig” means a drug that is
chemically equivalent to -a multi-source brand name
drug.

f.  ‘nonparticipating provider” means a provider
who has not entered into-a contract with the carrier.

g  participating provider" means a provider
who has ‘entered into a contract with a carrier to
providea covered drug to an enrollee, in accordance
with the provisions of this Program and this
subsection.'Such contract shall provide for payment
to the provider based on prescription charges. In the
case of a preferred provider organization which
provides prescription. drug coverage under the
Program, participating providers arethe organization's
panel pharmacies.

h.  “pharmacist” means a person licensed to
dispense prescription legend drugs under the laws of
thestate where such person practices.

i.  pharmacy” means a licensed
establishment where prescription legend drugs are
dispensed by a pharmacist.

j. "prescription legend drug” means
any medicinal substavce which, undeér the Federal
Food, Drug and Cosmetic' Act, is required to be
labeled “Caution: Federal law prohibits dispensing
without a prescription”or “Rx Only.”
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k. “prescription charge” means a dispensing
fee and applicable taxes plus the lesser of the carrier
allowed amount or the amount paid by the provider for
a covered drug (including insilin and disposable
syringes and needles). The “dispensing fee” is an
amount o amounts predetermined by the carrierto
compensate participating providers for dispensing
covered drugs.

For covered drugs ‘chtained from a non-
participating provider or from a provider in an area
where the carrier does not provide the coverage, the
prescription charge means the allowed amournit as
determined by the carrier,

I “prescription order” means a written or
oral request to a provider by a physician for-a single
prescription legend drug.

m. ‘provider” means a pharmacy or any
other organization. or person licensed to dispense
prescription iegend drugs.

n.  “speciaity drug” means certain madications
idéntified in Program standards and targeted at patient
populations that have complex diseases. A specialty drug
.generally requires specialized training for the patient
-and coordination of care by the patient's physician prior
to therapy initiation, It also reguives unique patient
compliance protocols and safety monitoring. A specialty
drug often has unique handling, shipping and storage
needs, It is genevally a high cost medication with potential
-far significant waste, For purposes of determining Program
coverage, the identification of 2 specialty drugis made by
the carrier for any prescriptions that not only
exceed  $500. per script but brings specialized
considerations,such as those items described above, The
list of identifiedspecialty drugs may change from time to
timé and will bemaintained on a current basis by the
carrier.
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2. Reimhursement
a. The copayment amount for each separate

prescription order or refill of a covered drug shall not
exceed the ameunts shiown on the chartbelow:

Dispensed at Retail
Generic Drugs $6
Brand Name Drugs $12
ED Drugs ' $17

Dispensed through

Mail Order
Genheric Drugs $12
Brand Name Drugs $17
ED Drugs $21

b. In additior to the copayment, enrollees
may incur additional expense if a brand rame drug,
other than a drug identified in subsection (4), below
is dispensed:

(1) Ifthe brand name drug is dispensed at
the enrollee’s request, or upon determination that it
is not medically necessary to dispense the brand
name drug rather than the generic, the enrollee
will pay the appropriate generic drug copayment
plus the full difference in Program cost between the
generic drug and the brand namie drug.

(2) If the brand name drug is dispensed at
retail and at physician direction, the enrollee will

pay the appropriate brand name copayment plus the’

difference (up to'a maximum of $10.00) in Program cost
between the generic drig and the brand name drug.

(3) Enrollees or their physicians may
initiate a review with the carrier of the medical
necessity for dispensing the brand name drug rather
thanthe generic,
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1f the medical necessity is not established, future
dispensing will be subjectto subsection (1) ahove,

{4) Hitis found that dispensing of the brani
name drug rather than the generic was medically

necessary, amounts. in excess of the brand ndme.

copayment will be refunded. The carrier’s systems
will be adjisted to allow dispensing of the brand
name for the duration of the prescription,

{5) “Narrow Therapeutic Index. drugs” are
those for which small variations in the dose could reguit
in changées in drug safety. In order to remain within a
safe and effective range, these medications may require
frequent patient manitoring to adjust the dose. When
such brand name drugs are dispensed, .only the
brandname topayment will apply. Drugs currently
included in this group are:

Cyclosporine

Depakene

Dilantin

Lanoxin _
Levothyroxine (including Synthroid)
Mysoline

Tegreto!

This list may he adjusted from fime-to-time as
veflected in Program standards.

¢. The copayments specified above are for the
days supply refereiced in sibsection G.3, below. To
the extent a'particular covered drug, supply or device
is pre-packaged in days supply exceeding the
specified dnes, and cannot be repackaged by the
provider, the copayments will bé prorated to account
for the additional days supply.
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d. Effective January 1, 2004, after the original
prescription order and two (2) refills, retail purchases
of covered drugs identified in subsection 5.b., below
(and related. supplies, if applicable} are subject to an
anroliee copayment of 100% of the Program cost.

e, Except for the amounts indicated above,
covered drugs or supplies obtained from a participating
provider are covered subject to the Program provisions.

f.  Upan proof of payment acceptable to the
carrier, an enrollee is entitled to reimbursement
fromthe carrier of seventy-five percent {75%) of the
carrierallowed: amount for the genéric, brand name
or ED drug, as applicable; as determined by the
carrier after deduction of the appropriate
copaymient, of covered drugs obtained .on a non-
emergency basis from a nonparticipating provider
located within the area in which the carrier provides
coverage. The enrolles may incur additional expense
if a- brand name, drug rather than the generic is
dispensed at the eénrollee’s request or when not
medically necessary.

£ Upon proof of payment acceptable to the
carrier, an enrollee is entitled to reimbursement
fromihie carrier of one hundred peicent (100%) of the
carrier allowed amount for the generic, brand name
or ED drug, as applicable, as determined by the
carrier afterdeduction of the appropriate copayment,
of covered drugs obtained from a provider located
outside the area in which the carrier provides
coverage or from zan in-area non-participating
provider in the case ofan emergency. The enrollee
may incur additional expense if a brand name drug
rather than the genericis dispensed at the enroliee’s
request or when not medically necessary.
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3. Coverage

a. At retail, coverage includes up to a 34
day supply of a covered drug. Certain drugs, such as
contraceptives, may be subject to Program standards
clarifying whatis included in "up to a 34-day supply.”

b. At retail, coverape inciudes d@ one month
supply of disposable syringes and needles when
prescribed and dispenised with a one month supply
of ‘self-administered insulin, a covered self-

administered antinecplastic agent or other self-

injected drugs meeting Program standards.

c.  Atretail, coverage includes two diaphragms
per year. Diaphragms are not available through the mail
order pharmacy,

d. At mail order, coverage includes up to a
‘90 day supply of covered drugs and supplies, with a
corresponding preseription or refill order. Coverage
also includes up to a ‘90 day supply of covered drugs
at participating retail pharmacies with the
corresponding mail order copayment Diaphragms
‘are not available through themail order pharmacy.

e, Covered vitamins and essential minerals
include, and are limited to, prenatal vitamins for
females under the age of 49, Vitamin D derivatives
prescribed to treat renal disease, Vitamin K prescribed
for bleeding conditions, long-acting Niacin for treating
heart conditions.and potassium chloride.

4, Maximum Allowable Cost Programs
~ Maximum Allowabie Cost or alternative genertc
substitution programs, are provided by all

carriers. All enrollees except those in the Health
Maintenance
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Organization option will be eligible. Unless precluded
by law, or responding to a physician direction or
enrollee  request, Program providers may
substitute a generic drug for the equivalent multi-
source brand name drug.

5. Limitations and Exclusions

a. Coverage under this subsection does not
include:

(1) any research or experimental agent
including Federal Food and Drug Administration
approved drugs which may be prescribed for
research or experimental treatments;

(2) any charge for a medication being used
for a cosmetic purpose, even if the medication is a
prescription legend drug;

(3) any charge for devices (other than
diaphragms) or appliances (e.g., orthotics, and other
non-medical substances);

(4) any vaccine administered for the
prevention of infectious diseases;

(5) antineoplastic agents except those that
can be self-administered through subcutaneous or
intramuscularinjection or in oral dosage form and are
not covered under another section of this Appendix;

(6) any charge for administration of covered
drugs;

(7) any charge for a covered drug in excess

of the quantity specified by the physician, or any refill
dispensed after one (1) year from the physician’s order;
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(8} any charge for more than a thirty-four
(34) day supply of a covereddrug at retail;

(9} any charge for medications: furnished
onan inpatient or outpatient basis covered under ary
other subsection of this Appendix or under any
subsgction of Appendix B; and

(10} any charge for drugs received prior to the
effective date of this coverage.

(11} Dapoxetine

{12) Non-sedating antihistamines

[13) any charge for compounded medications

{a medicine that js made of two or mere ingredients that
are weighed, measured, prepared or mixed according
to a prescription erder). A member or physician may.
submit a request for a medical exception, along with
supporting physician. documentation, which will be
evaluated by the phiarmacy carrier using eurrent clinical
criteria.

b. Certain prescription drugs, that have
been identified by the carrier, are covered at retail,
at the applicable 34<day copayment, for an original
prescription and two (2) refills; thereafter they. are
cavered at mail, at the applicable copayment for up
to a 90-day supply, or at retat) at 100% copayment of
Program costs for up toa 34-day supply. The carrier
will maintain a list of these drugs and update the Yst on
a reguiar basis.

¢.  Coverage under this subsection is subject

to the Terms and Conditions of Section 11, and the
Limitations and Exclusions of Section V..
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6. Pharmacy Network:

a. The carrier will maintain a nationwide
limited network of participating retail providers
(including local and national pharmacy chains, as
appropriate), and a mail order pharmacy. The carrier
will select network pharmacies, in part, on access

-and quality assurance criteria. In contracting with

praviders, the carrier will assure that the providers
fully understand the Program's prescription drug
coverage provisions, including eligibility requirements
and benefit levels, The carrier will negotiate
appropriate fees with participating providers.

b. The Carrier wiil meet standards of
quality, service and accessibility {e.g., availability of
participating providers within 5. miles of enrollee’s

residence or closest facility if greater than 5 miles for
90% ofenrollees).

c.  The Carrierwill establish uniform pharmacy
protocels, pharmacy auditing procedures, drug
utilization review processes; ‘and all quality
assuranceprocedures. Examples of the above include
but are not limited to step therapy edits, prior
authorization edits, dose and quantity edits, dose
duration edits, dose optimization edits, coverage
restrictiang related to select drugs or select drug
classes, or "34-day” and "90-day” provisions.

d. The Carrier will monitor network
performance and provide aggregate data on a regular
basis: Data reports will include, but not be limited to,
information such as utilization of services, costs, quality
measurements, usé of various categories of drugs,
(¢.g. generic, single source, etc.) provider preseribing.
patterns and patiént outcomes.
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e. The carrier will be subject to
independent audits. to assure that quality, service,
professional  .stendards and  other express
commitmexits are being met

£ The Carrier wili make benefit payments to
the participating providers or, in the case of services
réceived from non-participating providers, the Carrier
will make benefit payments to the enroliee or non-
participating provider, as appropriate.

g The Carrier will administer Drug
Utilization Review [BUR) activities ta review whether
patients receive appropriate drug therapy as measured
against genérally accepted pharmaceutical practices.
Such DUR incorporates concurrent and retrospective
reviews. It also incorpdrates a volintary divg formulary
and a mandatory program to promote the use of generic
prescription drigs, where appropriate. In addition, A
DUR will attemipt to-identfify a variety of critical drug F\‘s
therapy problems such as, butnot limited to:-

(1) Drug-disease confiicts;

{2) Drug-drug interactions;

(3) Age/génider prescription conflicts;
(4) Over and under utilization;

(5) -Allergy. alerts;

(6) Therapeutic duplication; and

(7) Early refills,

!
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h. The Carrier will provide a comprehensive

on-fine, point-of-service claims processing system

with an electronic telecommunication network that

facilitates management of enrollee eligibility

verification, formulary  information, drug
prescribing protocols, drug utilization review,
pharmacy réimbursement and possibly -expanded
patient information, to make informed dispensed
decisions.

~i. The Carrier will conduct pharmacist:
profiling, and individual intensivé education will be
completed as necessary.

j. The Carrier will conduct physician profiling
and will identify physicians who exhibit persistently
Jinappropriate preseribing patterns across their practice.
Such physicians will, be the subject of individual
intensive-education efforts, as necessary,

k. The Carrier will prepare appropriate
‘communications regarding the prescription drug
coverage for enrollees, network pharmacies, and as
necessary, for prescribing physicians,

1. The Carrier will ensure that quality
assurance mechanisms wilt be administered to
identify routinely inappropriate drug prescribing
that could result in adverse medical outcomes,
including hospitalization by incorporating components
such as:

{1) A total quality management (TQM)
philosophy;

(2) Rigorous phaymacy management and
performance monitoring;

{3) Prescribing physician reeducation as
necessary;
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(4) Client specific program performance
management;

(5) Patient medicatina compliance monitoring,
and

{6) Qutcomes assessment analyses.
H.  Hearing Aig Coverage
1. Definifions
For the purposes of this subsection:

a. “physiclan” means-a participating tologist
or otolaryngologist who is board certifiéd or eligible
for certification in such spedalty in compliante with
standafds established by the respective professional
sanctioning body, who is a licensed doctor of
medicine or osteopathy leégally gualified to practice
medicine anid who, within the scope of such license;
performs a medical examination of the ear and
_determines, whether the patient has a loss of hearing
acuity and whether the loss can be compensated for by
ahearing aid;

b.. ‘“audiclogist” means any participating
person who (1) pessesses a master’s or doctorate
degree in audiology or speech pathology from an
accredited univarsity, (2) possesses a Certificate of
Clinical Competenee in: Audiclogy from the American
Speech-and Hearing Association and (3} is'qualified in

the state in which the service is provided to conduct.

an  audiometric examination and  hearing aid
evaluation -test for the purposes of measuring
hearing. acuity and determining and prescribing the
type of hearing aid that would best improve the
enrollee’s toss of hearing aculty. A physician
performing the foregoing services shall be deemed. an
audiologist for purposes of this subsection;
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€. 'dealer” means any participating person
or organization that sells hearing aids prescribed by
aphysician or audiologist to improve hearing.acuity
in compliance with the laws or regulations governing

such sales, if any, of the state in which the hearing

aids are sold;

d. ‘provider” weans a physician, audiclogist
or dealer;

e. “participating” means having a written
agreement with the carrier pursuant to which
services or supplies are provided under this
subsection {if the carrier does not maintain
agreements with such providers, “participating” shail
mean any provider approved for reimbursement by
the carrier); '

f.  “hearing cid” means an electronic device
worn on'the person for the purpose of amplifying sound
and assisting the physiologic process of hearing, and
includes an ear mold, ifnecessary;

g  ‘ear mold”means a device of soft rubber,
plastic.ora non-allergenic material which may be veated
or non-vepted that individually is fitted to the
external auditory canaland pinna of the-enrollee;

h.  “audiometric examination” means.a
procedure for measuring hearing acuity that includes

tests relating to.air conduction, bone conduction, speech

reception threshold and speech discrimination;

i,  ‘hearing aid evaluation test” means a
series of subjective and objective tests by which a
physician or audiologist determines which make and
model of hearing aid will best compensate for the
enrollee’s loss of hearing acuity and which make.and
model will therefore be prescribed, and shall include
one visit by
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the enrdliee subseguent to obtaining the hearing aid for
an evaluatiop of its performance and a determination of
its conformity to the prescription;

j-  ‘“dispensing fee” means a fee predetermined
by the carrier to be paid to a dealer for dispensing
hearing aids, including the cost of providing ear molds,
under this subsection;

k. “acquisition cost” means the actual costio
thedealer of the hearing aid.

2. Coverages

An enrollee is eligible for benefits for covered
hearing aid expenses as described below:

a. Audiometric Examinations: The lesser of
charges or the carrier allowed amount for
audiometric examinations performed by a physician
or audiologist, but only wheén performed in
conjunction with the most recent medical
examination of the ear by a physician.

b. Hearing Aid Evaluation Test: The lesser
of the charges or the carrier allowed amount for
hearing aid evaluation test performed by a physician or
audiologist, which may include thé trial and testing of
various makes and models of hearing aids to determine
which make and model wil best compensate for the
lossof hearing acuity but only when indicated by the
mostrecent audicmetric examination. For purposes

of this subsection only, the carrier allowed amount is

definedas $169 ($169 effective October 1, 2018). This

‘amount shall be adjusted on October 1 of each year

by the percentagé incredse as of the May levels in the

United States Consumer Price Index for the

immediately preceding twelve months. The result will
be rounded to the nearest dollar.
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¢ Hearing Aids and Ear Molds: An allowance.
of ap to $2,200 every three years (3] for thé
acguisitioncost and dispensing fee ta purchase hearing
aids and'earmolds {as applicable), plus replacements,
adjustments and repairs (as required), The hearing
aids prescribed must be Based upon the most receat
audiometric examination and most recent hearing
aid evaluation examination. The hearing aids
dispensed by the dealer or audiologist must be the
make and model prescribed by the physician or

audiologist and must be certified as such by the

physician or audiologist.

d. in order for the charges for services
and supplies described in subsections a, b. and c.
immedliately above to be payahle as hearing aid benefits
under this subsection, for initial Hearing aids, enrollees

must cbtain a medical examination of the ear by a.

physician. Such. éxamination or such examination in
cohjunction with:'the audiomef{ric examination must
Tesult.in a determinatipn. that hearing aids would

compensate for the loss of hearing acuity. For-enrollees

under the-age-of 18, a medical examination is required
each time a hearing aid is covered.

3. Limitations

Frequency: Only one (1} audiometric examination,
one (1} hearing aid evalvation test and one (1)
$2,200 allowancé for hearing aids/molds wili- be

provided for anindividual enrollee in athree (3) vear
period. '

4, ‘Exclusions

Covered hearing aid expense does not inciude and
ne benefits are-payable, under this Section {11 H., for:

a. Audiometricexaminations for any condition
other than loss of hiearingacuity;
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b.. Medical or surgical treatment;
¢.  Drugs or other medication;

d. Audiometric ‘examinations, hearing aid
evaluation tests-and hearingaids provided under any
applicable Workers Compensation law;

e, Audiometric examinations and hearing aid
evaluation tests performed, and hearing aids ordéred:

(1] befare the enrollee became eligible for
coverage; or

(2) after termination of the enrollee’s
coverage;

~f. Hearing aids ordered while covered but
delivered more: than 60 days after termination of
coverage;

g Charges for audiometiic examinations,
hearing aid evaluation tests and ‘hearing aids for

whichno charge is. made to the enrollee or for which no

charge would be made in the absence of hearing aid
coverage;

h. Charges for andinmetric examinations,

hearing aid evaluation tests and hearing aids which
-are not necessary, according to pmfesswnally accepted

standards of practice, or which are not recommended or
approved by the audiologist er physician;

i,  Charges for audiometric examinaticns,
hearing aid evaluation tests and hearing aids that do
not meet professionally accepled standards of practice,
including charges for aby such services ot supplies
that are-experimenta] in nature;
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j-  Charges for audiometric examinations,
hearing aid evaluation tests and hearing aids
receivedas a result of ear disease, defect or injury due
to an act of war, declared orundeclared:

k. Charges for audiometric examinations,
hearing aid evaluation tests and hearing aids
provided by any governmental agency that are
obtained by the enroliee without cost by compliance
with laws or regulations enacted by any federal, state,
municipal or cther governmenta) body;

1. Charges for any andiometric examinations,
hearing aid evaluation tests and hearing aids to the
extent benefits therefore are payable under any
healthcare program supported in whole or in part by
funds of the federal government or any state or
political subdivision thereof:

m, Charges for the completion of any claim
forms;

n.  Charges incurred by persons enrolled in
alternative plaris.

I.  Durable Medical Equipment and Prosthetic
and Orthotic Appliances

1. Conditions of Benefit Payments

An enrollee is eligible for benefits for the rental
or purchase of durable medical equipment and the
purchase of prosthetic and-orthotic appliances only
when the following conditions have been met:

a, Coverage is provided for the basic
equipment or appliancés plus medically necessary
special features prescribed by the attending
physician
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and approved by the carrier or preferred provider
organization (see App. A, 1LA).

b. The equipment or appliances must be
prescribed by a physician and the prescription must
include a description of the equipment and the reason
for use or the diagnosis.

t.  Coverage is provided for the purchase of
durable medical équipment or prosthétic or orthotic
appliances ordered on or after the effective date and
prior to the termination date of the enrollee’s coverage
inthis Program.

d. Coverage is provided for the réntai charges
for durable medical equipment for periods on orafter
the effective date and prior to the termination date of
the enrollee’s coverage in this Frogram.

2. Payment of Services

a.  The carrier will make payment hased on
its allowed amount for rental or purchase of durable
medical equipment when obtained from a provider
other than a hospital or skilled nursing facility. Benefit

‘payments for rental of durable.medical equipment shall

not exceed the purchase price of such equipment.

b.  The carrier will wake payment based on
its allowed amount for external prostheses and orthotic
appliances:

3, Coverages

a.  Process for Updating Coverages

(1) A procedure has been established for
the ongoing periodic update of the durable medical
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equipment and prosthetic and crthoti'c appliance
coverages:

{2) Written notification of <changes in
Medicare -Part B durable medical equipment :and
prosthetic and orthotic appliance coverages; and
other recommendations for coverage chianges, will be
provided to the Company by the Control Plan.

The notifications and recommendations shall
include, but not be limited to, the following information:

{a) Quality of care, access and appropriate
utilization concerns and proposed actions to resolve
such concerns;

(b) Any item(s) being replaced by new
item(s), and a plan for discontinuation of coverage for
thereplaced item(s); and

(c) Positive or negative impact on Program
COStS.

(3) The Company will implement Medicare’
Part Bcoverage changes and review and approve or
disapprove other Contrel Plan recommendations.
When a change is made, an effective date will be
established.

(4} The Control Plan will advise appropriate
carriers of any changes which are approved through
this procedure, the effective dates, and any applicable
administrative: rules. The. local carriers will advise
providers.

b, Durable Medical Equipment

(1) Unless otherwise iadicated below, the
equipment ‘must be an itemof durable medical
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equipment which meets Program stahdards
including being approved for reimbursement under
Medicare Part B or adopted in accordance with. the
process in subsection. 3.a, abave, and be appropriate

for use in thehome.

(2) Durable medica! equipment is covered
when used in a hospital or skilled nursing facility, or
when used cutside the hospital or skilled mursiig
facilityand rented or purchased from such hospital or
facility uipon dlscharge

(3) When the équipment. is rented and the
rental period extends beyond the expiration of the
original prescription, the physician must recertify by
another prescription that the equipment continues:to
bé reasonable and medically necessary for the
treatment of the iliness or injury or to-improve the

functioning of a malformed body member. If the

recertification is not submitted, coverage will cease cn

‘the date indicated on the original prescription for

duration.of need, orthirty

(30) days after the date of death, whichever is
earlier: Coverage ‘will not be provided for rental
charges in excess of the purchase price of the
equipment.

{4) When the equiprment .is purchased,
coverage is provided for repairs necessary to restore
the equipment to a servicéable condition. Routine
periodic maintenance is-not covered. '

(5) The following equipment is covered, subject
to any stated conditions and to the other Program
standards, although not Medicare agproved:

{a) neuromoscular stimulators, if preseribed

‘by an orthopedic or physiatric specialist;

{b) positonihg transportation chaiis as
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alternatives. to traditional wheelchairs for children
fourteen (14) years-of age and under, who suffer from
neuromuscular disorders, closed head injuries,
spinal cord disorders or congenital abnormalities;

(c) electromagnetic bene growth
stimulators, as an zlternative to bone grafting in cases
of severe physical trauma involving non-union of
long bone fractures (in excess of 90 days from the date
of fracture), or failed bone fusion;

(d} pressure gradient supports (also
known as burn pressure garments) prescribed for
circulatory insufficiency conditions to promote and
restore normal fluid circulation-in the extremity {up
‘to four times annually for chronic conditions urless.
there is a change in physical tonditions such as gain
orloss of weight of the patient), and when prescribed
to enhance healing and prevent scarring of burn
patients;

(¢) phototherapy {bilirubin) light with

photometer, for patients under the age of one'{1) having

a diagnosis of hyperbilirubinemia;

{f) special features which, although not
subject to review and approval under Medicare Part B,
-are necessary to adapt otherwise covered equipment
for use by children;

(g} continuous passive motion device for nse
.on elbow and shoulder after surgical treatment; and

(h) continuous glucoser monitors for

certain diabetic patients who mest Control Plan
criteria.

(6} Pronged and standard canes must he
purchased.
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¢, Prosthetic and Orthotic. Appliances

(1) Unless otherwise indicated below, the
appliance must be a prosthetic or orthotic device which
meets Program standards incdluding being approved for
reinibursement under Medicare Part B or adopted in
accordance with the procéss in sibsection 3.a, above.

{a) The coverage for therapeutic shoes
prescribed for diabetics not-eligible for Medicare shall
be limited to the diagnoses established by the Control
Plan.

(b) The following ifems aré covered, subject
to any stated conditions-and to the other provisions
of the Program. and this subsection, although not
Medicare-approved:

_ _ (1) any style of orthopedic ‘footwear,
other than'a basic oxford, whep the shogs are an integral
Jpart of a covered brace;

(ii) all orthopedic shoe inserts, arch
‘supports limitéd. to; oné (1) pair per calendar year
-and diagnoses established hy the Control Plan; and

(i} wigsand apprapriate refated supplies
(stand and tape) are covered for enroliees who are
suffering hair loss from the effects of chemotherapy,
radiation or other treatmentsfor cancer. For the first
-purchase of a2 wig and necessary related supplies the
maximum benefit will be. $200. Theredfter, a2 makimum
annual benefit of up to $125 will be provided for
such purchases.

{2) Coverage is provided for appliances

furnished by a.fully aceredited facility or, with carrier

approval, by facilities conditionally accredited by the:

Américan Board for Certification in Orthetics and
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‘Prosthetics; Inc. as a provider for the Iind of device
supplied. The following appliances may he provided
by facilities not accredited by the American Board
for Certification in Orthotics and Prosthetics: ocular
prostheses; prescription lenses; pacemakers; ostomy
-sets. and- accessories; catheterization equipment and
urinary sets; prefabricated custom fitted orthotic
appliances; artificial ears, noses, and larynxes; externat
breast prostheses; wigs and related supplies and
such other appliances as the carriermay determine.

(3) Coverage includes prosthetic appliances:
or devices which are surgically implanted
permanently -within the body (except for

experimental or research appliances or devices} or
those which.are used exterpally while.in the hospital
as part of regular hospital equipment, as well as
external prosthetic or orthotic appliances prescribed
by a physician for use outside the hospital,

{(4) Coverage for a prosthetic and orthotic
appliance includesthe replacement, repair, fitting and
adjustments of the appliance. '

{5) Coverage includes prescription lenses
(eyeglasses or contact lenses) only following a
cataract operation for any diseaseé of the eye or to
replace the organic lens missing because of the
congenital absence, or when customarily used during
tonvalescence from-eye surgery. '

4. Limitaticns and Exclusions

a. Durable madical equipment which is not
covered includes, but is not limited to:

(1) deluxe equipment such as motor driven

wheelchairs and beds; unless medically necessary
for
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the treatment of the enrollee’scondition and required
in order for such enrollee to be able to operate the
equipment {for deluxe equipment or features which
are not medically necessary for the treatment of the
enrollee’s condition and required in order fot such
enrollee to be able to operate the equipnient, benefits
are liniited to the comparable cost of basic, standard
equipment);

{2) items not medical in nature {which are
primarily comfort and convenience items such as
bedboards, bathtub lifts, overbed tables, adjust-a-beds,
telephone arms, air conditioners);

(3} physician’s equipment ({such as
sphygmomanometers-and stethoscopes);

(4) exercise and hygienic equipment: such
ds exercycles, Mopre Wheel, bidet, toitet sedts and
bathtib seats;

{5) self—’_h'dp devices not primarily medical in

nature (such as sauna baths and-elevators); and
(6) experimental ar research equipment,

b.  Coverage for prosthetic and orthotic
appliances does not include:

(1) dental appliances; hearing aids; eyeglasses:
(except as provided: in subsection 3.c.(5) above); or
such non-rigid appliances and ‘supplies. as elastic
stockings, garter belts, arch supports; corsets and
corrective. shoes unless the shoe is attached to a
medically necessary braceé or covered under
subsections 3.c.{1)(a) and (b),above; or

(2) experimental or research devices.
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J.  Pre-Hospice'and Hospice Coverage
1. Pre-Hospice Care.

a. An enrolice is eligible for pre-hospice
services by recommendation of a physican who
certifies that the patient has been diagnosed with a
terminal fllness.

b. Coverapge for pre-hospice services must
meet program standards and consist of evaluation,
conswitation and education, and support services. lJp
to twenty-eight lifetime visits are available ‘prior to
admission toa hospice program:

-&.  Pre-hospice services are to be provided
byan approved Hospice program but are not pait of
the Hospice henefit and do not count against the
Hospice lifetime maximum.

a1 Co_verage for pre-haspice services allows
continuation of carative trestment while the patient
‘is considering enrollment in the Hospice program.

2. Hospice Coverage
Hospice: coverage, as described below,

addressesthe needs of terminaily ill patients who do
not require the continuous level of eare: provided ina
‘hospital or-skilled nursmg facitity.

a. Definitions

For the purposes of this subsection:

(1) ‘Bereavement tounseling means services

provided to:the patient’s family (or other persori caring
for the patient at home) after the patient’s death,
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~ (2) "Care rendered in u rirsing home facility
withhospice support” means care provided to patients

whio are. medically stable but unable to return home.

because there is no primary care giver available to
care for thepatient at home, and the patient carinot self~
administer the needed care.

(3} “Respite care” means short-term
inpatient care. provided only when necessary to give
relief to family members or-other persons caring for the
patient at home.

b, Conditions of Hospice Benefit Payments

~ An enrollee is eligible for benefits for covered
expenses incurred in-a hospice program only if the
followirg conditions have been met:

(1) The admission to the hospice program
commences on-or after the effective date and prior to
the termination date of the enrollee’s coveragein this
Program.

{(2) The services are provided and billed by a.
hospice program which. meets Program standards
andis approved by the local carrier.

(3) The enrollee is admitted to the hosplce
program by order of a physician who certifies that
theenrollee requites the type of care available through-
the hospice and that the enrollee has a life
cexpectancy-of twelve (12) months or less.

(4) The enroliee voluntarily elects to participate.

in the hospice program and agrees to accept the
services: provided by the hospice program as
treatment of the terminal condition.
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(5) The enrollee has benefit period days
avaiiable under the hospice benefit period (sec App. A,
[ILB}.

¢. Hospice Coverages

(1) Benefits for hospice Services are limited to a
maximum aggreagate lifetime benefit in-accordance with

‘Program standards.

(2) Upon admission to an approved hospice

‘program, an enedllee is entitled to receive the fillowing

services whenrenderedas part of the treatment plan:

()  nursing care provided by or under

the supervision ofa registered nurse,

{ii) medical social services provided by
asocial worker under the direction of a physician;

(i) pbysician services;

(v) counseling services provided to
‘the patient, family members and/or other persons
¢aring for the patiént at home;

(v) general inpatient caré provided in a:
hospice inpatient unit;

[vi) medical appliances and supplies;

(vii) physical, oc¢upational aid speech
therapies; '

(viii) continuous. home care provided

during periods of crisis as necessary to maintain the
patient at home;
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{ix) respite care;
(x) bereavement counseling;
~ [xi) care rendered in a nirsing home
with hospice support; and
{xii} home health aide services.

K. Case Mana‘g‘_ement Program

1. The Case Management Program (CMP}is
intended to provide high quality, cost-effective
alterniative treatment opticns for patients with
catastrophic; chronic, -and long-term treatment needs
which may resultin exhaustion of benefits or high costs.
It focuses on those whose care cauld be maintained,

improved or prolonged by more effective use of existing

Program provisions or, in appropriate cases, through
alternative treatment plans designed ta cost no-more
than the treatment otherwise planned. CMP is not a
method for approving new procedures or Services
not otherwise covered under the Informed Choice
Plan.

2. The list'of conditions used by the carriers
for review for potential CMP involvement inclides,
but is notlimited ta, the following:

B

major head trauma;

b, spinal.cord injury;

c.  comatose;

d. multiple amputations;

e, traumatic and degenerative muscular/

neurological disorders {e.g, muscular dystrophy, “Lou
Gehrig's Disease,” multiple sclerosis};
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£ newborns with high risk complications;

g. births with multiple congenital
anomalies;

‘R.  cerebrovascular accident (stroke) requiring
long-term rehabilitation;

i severe burns;

j.  Acquired Immune Deficiency Syndrome
{(AIDS); '

k. selected blood abnormalities;

L. diagnoses involvinglong-term IV therapy
(e.g. osteomyelitis, pericarditis, endocarditis);

m. severe rheumatoid arthritis; '\(\%
n. selected ostecarthritis; -\{ :

0. Crohn's disease; and

p. cases involving extended or repeated
Hospital stays. as well as cases having multple
admissions for the samie diagnosis.

3. Once a patient's medical condition is
identified by the carrier as having potential for case
management, the case is reviewed confidentially, and

‘an Alternative Benefit Plan may be developed by the

carrier with the cooperation of the patient, family, and
the physicians/providers.

4. If a decision is made to implement an
Alternative Benefit Plan that incorporates services not
otherwise covered under this' Program, the
remaijning’ '
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days of inpatient care, détermitied in-accordarice with
the attending physician’s prognogis, are converted
intoa dollar pool against which all benefits paid while
the patient s under the Alternative Benefit Plan are
charged,

A The total cost of Alternative BenefitPlang
‘involving services niot otherwise coverad will be liwited,
by the cost of treatment which would have accurred
otherwise.

b. I the dollar posal is exhausted, the
Alternative Benefit Plan ceases and the provisions of
Appendix. 4, H.B. will apply with regaid to renewal of a
benafit period.

€. Partcipation in the CMP.is voluntary, and
the patient may ‘withdraw from the Alterndtive Bénefit
Plan at any ‘time. [y such event, the remaining dollar
pool is reconverted to equivalent hospital” days to
determine the patient's entitlement, if any, remaining
in the benefit period.

d. Long Term Acute Cire Hospitals [LTACH)
will be recognized as eligible providers under CMP as
Tong ds all services have beey raviewed and approved
by the carrierthrough CMP priorto admiission.

Drlmanlv for,.and essentlal to receiy
mpgllr‘(jl ser\nces unr:iar the Program
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Travel and _lodging expenses must be
mcurred to receive covered health care services from

the fearest petwork provider in a Tocation where the
a_f.'rVic'es are_availzhle and permitted under applicable
5 d.local law; and

i )
are hmrted to those defined as medical expenses under:
Internal Revenue Code Section 213(dY and _its.

implementing regulations and sub-regulatory guidance;

and.

_ d. __Total maximum travel. and lodging benefit
is not to exceed $7,000. anniially per enroliee

M.__ Chiropraciicand Osteopathic Care
L. Conditions of Benefit Payments

The follgwmg services arg covered with a $25 copay
dand hilled b igi

er visit and when furni .
provider (as determined by the carrier) and

approved by the carijer,
2.__Coverages

a.....Osweopathic manipulation therapy (OMT)
on.any iocation of the body

Adjustment mampulgggn - Chirppractic
pmal mampu]anon {(CSM). to. treat miisalisned or

displaced vertgbrae of the gpine, and chiropractic
manipulation (CM) ‘te treat other:areas of the. body
(extra-spinal manipilation)

3. Limijtations

a. An enrgllee is ennt]ed to receive v th.a
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netwo::k pmvsders count towards this maximum,

N. Fertility Services

1.._Conditions of Benefit Payments

P 2 . I. -y a2 - g a ..
determined by the carrier] and approved by the carrisr. .

‘b..__Enrollee _must _bave = _diagnosis of

: iagn stin : ;
mferhhg[, and prncedureg ko correct under!ymg

fértility-related medical  conditions covered.
‘henefits.

b. . The following services are covered with g
¢omhiped $5,000 annyal limit, per primary enrol) ee and
secondary spouse enrollee:

(1)__All_other covered related. services. nat
reflected in Fertility Services in Appendix A, HL.N.2.a

[2)_Artificial insemination {IUI
(3} Assisted reproductive technologies (ART}Y

{4) Prescription drugs as part of fertility
‘treatmients_ingluding, but not limited to. medications
[el_j\_tg_d_m IVE, [UL, ovarian stimulation, atd:oocyte (egg)

induction
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Iv. Limitations and Exclusions

Inaddition to the limitationsand exclusions appearing
in other Séctions of this Appendiy, the following general
limitations and exelusions apply to all Sections:

A.  Effective date: For the purposes of this Section,
efféctive date means the later of the effactive date of
this Program or the effective date of the enrollee’s
coverage under this Program, Benefits are not provided
under this Program for:
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1. services, treatment, or care provided to an

enroliee priorto the effective date;or

2. hospital, skilled nursing facility, or home
health -care services for admissions Wwhich
commenced prior to theeffective date.

B, Termination date: Coverage is niot provided
for services provided after the date this Program or
an enrollee’s coverage under this Program is
terminated except that the coverage continues.for

physician and hospital,. or residential -substance

abuseuse _disorder facility services for continuous

predetermined and approved (sée App. A, ILA. and

Appendix B, ILB) inpatient admissions which
commenced prior to the termination date of such
coverage,

C.  Blood: Coverage is not provided for the
preservation and storage of body components for future
use when not required by, and performed in-conjunction
with, anothercovered service,

D.  Private duty nursing services: Coverage does
not-inciude services of private duty nurses. Private
duty nursing means nursing care which is privately
contracted by, or on béhalf of, an enrollee with a nurse,
or agency, independent of this Program..

E. Room accommodations: If accommodations

‘more expensive than those specified inSection

IILA. are used for any reason, the ¢arrier will not
pay the difference between the charges for the more
expensive accommodations: and those for the
covered accominodations. If, for any reason, the
enrollee occupies accommodations less expensive
than those covered by this Appendix, the enroliee is not
entitled to-payment-of the differerce in charges.
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F. Dental services: Coverage does’ not inciude
dental services except as specifically provided for in this
Appendix:

G.  Chemotherapy: Coverage does not iniclude
chemotherapy services except as specifically
provided for in this Appendix.

H.  Medical necessity: Coverage does not include
services, tare, treatment, or supplieés which are net

medically necessary according to accepted. standards:

of medical practice for the treatment of any condition,
injury, disease; or pregnancy, except-as sbecifically
provided for in this Appendix (e, g. voluntary
sterilizations).

L. Research or experimental services: Coverage
does not include care, Services, supplies, or devices
which are experimental or researcli in natire.

l.  Personal or convenience items: Coverage
does not include care, services, supplies, or devices.
whiclvaré personal or convenience items.

K. Services not related to specific diagnosed

#liness or injury: Coverage does not include services
for- premarital examinations; pre-eniployment
examinations; or for routine or periodic. physical
examinations unrelated (o the existence of a previously
diagnosed specific CDndl_thI_l disease,. illness, or
injury, except as specifically provided for in this
Appendix

L. Unreasonable charges: Coverage does: not

include any charges to the extent such charges are
determined by the carrier to beunreascnahlie.
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M. Employer reloted services: Coverage does
not include serviges related to any condition, disease,
aflment, or injury arising out of or in the course of
employment and for which the amployer furnishes,
pays for, or provides reimbursement under the
provisions of any law of the United States orany state
or political subdivision thereof, or for which. the
employer makes a settlement payment. Caverage does
not include servicesrendered through a medical. clinic
or-other similar facility provided or maintained by an
employer:

N.  Servizes availuble without cast: Coverage
doesnot mc]ude services for which a charge would not
have béen rade if no coverage existed; services for
which thie enrollee is not legally obligated to pay;
services which the ‘enrollee received or, upon
application, could receivewithout cost under-the laws.or
regulations of the UnitedStates of America, Dominion
of Canada, any other country, or any state ar political
subdivision thereof.

0.  Services.available through other programs:
‘Coverage does not inchide any service.to the extent the
benefits are payable:

1. Under any group health care contract under
the.coordination of benefits provision of this Program;

2. Under Medicare, if the enrollee was or would
have been eligible for Medicare benefits at the time of
“service had the enrollee enrolled in Madicare (see App.
A MLE) or

3. 'Under any health care program-supported in
‘whale or in part by funds of the-faderal government
orany state or political subdivision except where by
law this Program is made primary.
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P.  Services provided hy family members or relatives;
Coverage does not include services provided to the
enrollee by a.person related te the enrollee by bloed or
marriage.

Q.  Services related to corrective eye surgery:
Coverage under this Appendix does not include any
services, supplies or charges relatéd to corrective
‘eye surgery, as defined in Appendix D, 1IL, K. of this
Program. See Appendix D, IV, ¢ for- Program coverage
provisions for such surgery. '

168




App. B
APPENDIX B
MENTAL HEALTH AND

SUBSTANCE
ABUSEUSE DISORDER

The provisions of this Appendix B apply to.enrollees of
the TCN option.
I, Pefinitions

To the extent they are notin conflict with the following,
definitions in Appendix A are incorporated herein by
reference: For purposes of this Appeadix;

A, “approved mental heaith or substunce
obuseise _disorder treatment program and/or
provider” means -an inpatient or outpatient program
and/or provider which/who provides medical and
other sérvices to. enrollees for' a mental health
condition or substance abuseuse disorder-cendisen,
meets all state licensure and approval requiremeénts,
and has enteredinto an agreement with the coverage
carvier to provide sevvices as .speciﬁ'e_d in this
Appendix,

B.  “assessment’ mears

1. clet_ermiﬁati_on by an: assessment
coordinaterof the nature of the enrolfee’s condition:
the need for treatment, the type of treatment
required and referral to the most appropriate level of
care; and,

2. for the patient with _substance abuse

use disorderpatieat, the development of a
continuing card. treatment plan by the enrcliee, the
assessment coordinator, and the attending physician, if
appropriate;

C.  “assessment coordinator” means a quaiified
employee of a central diagnostic and referral agency
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(CDR) which has been selected and approved to
provide assessment services. Assessment coordinators
must meet Program standards for Selection;

D.  “central diagnostic and referral agency” or
“CDR” means an approved agency whish employs
assessment coordinators designated to:

1. ‘make face-to-face assessments for the:

development of substance abuseuse disorder
continuing tare treatment:plans; )

2. make determinations regarding. whether
the patient’s condition requires mental health andjor
substarnice abuse—use disorder treatment;

3. make referrals to panel providers;

4. provide short-term counseling (up to 2 visits);
and

5. perform aftercare planning-and follow-up.

Inaddition, the €DR may provide tp to 3 short-term
counseling sessions for employess, and communicate
with  Work/Family  Representatives. .about
agsessment and referral activities relating to -an
employee, where appropriate and when authorized
by the emplayee. The CBR will supply necessary
information to the -carrier about panel. provider
performance and selaction and other utifization data
and  statistics as-requirad, including evaluation using
designated performance data of panel providers with
‘whom tlie carrier contracts;

E.  ‘“Central review organization” or “CRO" means

a national organization which has been designated to
provide the following functions:
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i conﬁrm eligibility of the patient for-mental
health and/or substance abuseuse disorder coverage

.under the Program;

2. -authorize and approve mental health
treatment, Substance abuseuse disorder treatment,

‘and outpatient psychological testing;

3. monitor CDR performance;

4. exercise managed care protocols, with CDR
asgistance wheén appropriate, for those enroilees
who réquire bath mental health and substance

abuseuse disorder outpatientvisits; and

5. -evaluate panelproviders and make contracting:
recommendations to the carrier, using designated
perfarmance standiards;

F.  ‘clinical nurse specialist” means a person
who meéts all of the following criteria: possesses a.
Master of Arts (MA); Master of Science (MS) or
Master of Scienice in Nursing {MSN) degree from an
accredited school of nursing; the Master's degree

must be in psychiatric aursing or the individual niust

have 2,000 hours of clinical supervision post-Masters
degres; must have a mikimum of five years post-
Masters degree clinical experience in the field of

psychiatric mental health sursing at least two years.

of which were supervised by a Masters level
psychiatric nurse (or the equivalent); possesses a
license .as a vegistered nurse in the jurisdiction in
which the practice is to oceur; be eligible for listing in
an American:Nursing AssociationRegister of Certified
Nurses in Advanced Practice as a clinical specialist in
adult psychiatric mental health nursing or
chlld/ad_olesce_nt psychiatric nursing; and
participates as-a panel provider. '

-1711.
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G.  “continuing care treatment plan” means a
document completed for patients with substance
abuseuse disorder patiemss—by ar assessment

coordinator at the conclusion of the assessment.

process. The continuing care treatment plan includes
the recommended ‘provider(s), and the type(s) and
duration of treatmient, and may be modified by the
provider and the assessmient coorditaior in
consultation during'the course of treatthent;

H. ‘“detoxification” means inpatient treatment
for the physiologic stabilization of an entollee who
is undergoing acute withdrawal from an intoxicating

-substance. To be covered under this Prograrm, such
treatment must be provided by, or under ‘the
supervision. of, a physician and through a facility
approved to provide such care;

L “detoxification facility” means a hospitat
or residential {reatment facility which is a
provider of detoxification services. Such facilities
may offer subsiance abuseuse disorder rehabilitation
treatment subsequent to detoxifying an enroliee;

E “halfway house treatment” means treatment
provided under a semi-residential living
arrangement te a patient with_substance abuseuse
disorder--patient who- requires a more structured
living environment than cutpatient treatmentor partial
hospitalization treatment wduld provide, but who does
not require full-time residential treatment and care.
1t provides a -controlled environment during the
hours of the day the enrallee i$ not undergoing
treatment or is not engaged in specific constructive
activity {e:g,, workmg, attending school);




App. B LK,
K.' "r‘npatienf care” megans treatment.in;
ahospital;
a detoxification facility; or
3. aresidential care facility;

L. "mental disorder” mcans any mental,
‘emotional, or personality disorder classified as a
mentai chsorder 1n lhe most 1eccnt edition of the
Revision, C]lmcal -Modifieation”, ]nC]LlEI-;Ig
lassification—305440hacco (nicotin e]ﬂd ependence,

but exc]udmg a]cohol and drugahusesi
d - catepories-303:0- threugh

305.8;

M. “ouipatient facility” means an administratively
distinct governmental, other public, private, or
independent unit or part of such. unit that provides
outpatient mental health or substance abuseuge
disordey services: The term .includes centers for
‘the care of adults or children such as hospitals,
clinics, and pgartial hospitalization treatment centers:
For ‘mental health. services, the definition includes
Community Mental Health Centers as defined in the
Tederal Community Mental Health Centers Act of
1963, as amended;

N.  ‘“outpatient treatment” or “visit” (including
intensive outpatient treatment) means a therapy
‘session p1 ovided in an outp'lhe'nt mental hea]th o'r

_pauent and a pro_v_lder ina _smgle day; with a fotal
duration of four (4] hatrs or less, are ‘considered to
e a single treatment or visit. [f outpatient sessions
with all providers in a- given day total more than four
{4) hours, such treatihent shall be considered partial
‘hospitalization;
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0. ‘“panel provider” or “network ‘provider”
‘means a mental hea]th or substance abuseuse
Eé;g;::d to provide services in accrn_ ‘dance with the
terms of participation established by the Program
and has executed an:agresment with the carrier;

P. “partial hasprta?:zatmn treatment”
means a serm-remdential ]eveI of care for- patlents
who require coordinated,’ mtenswe complehenswe
and multidisciplinary tveatment in a structured
setting, but less than full-time hospitalization. The
patient undergoes therapy for moere than four (4)
hours a day, and may receive-additional serviceg (e.g.,
meals, bed, recreation);

Q. psychmm ist” means. 3 physician who is
board eligible or board certified in psychiatry and
licensed to practice medicine at the time and place
services are rendered of performed;

R “psychofogist” means- a  person W'I_i'q
possesses a doctor of philosophy [Ph.DD.), doctor of
educatich (Ed.D.), doctor of mental health (DMIL,), or
doctor of péychology {PsyD.) degree from a
regionally accredited university, has a minimunm of
five vears of post-doctoral clinical experience (atleast,
‘two of which were supervised by a licensed clinical
psychologist or by a board-gualified psychiatrist),
possesses. a valid license for the independent: practice
of psychology -at the highest. level recognized by the
state in which practice i5 to aceir, i§-cligible for listing
Jn the National Register of Health- Gare Providers. in
Psychology, and participates as a panel provider;
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S. “registration® means contact by the provider
with the CRO to infornr the agency that the enrollee
ig commencing 2 course of mental healt'h or

ehglblh_ty L_mder t_he Pr_ogram and to _Dhtam any
necessary approyals or authorizations;

T.  “Yesidential care facility” means.an approved
inpatient facility which ‘operates twenty-four (24)
howrs z day, seven (7) days: a-week for the provision
of resxdentlal menta] hea]th and/or substance

U.  ‘“social worker” means a vperson who

pessesses a master in-social work (MSW), master.of

science in social work (MSSW); or doctor of social
work {DSW) from a graduate school of social work
aceredited by the Council.on Social Warl Education,
has.a minimum of five years of post:masters or post-
doctoral degree clinical social work experience [at
least two. of which were supervised by a licensed
clinical sotial worker), possesses a valid license or
ceitificate for thie independent practice of sacial
work at-the highest leve! recognized by the state in
which practice is: to occur {e.g, Licensed CIlmcai
Sotial Worker {LESW)), is eligible- for Tisting in the

National Association of Sdacial Work Register of

Clinical Social Workers and/or the National Register
of Menta! Health Care Providers in Social Work, and
participates as a'panel provider: and.

V. “substance: &baswse -disorder” means aleshel

Otmd]'l:lg- dependence or abuse of alcuhol umnui,s,

and other
s.-as-classified -in- categosies
203:0- thleugh—é{}%{% —fexcept-305:1)-of the most
cunent adition of the ”Intematmnal Classaﬁcahun of
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I, Terms and Conditions of Coverage

A, Conditiohs of Berefit Payment

An enrollee is. eligible for benefits for covered
expenses ‘incurred during ‘an approved course of

treatmentonly if the followingcéonditions are met:-

1. Services must be provided on.or after the

enrollee’s effective date of coverage under the Program
-and this Appendix.

2. Benefits must be available within thiebenefit
period (see LB, below).

3. a. [n order to be covered in full under the

Program, all covered services rendered in the care

and treatment.of mental health and subsiance abuse.

providers, except in the case of emergency whicl ig

subject to the provisions of Section 1V.B:1. .of this

Appendix. The panel may be comprised of the
following types of facilities and providers:

(1) Hospitals

(2) Outpatient facilities

(3'] Detca__xifi'catitm facilities

(4) Residential care facilities

(5) Partial hospitalization facilities
(6) Halfway houses

(7) Skilled nursing facilities
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{8) Psychiatrists
{9) Psychologists
(10) Social workers
(11) Giinical nurse specialists
{12} Outpatient Clinics

b. In addition, if due to the unavailability
‘of spectalized services, Hie enrollee needs referral to
a non-panel provider, then, in sucl cases only, fion-
pauel providers wili be covered in full’ subject to App.
BILB4a. and b, provided the enroilee is referred
by the CRO or referred by a panel provider and the
services are authorized, in advance, by the CRO.

c.  Services provided in accordance with App.
B, 1V.B.3. are covered in full.

4. Benefits for ouipatient.treatment rendered by
alinical nurse specialist, social worker, or psychologist
as-an independent practitioner are available oaly if such
practitioner participates as a panel provider.

5. The enrollee can be assessed by an
assessment coordinator from 4 designated CDR for

residential and/or  Thalfway house substance.

abuseuse diserder treatment. If such coordinator
makes ‘a determination of substance abuseuss
disorder and, the assessment specifies a level of care
which  includes residentia! or halfway haouse
treatment; suchtreatment will be covered subject-to
other Program provisions.

6. Detoxification admissions must be reported

to the CRO or CDR within twenty-four (24) hours
of admission. Ta such cases, the CRO can notify the
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COR assigned to that focation. The CDR’s assessment
coordinator can contact the entollee during or after
the detoxification and develop a plan for treatment
subsequent to detoxification [continuing care treatment
plan). Betoxification confinements fonger than three (3)
days thust b approved by the CDR or CRO,

7. Mental health inpatient services and
admissions' must be authorized by the CRO within
twenty-four (24) hours of admission.

8. Partial hospitalization for mentat héalth and

substance abuseyse disorder treatment niost be

registered with the CRO or CDR, if applicable.

9.  Adsiission to a skilled aursing facility must be
for the treatment of a mental health condition and mest

be avtherized by the CRO.

10. Qutpatient treatment services by panel and
nor-panel providers will be gxpected td comply with
the: managed care review and -authorization
requirements for- any extended outpatient care

services or for treatment for select diagnostic
conditions a$ determined by the CRO or COR, if

applicablé.

11, Benefits are payable subject ta-the provisiogs
and limitations of the Program, regardless of the.
treatment plan developed through assessment.

12, Benefits payable under this Appendix for
4n enrollee el:gxble for Medicare shall be paid in
accordance with the terms and conditions pertaining to
Medicare as specified in Appendix A, $éction TLE,
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B.  DBenefit Peripd

1, a. An enrollge is €ligible for @ maximum 6f
three hundred sixty-five (365) days of covered
inpatient miental health care within the benefit period
setforth in Appendix A, |LB.1..

b. An enrollee is eligible for a-maximum of
thres hundred sixty-five (365) days of covered
inpatient substance abuseuse. disorder care mcludmg
detoxification within the benefit petiod set forth in
Appendixz A, ILB.1.

¢ Each day of care utilized for inpatient
substance sbuseuse disorder treatment is charged
against the.unused portion of the three hindred sixty-
five {365) dayinpatient mental health benefit period,
Likewise, eachday of inpatient mental health care is
charged against the uaused portion of the three
hundred sixty- five (365) day inpatient substance
abuaseuse disorder treatient period.

Z. a. An enrollee is eligible for a maximum of
seven hundred thirty {730) days of care in a partial
hospitalization treatment facility within the benefit
period setforth in Appendix A, ILB.1:

b. Each day of inpatient care for inental
health or substance abuseuse disorder treatment within
the benefit period reduces by two [2) the number of
days of care available for mental health or substance
abuseuse_disorder partial hospitalization treatment,
Each two {2) days of partial hospitalization treatment
reduces by one (1} the number of days of care
availablé for inpatient care.

3. a. An enrollee is eligible for a maximum of
seven hundred thirty (730) days ¢f mental health
carein an approved skilled siursing facility within the
‘benefit period set forth in Appendix A, ILB.1.
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b, B—Each day of inpatient care for mental
health treatment within the benefit perind reduces by
two (2) the number of available days for skilled
nursing facility.care. Fach two (2) days of medical cara
for the treatment of mental disordeérs in a skilled
nursing facility reduces by one (1) the nuwriber of days
of inpatient medical care available for the treatment of
mental health related disorders in a hospital.

‘4. a. An enrollee is eligitle for the following
cutpatient mental health visits with a panel provider,
or to a non-panel provider with advance reférral: visits
1-20-covered at 1009, visits 21-35 covered at 75% {with
A maximim member cost of §25 per visit), and visits 36
and over are.covered with a'$25 co-payment per visit
for both facility and professional services per calendar
year

b. An enrollee is eligible for the following
outpatient substance abuseuse disorder visits with a
pdnel provider, or to a non-panel provider with advance
referral: visiis 1-35 coverad at 100% and visits 36 and
over are covered with a $25 co-payment. per visit for
both facility and professional services percalendar
year:

c.  When an enrollée requires mental health
ahdfor subistance abuseuse disorder outpatient
treatment, the €RO and/or COR (where Eipp'l"()priat'e] can
exercise managed care protocols ‘after a total of six: (8)
outpatient visits and can monitor the treatment
plen(s) to assure appropriaté coordinated care.

d. Anorexia MNervosa, Bulimiz and other
cenditions covered by App. B. which are appropriate for
case management, may be case managed by the CRO
utilizing the case management procedures described.
in Appendix A, ILK. with any alternative benefit plan
being limited to the dollar pool créated using the three
hundred sixty-five (365)-day inpatient benefit described
in this section.
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e. Outpatient psychological testing is not
considered “treatiment” and is not charged'against the
outpatientvisits in Section 1LB.4.a. and b.

‘£ Fach visit by one-or. more members of an
enrolfee’s family for family counseling counts as one
{1) visit, as defined in Séction IL.B4.a and b.

5. An enrollee shall be eligible for a lifetime
maximum. of ninety {90) days of substance abuseuse
disorder treatment in'a panet halfivay house,

.. A new benefit period begins only when the
enrollee has been out of care {as described helow) for a
continuous period of: sixty (60 days. Accordingly, there must
be alapse of at least sixty (60) consecutive- days betiveen
the date of the énrollee’s last discharge fromany hospital,
skilled nursing facitity, residential care facility or any other
facility to which the 60-day benéfit renewal period of this
Appendix and Appendix A- apply (see Append:xA iLB.4. for
example), and the date of the next admission, irrespective of
the reason for the last admission and irrespective of
whether or not benefitsare. paid as a consequence of such
adm15510r_1_ Further; f subsequent. ta such discharge, the
enrollee is a patient in a psychiatric or substance abuseuse
disorder partial hospitalization program, a- substance
abuseyse disorder halfway house, a hospice program oris
receiving home heaith care visits, the 60- day renéwal
period is broken, whether or not benefits are paid as a
result of receipt: ofsuch services.

ll. Coverages
A.  Inpatent Care {Mentat Health and Substarice
Abuselse Ddisorder)
1. Inpatient mental health and substance

-abuseuse disorder care is subject to the benefit period set
forth in App. B, [1.B.1.
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2. ‘inpatient services by non<panel providers are.
subject to the cost-share provisions of Article IL, 4(5){9).

inchiding the 0% liiitation on paymént for services

provided by non-panel providers and the annual out-

of-pocket maximum of %250 (individual)}/$509
(family) which is to be shared between medical and
mental health/substance abuseyse disprder services.

-3._ Coverage includes the following inpatient
services when provided and billed by the facility:

a. semiprivate’room, including generdl
nursing services, megls and spécial diets;

b. laboratory and pathology examinations
related to the treatment received in the facility;

¢ drugs, biclogicals, solutions and supplies
related to the treatment received and used while the
enrollee-s inthe facility;

d.  supplies and use of equipment required
in the-care and freatmentofthe enrollée’s condition;

e. professional and ancillary  services,

including those of other trained staff, necessary for.

patient care and freatinent, including diagnostic
examinations:

f.  individoal and group therapy;
g counseling for family membess;

h. electroshock therapy for & mental health
patient, when administered by, or under the
supérvision of a physicdan and anesthesia for
electroshock therapy wheti administered by, or
under the supervision of, a physician othérthan the
physician giving the electroshock therspy;
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i supplies:and use of equiprent required
for detoxification’ or rehabilitation of patients with
substance abusepatientsuse disorder; and

j-  psychological testing administered by a
panel psychologist when medically indicated and when
directly related to the organic.medical or functional

condition or when it has an integral role in rehabilitative

ar psychiatric treatment progiams,

4. Coverage for medical care for the treatment

of mental diserders is limited to (i) individual
psychotherapeutic treatment; (i} family counseling
forthe enrollee’s family, (iif) group psychotherapentic
treatment,. (iv) psychelogical testing when prescribed
or performed by a physician, ‘and {v} electroshotk
therapy and anesthesia for electroshock therapy.

B, Skilled Nursing Bacility Care (Mental Health
Only) '

1, Mental health care in a skilled nursing facility
is subject to the benefit period set-forth in App. B, 1LB.3.

Z. Coverage include$ services as described in
A3, above, and medical care. Medical care in a skilled
nursing facility is limited to @ maxinium of two (2)
‘physician visits per week.

C.  Halfway House Care (Substance Abuselse
Ddiscrder Oniy)
1. Substance sbuseuse disorder care in a
halfway house is subject to the. benefit period set forth
in App. B, ILB.5,

2. Coverage includes the following halfway
hause services. whien provided and hilled by the
facility:

a  bedandboard;
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b. intake evaluatior;

¢ uptoone (1) routine drugscreen per
week;

d. individual and group therapy and or
counseling; and

e. counseling for family members.

D.  Partial Hospitalization (Mental Health and
Substance Abasel)se Déisorder)

1. Mental health and substance azbuseuse
disorder cere in partiat hospitalization treatment
facilities is subject to the benefit period set forth in
App. B, I1.B.2.

2, Inpatient services by non-panel providers are
subject to the cost-share provisions of Article I1, 4{b)(9),
including the 90% limitation on payment for services
provided by non-panel providers and the annual out-
of-pocket maximum of $250 (individual)/$500
(family) which is to be shared between medical and
mental health/substance abuseuse disorder services.

3. Coverage for treatment in a partial
hospitalization treatment facility includes the following
services when, provided and billed by the facility:

a. laboratory examinations related to the
treatment received in the facility;

b.  prescribed drugs, biologicals, solutions and
supplies related to the treatment received, including
for substance abuseuse disorder, drugs to be taken
home;
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¢, supplies and use af equipment reqmred
in the care of the'enrolies’ scondlﬁon

d. professional aind ancillary services

including those of other trained staff, necessary for the
treatment of ambulatory enrollees, including dizgnostic

examinations;
& ihdiv_idual and group"t_herapy;
£ psychological testing
g  counseling for family members;

h. electroshock therapy for a mental heaith
patient when administered by, or under-the supervision
of,-2 physician -and anesthesia for electroshock therapy
when administered by, or under the supervision
of, a physician othier than the physician giving the
electroshock therapy, and

i. an earallee admitted. to partial
hospitalization treatmentalse is entitled to a semiprivate
room, general nursing services, meals and special diets.

E.  Outpatient Care (Mental Health and
‘Substance Abusellse Ddisorder)

1. Quipatient mental health and substance
abuseuse disorder treatinent is subject to the benefit
periods set forth in App. B, ILE.4.2. and b.

2. Covered outpatient mental health and
substance abuseuse disorder treatment includes the
following:

a.  Services providet and billed by facilities.
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(1) professional and dther staff and
-ancillary services made available by facilities ‘to
ambulatory patients;

(2) prescribed drugs and medications
dispensed by a facility in connection with treatment
received at-the facility; and

(3) -electroshock therapy for a mental health
patient, when administered by, or under the
supetvision of, & physician and .anesthesia for
-electroshock: therapy when administered by, ‘or
under the supemsmn of, a physician other than the
physician giving the alectroshock therapy

h.  Services provided and billed by facilities.or
professional providers.

(1) Individual psychotherapeutic
treatmentsof less than twenty (20) mimites when
provided in an outpatient mental health facility
approved by the carrier.

(2} Individual psychotherapeutic
treatmients of a duration of twenty (20) minutes or
more (all sessions with a given provider on a single
day, with a total duration of four (4) hours or less,
shall constitutea single “visit” and be reimbursed as a
single unit of sérvice).

{a) Benefits will be paid as set forth in App.
‘B, IL.B.4.a. for outpatient mental health services at
100% of the panel reimbursement amount for visits
1-20, 75% for visits 21-35 (with a maximum enrolice
cost of §25 per visit), and visits 36 and over are
subjectto a $25 co-payment per visit per calendar
year when provided by panel providers, or a noi-
panel provider with advancé reférral Services
rendered by non-panel
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providers as provided in App. B, ILA.3.b. and in App.
B, [V.B.3: $hall be covered in full. Otherwise, when
outpatient mental health services are received froma

non-panel provider without reférral, such services

must be rendered by physicians, and will be
reimbursed at-50% of the amount payable to panel
providers  for  comparable  dérvices.  Such
reimbursement will be made only te the primary
enrollee. '

(b) Benefits will be paid as set forth in
App, B, 1L.B:4D. for individual outpatient substance
reimbursement amount for visits 1-35 and visits 36
and over are subjéct to a $25 co-payment pey visit
per calendar year-when provided by panel providers,
or to a non-panel provider with advance referral. No
benefits are payable for treatment by non-panel
providers, except when services are rendered by
non-panel providers as provided in App. B, ILA3D. in
which case such-treatment shall be covered in full,

(¢} __Benefits_will_be paid_for all other
outpatient meptal health and substance use disorder
services at. 100% of the panel reimbursement
amount when provided by panel providers. Bengfits
are, payable at.90% of panel reimbursement amount
for__services provided by _non-panel  providers.

a.._.._Ambulatory detoxification
b......Applied Behavioral Analysis (ABA)
¢ Electroconvulsive Therapy (ECT]
d..__lntensive 0utnatiem,ﬁ_ljégmmg_ggm

withdrawal symptoms
f....Neuropsychologica) therapy
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1. Oubpatient  mcnitoring_ of _injectabie
therapy,

j..._._ Partial hospitalization programs (PHP} <

mental health and substance use disorder, (e.g.
ealing disorders)

0.... Transcranial magnetic stimulation

{3) Group mental health and substance
gbuseise disorder treatment is covered subject to the
payment provisions in subsections (a) or (b) above.

(4) Family counseling to members of the
‘patient’s. family ¥ covered subject to the payment
‘provisions in subsections (a) or (b) above.

3. Outpatient psychological testing is-covered
‘eniy-when-preauthorized-by-the-CRO-and-performed
by—a--panél—previder, Sueh--such testing is not

considered treatment and thereford is not subject to
the benefit period maximum.
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4, Arrangements with the CDRs:.

a; For -inpatient substance =buseuse
disorder care, assessments, referrals and
continuing care treatment fo]low-up do not reduce
the enrollee’s outpatient visit entitlement; and

b.  veluntary utilization: of the CDR for either
inpatient or oufpatient mental health or substance
abuseuse disorder assessment and referral, does not
count as an outpatient visit.

F. _ Travel Expenses for Covered Mental Health
and Substarice Use Bisorder Services

Cer 1ntrave] and o n EXDenses rimar'ily[

reimbursement if a network provider is not avallahle

~within 150 miles of the_enrollee’s yrimary residence

and.virtual care is notan optior.
2. To qualify for reimbursement:
Travel and. lodging gxpenses musi he

nc!grred to.receive covered health care services from

the nearest network provider in a location wharé the
services are. dvailable and permitted under state and

Jdpcat law; and

b. Co_st associgted mist be for US. domestic

travel _and lodging for the enrollee and_one

companion to travel from the enrgllee's home
address; and

C.. Travel expenses eligible for
retmbursement _are limited to those defined. as

niedical expenses under Internal Revenue Code
Section 213(d) and its implementing regulations and
ggh;zggﬂlaraw guidance; and
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d.__Totzl maximum_travel _and__lodging
benefit is notto exceed $2,000 annually perenrollee,

V. ‘Limitations and Exclusions

A.  Panelproviders are required to contact the
CRO to verify eligibility and receive prior authorization
of all non-emiergency inpatient, partial hospitalization,
residential treatment, nursing home and half-way house
mental health and substance abuseuse disorder
services.

B.  Coverage will be limited to the following when
rendered by or through nen-panéj providers:

1. Emergency services. Providers must
contact the CRO or CDR, if applicable, within
wenty-four (24) hours of the inpaHent admission,
detovification oroutpatient treatment for autherization
of such services.

2. Non-emergency services. Benefits for
inpatient mental health or substance abuseuse
disorder services provided by non-panel providers.
without referral by a pane! provider are subject to
any non-panel payment limitations and out-of-pocket
maximum provisions asdescribed in Section 11LA.2 of
this Appendix.
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3. Outpatient services,

‘4. Services provided by non-panel
‘physicians {e.g., internists or general
practitioners) must be registered with the
CRO after the first visit and are limited to a
maximism of one (1) visit.

b. Coverage for  substance
abusense disorder treatment does not

include services provided by non»panel'

providers except for emergency
detoxification.

€. Coverage is not available for services for
treatment of mental disorders which, according to

generally acoepted medical standards, are rigt amenable.

to favorable modification, except that coverage is
available for the period necessary to determine that
the disorder is not amenable to favorable modification,
or for the period necessary for the evaluation and
dlagnosm of meaﬁl—deﬁe&eney-—er——reiaréaﬁe-&

D. Coverage for substance abuseuse disorder
treatment does not include professional services such
as dispensing niethadone, testing urine specimens, or
performing physical or x-ray examinations or other
diagnostic procedures unless therapy, counseling or
psychological testing are provided on the same day.

_E.  Coverage does nct include family counseling
which is rendered by a provider other than the provider

for the family member in the course of treatment.

Furthermore, reimbursement will be provided only
for services rendered to enrollees covered under the
General Motors Health Care Program.
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F.  Coverage does notinclude diversional therapy.

G. Coverage does not inciude psychological

testing if used as part of, or in connection with,

voeational guidance, training or counseling.

H. General Limitations and Exclusions under
Section 1V, and subsections I1.C, E. G, and H. of the

Terms and Conditions of Appendix A are equally

applicable underthis Appendix.
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APPENDIX C
DENTAL -COVERAGE

.  Enroliment Classifications

Dental coverage for a primary enrollee shall include
coverage for secondary énrollees as defined in the
Prograin,

il. Description of Benefits

Dental benefits will he payable, subject to the conditions
herein, if an eniollee incurs a-covered dental expense.

lil. Covered Dental Expenses

Covered dental expenses are the usual charges of a
dentist which an enrolice is required to pay for services
and supplies which are. necessiry, for treatiment
of a dental condition, but enly to the extent that such
chargés are reasonable and customary charges, as
herein defined, foi ‘services and supplies customarily
employed for treatment of that condition, and only if
rendered in accordance with accepted standards of
dental practice, Such expenses shall be only thase
incurred in connection with the following dental
services which are perfarmed, except as otherwise
provided in Section VII.B, by a licensed dentist and
which are received while coverage is in'force.

A.  The following covered dental expenses shall be
_paid at 100 percentol the carrier's allowed amount:

1. Routing oral examinations and prophylaxes
{scaling angl cleaning of testh), but not more than twice
each in any galendar year. Three clesnings per calendar
year will be allowed if thare is a detumented history
of periodontal disease. Fcur cleanings per calendar
year
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wilt be covered for two full calendar years following
pericdontal surgery.

2. One topical application of fluoride provided
that such treatment is only for enrollees under- 15 years
of age, unless a specifie dental condition makes such
treatment necessary.

3. Fluoride trays used in the delivery of topical
fluoride for enrollees undergoing radiation therapy of
the head and neck due to cancer, payahle once with
the initial cancer diagnosis and thereafier once with
each subseguent recurrence of cancer, as-medically
necessary.

4. Ope Qral Exfoliative Cytology (brush
biopsy) will be covered per calendar year for
enrollees presemting with an un-resolving oral
lesion/ulceration; or an enrollee with an oral
lesion/ulceration having a history of behaviors that
places the enrsllee at risk for oral cancér. Covered
services will include the collection of the biopsy
specimen, and its labgratory interpretation.

5. Space maintainers  that replace
prematurely lost teeth for children under 19 years of
age.

6. Emergency palliative treatment.

B.  Thefaollowing covered dental expenses shall be.
paid at 90 percent ofthe carrier’sallowed amount;

1. Dental ¥-rays, including:

a. fgl_l.mouth x<rays, once in any period of five
(5) consecutive calendar-years:
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b. supplementary bHewing x-rays once
every caténdar yeéar for enrolleés age 14-and younger;
and once every. two years for enrolleés age 15 and oldet,
and

€. such other-dental x-rays, including. but
not limited to those specified in &, and b. above, as are
required in connection with the diagnosis of a
specific condition requiring treatment.

2. Extractions.
3. ‘Oval surgery.

4. Amalgam, synthetic ;porcelain, resin-based
composite, and other American Dental Association
(ADA)-approved: direct restorativé materials that meet
Program standards: and are used to festore diseased’
craccidentally injured teeth,

5. General anesthetics and intraven ous
sedation when medically necessary and administered in
connection with oral of dental surgery.

6. Treatmentof periodontal and other diseases
ofthe.gums and tissues of the mouth.

7. [Endodontic treatment, including rogt canal
therapy.

8, Injection of antibiotic drugs by the attending
dentist,

9. Repdir or recementing of crowns, inlays,
onlays, bridgewark, or dentures; or relining or rébasing
of dentures more than six [6) months after the
installation of an initial or replacement denture; but
not more than ene relining or rebasing in any period of
three (3) consecutive calendar yeats. '
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10. Initial installation of inlays; onlays, gold

fillings, or crown restorations to restore diseased or-

accidentally injured teeth; but anly when the tooth;
as a result ‘of extensive caries or fracture, cannot
be restored with an amalgam, synthetic¢ poscelain,
resin- based composite or other American Dental
Assaciation (ADA)-approved materials that meet
Programi standards and are used for direct #lling
restoration.

11. Replacement of iilays, onlays, goid fillings
or crown restorations on the same tooth, if at least
five (8] years have elapsed since initial placement.
Repfacements earlier than five years are not covered.

12Z. Cosmelic bonding ofsight (8} frent teeth for
children 8 through 19 years of age if required because
of severe tetracycline’ staining, severs fluorosis,
hereditary opalescent densin, or amelogenesis
imperfectz, but not more frequently than-once in any
period of three (3} consecutive calendar years.

13. Anocclusal guard (mraxillary ormandibular)
is'a covered supply only for the palliative treatment
of bruxism and/or acute pain’ of the miiscles of
masticadon. The henefit is payable for one occlisal
guard in afive-year period.

14. The placement of an endosteal single.togth
implant abutment, and crown, including:any supportive

services with the exception of IV sedation and/or
general anesthesia: Coverage does not include hone
grafts or specialized implant surgical technigques,

C.  Thefollowing covered dental expenses shaill be.
paid at 50 percentof the carrier's allowed armount:

1. [Initial installation of fixed bridgework
(including inlays and crowhs as abutments).

2. Initial installation of partial or full removdble
‘dentures {including precision attachments and any
adjustments during. the six (6) month period
following installation),
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3. Replacement of an existing partial or full
removable denture or fixed bridgework by a new
denture ar by new bridgework, or the addition of

téeth to an existing partial removablé denture or to-

bridgework, but only §f satisfactory evidence is
presented that: '

a. the replacemeént or.addition of teeth is

required to replace one or more teeth extracted after

the existing denture or bridgéwork was installed;

b.  the existing denture or bridgework
cannothé made servicéeable and, if it was instalied
under thisdental coverage; at least five (5) years have
¢lapsed priortoe its replacement; or,

¢ the existing denture is an immediate
temporary denturé which caninot be made
permanentand replacement by a permanent denture
takes placewithin twelve (12) months from the date
of initial installation of the immediate temporary
denture. ' '

Normally, dentuiés .will be replaced by dentures
butif a professionally adequate result.can be achieved
arly with bridgewoerl, such bridgeworlk will be a
-tovered dental expense,

4, Orthedontic procedures. and treatment
(including related oral examinations) consisting of
surgical therapy, appliance therapy, and functional/
myofunctional therapy (when provided by a
dentist:in conjunction with appliance therapy) for
enrollees under 19 years of age, provided, however,
that. benefits will b paid after attainment of age 19
for- continuous treatment which began prior to such
-age,
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iznplant-abubment- and-crown, neluding any-supportive
servicos-with—the-excepHon-ofiV sedatien-andjer

ceperal anesthesin-Goverape-does-pot-inelude bons
grafisorspecialized-implantsurgicattechniques

V. Maximum Benefit For Other Than
Accidental Dental Injury

The maximum. benefit payable for all covered dental
expenses incurred during a calendar year commencing
January 1 and ending the foltowing December 31 {except
for services described in Section 1. /4. above and in
Section X below} shall be $1,8502,000 for each
enrollee,

For covered dental expenses in connection with
orthodontics including related oral éxaminations,
described in Section IIl. C.4. above, the maximum
benefit payable shall be $2,200 during the lifetime of
each enrollee, with a maximum of $2,000 applicable

to cavered dental expenses for services provided.

prior to January 1, 2008.

V. Pre-Determination of Benefits

Ifa course of treatment can reasonably be expected
to involve covered dental expenses of $200 or more,

a description. of the procedures to he performed and.

an estimate of the dentist’s charges must be filed
with the carrier prior to the commencement of the
course of treatment,

The carrier will notify the enrollee and the dentist of
the benefits certified as payable based upon such
course of treatment. In determining the amount of
benefits payable, consideration will be given to
alternate.” procedures, services, or courses of
treatment that may be performed for the dental
condition concerned in order to accomplish the
desired result,
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The amount included as certified dental expenses

willbe the appropriate amountas provided in: Sections.

IL and 1V, defermined in accordance with the
limitations set forth in Section VI..

Ifa description ofthe procedures to be performed and
an. estimate of the dentist's charges are not
submittedin advance, the carrier reserves the right-to
make a determinaticn of benefits payable taking into

account alternate procedures, services, or courses of

treatment, based on accepted standards of dental
practice. To the extent verification of covered dental
expenses cannotreasonably be made by the carrier,
the benefits for thecoursé of treatment may be for a
lesser amount than. would otherwise. have been
payable.

This pre-determination requirement will not apply
to courses of treatment urider $200 or to emergency
treatment, routine oral examimations, x- rays,
prophylax_es and fluoride. treatments.

V], Limijtations
A.  Restorative

1. Gold, Baked Porceldain Restorations, Crowns
and Jackets

If a tooth ¢an be restored with a material such
45 amalgam, payment:of-the applicable pércentage of
the charge for that procedure will be made toward
thecharge for another type of restoration selected. by
the enrillee and the dentist. The balance of the
treatment charge remains the respensibility of the
enrollee.
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2. Reconstruction

Payment baséd cn the applicable percentage
willbe made toward the cost of procedures necessary
to eliminate oral disease and to veplace missing
teeth.

Appliances or restorations necessary to increase
vertical dimension or restore the occlusion are
considered optional and their cost remains the
-responsibility of the enrolleé.
B.  Prosthodontics

1. Partial Dentures

If a cast ¢hrome. or acrylic partial denture will
Testore the dental arch satisfactorily, paymeént of the
applicable percentage of the cost of such procedure will
ke made toward a more elaborate or precision appliance
that-entollee and dentist may choose to use, and the
balance of the cost remains the responsibility of the
enrollee. '

2. Complete Dentures

If,in the provision of complete denture services,

the. enrollee ard dentist. decide on personalized’

restorations or specialized technigues as opposed
to standard procedures, payment of the applicable:
percentage of the cost of the standard denture services
will be made toward such treatment arid the balance of
the cost remainrs the responsibility of the enrollee.

:3.  Replacement of Existing Dentures

Replacement of -an existing denture _Wil_l be a.
covered dental expense only if the existing denture is-

unservicéable-and cannot be made serviceable, Payment
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based on the applicable percentage will be ‘made
toward the cost of services which are- necessary fo
render such appliances serviceakble. Replacement of

prosthodoutic appliances ‘will bé :a covered dental

expense only if at-least five (5} years have elapsed
since the date of the initial installation of that
appliance under this dental coverage, except as
provided in Sectidn 111 C.3. above.

C.  QOrthodontics

1. Iforthoddntic treatment is terminated for any
reagon before completion, the obligation t6 pay benefits
will cease. with payment to the date of termination. [f
such services are resumed, benefits for the services,
to the extent remaining, shall be resumed.

Z. The benefit'payment for orthodentic services
shallbe only for months that coverage is in force,

VIl. Exclusions

Covered dental expenses do not includé and no
bhenefits are.payahle for:

A, charges for services for which benefits are
provided uridér othér health care coverages;

B.  charges for treatment by other than a
dentist, except that scalitg or cleaning of teeth and
topical application of fluoride' may be pérformed by a
Heensed dental hygienist if the treatment is irendered
under the supervision and guidance of the dentist;

€.  charges for veneers or similar properties of

crowns and pontics placed on, or réplacing teeth, othier
thanthe eight {8) uppéer ard lower anterior teeth;
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D. charges for services or supplies that are
cosmetic in nature {(except as provided in Section

I1B.12); including charges for personalization or

characterization dentures;.

E.  charges for prosthetic devicés (intluding
bridges), crowns, inlays,-and onlays, and the fitting
thereof which were ordered while the enrollee was
not covered for dental coverage or which were
ordered while the enrollee was covered for dental
coverage butare finally installed or-délivered to such
enrollee more than sixty {60) days after termination
of coverage;

F.  charges for the.replédement'ofalo‘st, ‘missing,
or-stolen prosthetic device;

G. charges for failure-to keep a scheduled visit
with the dentist;
H. charges for reptacement or repair of an

arthodoeritic appliance;

L charges for services or supplies which are
compensable under a. Workers Compensation or
Employer's Liability Law;

I- charges for services rendered through &
medical department, clinic; or similar [facility

providedormaintained by the enrollee’s employer;

K.  charges for services or supplies for which
no charge is made that the ‘enroliee is legally
gbligated to pay or for which no charge would be
made in the absence of dental coverage;

200




App. €, VL.

1.  charges for services or supplies which are
not necessary, according to accepted standards of
dental praciice, or which are not recommended or
approvedby the attending dentist;

M. charges for services or supplies which do
not meet accepted standards of dental practice,
including charges for Services or supplies which are
-experimental in nature;

N.  charges for services or supplies received as
aresult of dental disease; defect or injury dué to an-act
of war, deciared or undeclared;

0. charges for services or supplies from any
governmental agency. -which are obtained by the
enrollee without cost by compliance with laws or
regulations enacted by any federal, state, municipal,
or other governmental body;

P.  charges for any duplicate prosthetic-device
orany othér duplicate appliance;

Q. charges for any services to the extent for
which benefits are payable under any health ‘care
program supported in whole or in part by funds of
the federal government or any state or political
subdivision thereof; ) '

R.  charges for the completion of any insurance
forms;

8. charges for sealants and for oral hygiene and
dietary instruction;

T.  charges for a plaque control program; or

U.  charges for services or supplies related to
periodentalsplinting.

Z01



App. G, VAL
VIll. Proofofloss

The carrier reserves the right at its discretion to-accept,
or torequire verification of, any alleged fact.or assertion
pértaining to any claim for dental benefits, As part of
the basi¢ for determining benéfits payable, the
carrier may require x-rays and other appropriate
diagnostic and evaluative materials.

IX. Definitions

As used in this Appendix, the terms identified helow
have the meanings stated.

A.  The term “dentist” means a legally licensed
dentist practicing within the scope of such dentist's
license. As used herein; the term “dentist” also includes
a legally licensed physician autherized by license to
perform the particular dental services such physician
has rendered.

‘B,  The term “erea” means a metropolitan area, a
county or such greater area as is necessary to Ubtam
-arepresentative cross-section of dentists rendering
'such services orfurnishing such supplies.

C.  The term “course of tregtment” means a
‘planiied program of one or more services or supplies,
whether-renderéd by oie or morg dentists, for the
treatment of a dental condition diagnosed by ‘the
attending dentist as-a result of an oral examination. The
course of treatment comiences oithe date a dentist
firstrenders a servite to cbrrector treatsuch diagnosed
dental condition.
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. The term ‘orthodontic treatment” means
preventive and corrective treatment of -all .those
dental irregularities which result from the anomalous
growth and development of dentition and its related
anatomic structures or as a result of accidentzl injury
and which require repositioning (except for preventive
treatinent) of teeth. to establish normal occlusion,

E.  The term “ordered” means, in the case of

dentuires, that impressigns have been taken from which
thie denture will be preparéd: and, in the case of fixed
bridgework, restorative crowns; inlays, ¢r onlays;
that the teeth which will serve as abutments or
support or which are being restored have been fully
prepared to receive, and impressions have been
taken from which will be preparad the bridgework,
crowns; inlays or onlays.

X. Accidental Dental Injury

Paymerits for covered déntal services related to the
répair of accidental injuty to sound natural teeth due
to a sudden unexpected impact from outside the mouth
will-not count against the annual benefit limit or the

lifetime orthoderiticlimit. Regular copayments will be

required for all such sérvices,
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APPENDIX D
VISION COVERAGE
. Enroliment Classifications
Vision coverage.for-a primary énrollée shall include.
coverage for secondary enrollees as defined in the
Program.

Il.  Description of Benefits

Vision benefits willbe payable, subject to the conditions
herein, ifanenrallee incursa coverad vision expense.

. Definitions
Asusedherein:
A, “Ophthalmologist” means any licensed doctor

of medicine or osteopathy legally qualified to practice
medicine, including the -diagnosis, treatment, and

prescribing of lenses related ta conditions of the eye.

B.  “Optometrist” means any person legally
licensed to practice optometry as defined by the laws of
thestate.in which the service is reidered.

€. “Optician” means ane who makes or sells
eyeglasses prescribed by an ophthalmologist or
optometrist to -cure or correct defects in the eyes,

-and grindg the lenses or has them ground according

to prescription, fits them int¢ a frame, and adjusts
the frame to fit the face.

D. '%Par-t_-i'cfpa't_ing provider® means an
ophthalmologist, optemetrist, or optician who

has signed -an agreement with the carrier
covering
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réimbursement, quality, service standards and other
terms and conditions connected with providing covered
viston services to enrollees.

E.  “Nonparticipatirig provider” means an
ophthalmioclogist, optometrist, or optician who has
not signed an agreement with the carrier covering
reimbursement, quality, service standards and other

terms and conditions connected with providing covered

vision services to enrollees.

F.  “Reasonabie and customary charge” means’

the actual amount charged hy an ophthalmologist,
optometrist, or pptician for a service rendered or

materidls furnished but only to the extent that the.

amount is reasonable, taking into considération the
following;

1. the usual amount which the individual

provider most frequéntly chargés the majority of

patienits 'or customers £ora similar service rendered
or materials furaished;

2. the prevailing range of charges made in

thie $ame area by providers with similar training and

experience for the service rendered of materials
furnished;

-3, unusual circumstances or tomplitations,

requiring additional time, skill, and experience ‘in
connection with the particular service rendered or
materials furnished.

As used in this Appendix, “reasonable and customary’

charge” also refers to scheduled or other contracted
amounts of payment used by carriers with participating
provider arrangements:
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The: carrier is responsible for determining the
appropriate reasonable and customary charge for
a given provider and service or miaterial, and such
determination shall be conclusive.

G, "Contoct lenses” means ophthalmic corrective
lenses, as prescribed by an oplithalmolegist of
optometrist, to be fitted directly to the enrollee's eyes.

H.  Lenses” means ophthalmic corrective lenses,
as prescribed by an ophthalmelogist or optometrist,
ta be fitted into a frame, '

I. “Frame” means.a standard eyeglass frame into
which two lenses are fitted.

] “Covered vision expénse” means the reascriable-

and customary charges for vision care services and
materials, as described inSactign 1V, when provided by
ophthaimologists, optometrists, and opticians for each
enrollee. '

K.  "Corrective eye surgery” means a surgical
procedure used to-alter the cornea or shape/surface
ofthe eye. in order to improve visual dccuity, correct
vision conditions such as myopia, hyperopid or
astigmatism and reduce or eliminate the reliance on
eyeweal, Such surgeries can include, but . are not
necessarily  limited to, lasér-assisted. In-Situ
Keratomileusis (LASIK), PhotoRefractive.
Keratectomy (PRK) and Radial Keratotomy (RK).

IV. Benefits
Benefits will be._paid. for the covered vision expenses

:describe_cl' in A, B., and C. helow, less any copayment.
as.described in D. below.
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A.  Vision Examinations:

1. Refraction, including case history,
coordinating measurements, and tests,

2. The prescription of glasses where indicated;
and

3. Examination by an -ephthalmologist, upon
referral by optometrist, within 60 days ofa vision
examination by the optometrist

B.  Lensés and Fraines:

When lenses are prescribed by an
ophthalmolegist or optometrist, the necessary

materials and professionalservices connected with the .

drdering, preparation, fitting, and adjusting of:

1. Lenses. {single vision, hifoeals, trifocals,
lenticular). If the enrollee selects lenses, the size
of which results in an additional charge; only the
reasonable and custemary charge for normal size
lenses of the same material and prescription will be
considered:a covered vision expense. If the enroliee
selects photochiomic lenses or lenses with a tint
other than Number 1 or Number 2, only the
reasonable and customary charge for clear lenses of

the same material and prescription will be.

considered a covered vision expense:

2. Contact lenses following cataract surgery,
or when visual acuity cannot be corrected to 20/70
in the bétter eye except by their use, or when

medically necessary due to keratoconis, irregular’

astigmatism or irregular corneal curvature. If contact
lenses are prescribed forany other reason, $80 s the
maximum amount that will bie considered a covered
vision expense.
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3. Frames. If frames are obtained from a
participating provider, the enrclieé may make a sélection
from the display shewn by the participating provider
and there will be no out-of:pocket expense to the
enrollee other ilian as described under “Copayments”.
Iftheenrollee obtains frames froma nonparticipating:
provider, $24 is the maximum amount that will be
considered 2 covered vision expense.

C.  Corrective Eye Surgery: Effective January
1, 2004, corrective eye surgery performed by an
ophthalmologist will become a covered service.
Coverage includes any related pre and post-surgical
professional services, facility expense and medically
necessary supplies. Coverage is:subjéct to the following
provisions:

1. An enroliee may not receive benefits for both
corrective eye surgery and for frames and/or lenses
(including contact lenses} in the same calendar year;

2. Upon prnofofpaymcnt ta the corrective eye
surgery provider, the carrier will reimburse the

‘primary enrollee for covered expenses, up to the

lesser of the charges or the maximum benefit of
$35000 $295.00:4n any four {£)year period;and

3. Anenrollee receiving benefits for.corrective
eye surgery in any one calendar year will bhe
meligible for lens (including cortact lens} and/or
frame benefits for that-year-andtwelve three (123)
subsequent, months-years. For example ap enrollee
undergoing corrective eye suigery in-on_Ma rch 15,
2004-2024 would be eligible for léns and/or frame
benefits in—on. o1 -after, March 16, 200258. Such
enrollees will ‘be eligible for benefits for an annual
exam, and will have access to the participating provider
fee schedule for non-covered services and for lenses
and/or frames for which'no benefits aré pagable.
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~D.  Copayments: For each enroilée, there isa
$7.00° copayment applicable to the covered vision
expense for each vision examination and 2 $10.00
copayment for the combined covered vision
expenses for lenses, contact lenses, and frames. The
total copayment for each enrollee, during a calendar
year, will not exceed $17.00.

V. Frequency Limitations

For each enrollee, there are the following limitations
on the frequency with which charges for certain
services and materials will be considered covered
vision expenses:

Vision Examination Once during a calendar
year, éxcept as provided
in Section IV.A.3.

Lenses and Contact Lenses Once during a calendar
year, except as provided
in Section IV.C.

Frames Once during atwe-
consecutive-tvalue
month-peried calendar
years, exceptas,
provided in Section
w.C. '

The limitations on lenses, contact lenses, and frames
‘apply whether or not they are a replacement of lost,
-stolen, or broken lenses, contact lenses, or frames.

VI. Exclusions

A.  Anylenses which donot require a preseription;

B. Medical or surgical treatment of the aye,
exceptas provided in Section IV.C,;
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C.  Drups or dny other medication;

D. Procedures determined by the carrier to
be special or unusual, such as, but not limited to,
ortheptics, vision training subpormal vision aids,
aniseikonic lenses, arid tonography;

E. Vision examinations or materials furnished for
any condition,disease, ailment, or injury arising out of
or in'the course of employment;

~ F. Vision examinations performed and lenses and
frames ordered:

1. before the enrollée became covered for this
coverage;

2. after the termination of the enrocliee’s’

coverage;

3, tothe extent that they are obtained without
costto.the enrollee.

Vil. Vision Network
A.  The carrier has.established a network

of participating providers who agree to accept
reimbursement according to a schedule for the covered

vision services and miaterials described in'Section1V. A..

and B. withoutenrollee copayments.
B. Ifan enrollee uses a participating provider

to obtain covered -services, the carrier will
reimburse
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the provider, without enrollee copayment, as specified
below:

1. the scheduled amount (which shall be
payment in full} for eye examinations; normal-size
clear, Number 1 or Number 2 tinted lenses; ard
medically necessary contact lénses. (see Section V. B.1:
and 2.);

2. the scheduled amount (which shall be
paymeént in full) for eyeglass frames with a retail
value'of $80.00 or less. [f-an eyeglass frame witli a
retail value preater than $80.00 is- selected, the
enrollee will be responsible for the discounted price
(parhcnpatmg providers discount frames with the
retail costin excessof $80.00), less $24.00;and

3. the scheduled amount of $65:00 for contact
lenses, which do not meet the ¢riteria in Sectlen
iV.B.2. The enrolice will be résponsible for any amount.
greater than $80.00.

€. If an enrollee resides 25 miles or less from
a participating provider but obtains covered services
from & non-participating provider (cthér than an
ophthalmotogist) the carrier will réimburse the
enrollee the scheduled amounts. The enarollée will
be responsible For paying the provider; including any
remaining balaice. Re¢intbursement to the enrollee
“for covered services received from nonsparticipating

ophthalmologlsts wili be made at the reasonable and

.cugtomary amount, less the enrgllee copayment (see
Section TV, I),

D.  1f an enrollee resides mwiore than 25 miles
from a participating provider and obtains covered
services from a non-participating provider {including
an ophthalmologist), the carrier will reimburse: the
enrollee in accordance with Section IV, above.
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APPENDIX E
MANUAL TRANSMISSION OF MUNCIE, LLC

{FORMERLY NEW VENTURE GEAR, MUNCIE,
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APPENDIX F

GM TEMPORARY EMPLOYEE
HEALTHCARE PLAN

The GM Temporary Employee Health Caré Plan.

(“Temip Plan”) is:a component of the General Motors
Hourly Health Care Program (the Program), applicable
as described in this Appendlx F. The Temp Plan
incorporates the provisions of the Program except.as
setforth in this Appendix.

Section 1. Establisiment, Financing and
Administration of the Plan

The provisions of Article I of the Program are
incorporated into the Temp Plan in theirentirety.

Section 2. Health Care Coverages

The provisions of Article 1l of the Program are
incorporated into the Temp Plan-with the fallowing
modifications:

1. Enrollees in the Temp Plan dre not eligible
to entol! jn the Health Maintenance Organization
Operatioii as described in Article 1l4(a) of the
Program.

Z. The Cost Sharing provisions of the Traditional
Care Network [’I‘CN), Article’ I, 4{b)(6), 4{b)(7), 4{b).
(8), 4(b}(9), 4(b)(12), and 4(b)(13) of the Program
do notapply tothe Temp Plan,

A. Coveredscrvices; as defined in Appendices

Aand B of the Program, when réceived from network
providersare subject to the foliowing:
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{1} All covered services, except for those
listed in 2:2.A[2) below, when received from
network providers are subject to an -annual
deductible’ of $300 per individual enrollee and an
annual deductible of $600 per family. No more than
$300 for an individual may be counted toward
satisfying the: family deductible, but the family
deductible can bhe met from a total aggregate ofall
family members without any individual meeting the
individual deductible amount.

{(2) The following services when received
from metwork providers do mot apply to the
deductible or out-of-pocket maximum,

~ {a) certain preventive services, certain
screenings, and certain diagnostic
tests/examinations  received from  network
providers, as set forth in Appendix A; [ILE.3.n of the

Program, which are exempt from dediictibles; co-.

payments, o co-insurance;

(b) physician dffice visits to network
providers, which aré subject to a 100% co-insurance
per visit;

(c) retail health clinic visits are subject’to
8 100% co-insurance for each visit fo @n in-network
retail health clinic for covered services;

(i) retail health clinic visits to a non-
network provider are not covered and are the enrollee’s
responsibility.

(d) telehealth visits are subject to a 100%.
co-insurance for each visit with an approved teleheslth
provider for covered services;

(i) teléhealth visits with .a mon-
preferred vendor or .to a noi-network provider are
not covered and are the envallee’s responsibility.
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~ (e) outpatient mental health services
co-insurance as described in Seclion 5.2:A. of this
‘Appendix;

{f) outpatient substance abuscuse
disorder’ tredtinent -co-insurance as described in
‘Section 5.2.B. of this Appendix; and

{g) prescription drug  coverage  co-
payments as described in Section 5.1.A. of thls
Appendix.

(3) After the annual deductible has been
satisfied, payment for covered services: obtained
from network providers wili be limited to 90% of the
network allowed amount, up to a calendar year
combined maximum  out-of-pocket cost for
deductibles and co-insurance of $1,000 for an
individual and $2,000 for a family. No more than
$1,000 for an individual imay be counted toward
satisfying the famiiy nut-uf-p:::cket maximum, but the

family out-of-pockel maximum can be met from a

total aggregate. of al} family members without any
individual meeting the individual out:cf-pocket
maximum amount.

(4) The annual deductibles and out-of-
packet maximums are tobe shared between medical
and mental health/substance abuseuse. disorder
services.

B. Covered services as defined in Appendices.

A and B of the Program, when. received. from non-
network providers are subject to the following:

(1) Al covered services when received firom
non-network providers are subject to an annual
deductible of $1,200 per individual enraliee and an-
annual deductible of $2,100 per family. Na more than

$1,200 for an ‘individual may be counted toward

satisfying the family deductible, but the family
deductible ¢an be met from a total aggregate cfall
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family members withgut any individual meeting the

individual deductible amount

(2} Office visits ta" man-network providers,

without an approved advance referral, are not

covered and arethe enrollee’s responsibility.

{3) After the annnoal deductible has been:
satisfied, payment for covered services. cbtained

from hon-network providers will be limited’ to 65%
of the network allowed amount for the same service ar,
if less, the actual charge. There is no out-of-pocket
maximun {imitation for services received from non-
network providers:

{4) The amnual deductibles are to be shared.

between medlcal and mertal health/substance

(5) If the enrollee is referred by a network

provider and receivés approval for the referral prior
to receiving services fiom @ non-network ‘provider,
the services will be treated as if performed by a
network -provider and will be subject to; the

deductibles,  co-insurance, and out-of-pocket
‘maximuns as described in Section 2.2.A.

16) Scrvices provided by  non-rietwork

providefs in a situation in which, according to
Program standards, the enrollee dods not have. the

ability or centrol to select network. provider to
perform the service, will be applied to the network
deductible, co-insurance and out-of pocket
maximum_ described in Section 2.2.A. In such

situations, if the provider ‘attémpts to collect an

amount in excess of the allowed amount from the
enrollee, the carrier will defend the enrollee on the
basis that the allowed amoiint is the reasonable and
customary reimbursemeit for the sefvices or supplies
in question.
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(7) With the exception of situations in which
subsection 2.2.B.(5) and 2.2.B.(6) of this Appendix,
apply, amounts above the carrier allowed amount
arethe responsibility of the enrollee. Such amounts do:
not count toward the deductible in subsection
2.2.B(1).

Section 3. Envollment, Eligibility,
Commencement, Contributions and
Continuation

The provisions of Article Ili of the Program are

incorporated into the Temp Plan with the following-

modifications:

1. "El;gibiiity for the Temp Plan is limited to those
Employees defined as Part-Time Temporary Employees

under the provisions of the 20392023 National

Agreement between the UAW and General Motors
LLC in Attachment B-C to Appendix A Re: Workforce
Composition.

2. Temp Plan enrollees are not eligible for
coverages under Appendix C {Dental Plan) of the
Program or Appendix D (Vision Plan) of the Program.

3. The provisionsof Article I1I, Sections 2[c), 3,
4,5{¢) dnd 5(d) are ivapplicable to the Temp Plan.

A.  The Company shall make contributions for
any month in which the employee is in active service and
eligible for coverage.

B.. (Coverage shall automatically cease as of the
last date of the month in which the employee guits, is_
discharged, is—placed—an-lay-aff-or placed on an
approved leave of absence, Covérage shall automatically
cease as of the last date of the month following the
month_in _which_the_e ee is placed on_layoff.
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C. Employeés Returning to Active Work

(1) If an emplayee’s coverage was
discontinued due to layoff or an approved leave
of absence, and if the employee returns to active
employment directly following such layoff or leave,
the employee shall be eligible for reinstatement of all
coverage immediately on the date of return to active
worlcwith the Company.

{2) Ifan employee's coverage is discontinued
due to quit or discharge, the employee shall not be
aligible for coverage until 94-days-from-the date of
rehire. ' '

4. The provisions of Article Hl, Sections 6 and 8
of the Program are inapplicable to the Temp Plan.
The opportunity for survivors of a Temporary

Employee to continue coverage or for a Temporary

Employee to continue coverage post-employment or
for periods not in active service will be limited to
self- pay continuation that may be avdilable under
federal law. Temporary Employee to continue
coverage or for Temporary Emplaoyee to continue
coverage. post- employment or for periods not in
active service will be limited to self-pay continuation
that may be available under federal law.

Section 4. Definitions

The provisions of Article IV of the Program are
incorporated i the Temp Plan in their entirety.

Section 5. Plan Coverages
1. The provisions of Appendix A of the Program

are incorporated into the Temp Plan with the following
modifications:
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A, Appendix-A, ILG.2a. of the Frogram does

not apply to the Temp Plan. The following will apply
instead:

Prescription Drugs (Retail and Mail Order)

Generlc $7.50/script
-Brand $15.00/script

B. Appendix A, [1L.G.3.5, of the Program,
Limitations and Exctusions, is modified to include the
exclusion of coverage for erectile dysfunction (ED)
drugs.

2. 'The_provisions of Appendix B of the Program
are incorporated into the Temp Plan. with the following
modifications:

A, Tlie cost share provisiois of Appendix B,
H:BA.a and LE.Z.h.(2}(d] do not apply to the. Temp
Plan. They are replaced by the following: An enrpllee is
eligible for the follgwing outpatient mentil health visits
with a panél provider, or to a non-panel provider
with gdvance referral visits 1-20 coveréd at 100%,
visits 21-35 covered.at 75%, and visits 36 and over
are. covered witls 1009 ‘co-insurance per- visit for
both facility and professional services- per calendar
year,

B. Therost share provisions of Appéndix B,
11:B,4.b. and 111L,E.2.b.(2)(b} do not apply to the Temp
Plan. They are replaced by the following: An enrollee
is eligible for the following outpatient substance
abuseuse disorder visits with a panel provider, or to
a non-panel provider with advance referral: visits 1-
35 covered at 100% and visits 36 and over :are
¢overed with 100% co-insurance per visit "fo_'r- ‘both
facility and professional services per calendar year:
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C...JBenefits will be paid for all other
outpatient mental health and substance uge disorder
services at 90% of the panel reimbursementamount
after deductible when provided by, panel providers.
Benefits are payable at 65% of panel reimbursement
amount after_deductible for services provided by

non-panel providers, Services include, -but may. hot”

be limited to:
(1) Ambujatory detoxification
(2) Applied Behavioral Analysis (ABA)
(3).Electroconyulsive Therapy.(ECT)
(4).Intensive Qutpatient Programs
(10P),
(5) Non:emergent _medical _treatment
for withdrawal symptams
(6)_Neurapsychological therapy

(7)_Neurcepsychological testing
(8)_Qutpatient detoxification

(10)_ Partial hospitalization. programs
{PHP)

(11} _Psychological testing

(12)._Physical/occupational __therapy
with, . respect to _ mental lhealth and
substance use-disorder

(13)_ Speech therapy. with _respect to

mental health and substange-dise disorder
(14)_ Nutritional __ counseling. _ with
respect tomental heéalth and substance use

disorder, (e.g:. eating disorders)
(15}_Transcranial magnetic_stimulation.
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G:D.The provisions of App. BIIL.A2 and D.2 do
not apply to the Temp Flan. They are replaced by the
following: [npatient services by non-panel providers are
subject to the cost-share provisions of Section 2.2.B of
‘this Appendix.

3. The provisions of Appendices C and D of the

Program are notincorperated inte and donotapply to
the Temp Plah.
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Statement of Intent
Notwithstanding the provisions of Exhibit A, Section
3(c) of the General Motors Hourly-Rate Employees
Pension Plap; Exhibit D, Articles V and Vi of the

Supplemental Unemployment Benefit Plan, and:

the Items Agreed to by UAW-GM SUB Board of
Administratios; which deal with local union

representatives for each of these benefit plan areas, the:

Company and the Uricn agree as follows:
1. Appointment of Benefit Representatives

(a) Local union- benefit representative(s) and
alternate(s} shall be appointed or removed by the GM
Department of the International Union. Management
benefit representative(s) shall be appointed or removed
by Management.

(b) Temporary replacement appointments may be
made by the Jocal union President for a minimum of
one weekand amaximum of four weeks. Replacement
appointmernts for any absence in excess of four
weeksalso shall be made by the GM Department of
the International  Union: Replacement
appointments in situations when fthe benefit
representative(s) and alternate(s) are both absent

but for less than one week and are on a leave of

absence pursuant to the provisions of Paragraph 109
of the UAW-GM National Agreement may be made by
the local union President.Any problems that may arise

under this procedure may be discussed by the Company

with the GM Department of the International Union.

{c) A local union benefit representative shall
be an employee of the Company having at least one
year of seniority, and working at the plant where,
andat the time when, such employee is to serve as
such
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representative or alternate. No such representative
or alerndte shall funcétion until written notice has
been given to the Company by the GM Department of
the International Union. In the case ‘of temporary
appointmerts, the notice should he given to local
Management with additional copies forwarded to the
GM Départment of the' Internatiorial Union ‘and the
Company.

2. Number of Local Union Benefit Representatives

{a) In plants having a total of léss than 600
employees, there may be one local union benefit
representative and one aiternate..

{(b) In plants having a total of 600 but less than
1,200 employees, there may be ‘two local union
benefit representatives and two alterniates.

{) In plants havibg a total of 1,200 but lass.
than Z,000 employees,- there may be three Iocal unien
benefit representativesand thrae alternates.

(d) In plants having a total of 2,000 but less
than 5,000 employees, there may be four local union
‘benefit representatives. and three altérnates. If such
plants have a total of 1,400 or more employees-on the
secand andthird shifss combined, there iay be five
Tocal union  benefit representatives and two
altéernates. '

{e) In plants having a total of 5,000 but less.
than 8,000 employees, there may be five local union
beneéfit representatives and two alternates.

() In plants having a total of 8,000 but less

than 10,000 employees, there may be six local union
beriefit representatives and two alternates.
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(g) [n plants having a tdtal of 10,000 of moere
employées, there may be séven local union benefit
representatives and two alternates.

The number of emplayees as used. hergin shall

-include active employees, employees. on sick leave of
‘absence,. and-employees on temparary layoff_and
acti've [eml:!ora'r\ar eleovees with (0 least 9'1

3.-Of the total nanmber of lotal unidén benefit
representatives and alternatés otherwise available, éne
or more reprosentatives and alternates may be assigned
to the second shift or third shift so long as the total

‘number of representatives and alternates set forth in

Paragraph 2. aliove is not exceeded.

4. When plant population changes occur which
would increase or decrease the number of local
beriefit plan.  representatives, such population
changes must be ‘in effect i a péricd of six

consecutive months before such-adjustment js made in
the .number of representatives, uniess such
population charige results from the discontinuance

or addition- of a shift or the opening or closing of a
plant. .[n the eveht of & cessation of operations, the
Company, at:the request of the UAW General Motors
Department of the International Union, will provide

for the continuance of Benelit Representataon Other
sitnations involving 4 sudden significant change in

the number .of employees: at a location: may be
discussed by the Company and the GM Department of

the International Urion.

5. Benefit Plan districts will be established by local

_muttal agreement. Only one local union benefit
representative will function in a benelit distiict and will

handle specified "benefit plan problems raised by
employees within that district pertaining to.the Pension
Plan, Life and Disability Benefits. Prograii, Health Care

Program; and Supplemental Unemployment Benefit
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Plan Agreemenls An alternate will be permitted
to function in the absence of a local benefit plan
Tepreseéntative on'the benefit plan representative’s shift.

6. Any local union benefit representative may function
as the member of the Pension Committee, as the
mernber of the local Supplemental Unemployment
Benefit Committee, o haridle benefit problems under
the Life and Disability Benefits Program and the
Health Care Program with respect to employees in
suth. representative’s Benefit Plan district. An alternate
may function.in the absence of a local union benefic
representative.

7. The time avdilable to a local union benefit
representative and alternate with respect to a Benefit

Plan district may not exceéd eight: {8) regular

working hours of available time in a day.

{a) On a local union benefit representative's
regular shift and without loss of pay, such local
union bénefit representative(s) may accompany the
management. benefit representative for a mutually

-agreeable joint off site visit to a local hospital, -an

impartial medical opinion clinic or a health maintenance
organization, or -other similar type joint ventures
with respeitto benefit plan matters.

(b}  Alocal union benefit representative attending
a schedulgd Management-Union Benefit Plan meeting
on a shift other than, the representative’s regular
shift will be paid for time spentin such meeting.

{¢) Oneé local unicn benefit representative

atténding the locat uniot'retiree chapter meeting will
be paid for time spent in such meating.
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(d) The time spent in such local union retiree
chapter meetings, off-site visits or Management-tUnion

Benefit Plan meetings will not result in additional hours,

whiich exceed regularly schedusled shift hours, avertime
prémiums Or an increaseé in répresentation time
being: furnished as a result of the representativa(s)

not working a full shift on the representative’s regular-

shift

8. The local union: benefit representative shall be

retained on the shift to- which the representative.

was assigned when appointed as such representative
regardléss of seniority, provided there.is a job that is
operating on the representative's assigned shift
which the representative is able to perform.

9. The Benefit Plang Health and Safety office may be
used by local union benefit repiesentatives during their
regular working hours:

() To confer with retirees, beneficiaries, and

surviving spouses who ask to séé a local union

benefit: representative with. respect to legitimate
benefit problems under the. Pension Plan; Life and
Disability Benefits Program and Health Care Program
Agreements,

(b) If the matter cannot be handled appropriately
in or near the employee’s work area, to confer with
emplayees who; durmg their regu]ar wurlcmg hours, ask
to ‘'see a local union henefit representative with

_respect to legitimate benefit proklems under the
Pension, Life:and Disability Benefits, Health Care, and
SUB Agreeiments.

(¢} To confer with employees who are absert from,
or notat work .en, their regular shift and who ask ta see
a local union benefit represéntative with respect to
legitimate benefit problems under the Pensios, Life and
Disahility Benefits, Health Care, and SUB Agreements,

227

]\\VJ!\




o

Mise: {Representdtion)

(d}) To write position statements and to compiete
necessary forms with réspect to a case being appealed
to the Pension or SUB Boards by an employee in the
local umion benefit plan representative’s Benefit Plan
district,and to write appeals with respect to denied

life, health care, and disability claims involving-

employees within the represéntative's Benefit Plan
district.

(8) To file material with respect to the Pension,
Life and Disability Benefits, Health Care, and SUB

Agreements.

(3 To make telephone calls with respect to

Jlegitimate benefit probleis raised by emmployees under

the Pension, Life and Disability Benefits, Health Care,
and SUB Agresments.

10. Notwithstanding Item 7 of this Statement of
Intent, during overtime hours, Local Union Benefit
Representatives. will be scheduled to perform: in-
plant benefit related activities, if they would
otherwise have work available in their equalization
group.
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PROCESS FOR VOLUNTARY
REVIEW QF DENIED CLAIMS

Under Section 50Z(a) of ERISA, employees who. have.
receivéd an adverse final determination from a
carrieron a claim may initiate a civil action at law. To
afford employees -a voluntary alternative means by
which they can seek review and possible
reconsiderationof 4 disputed health care claim or
guestion of coverage, internal procedures of the
Company, as Plan Administrator of the Health Gare
Program for Hourly Employees, will provide a
process. In connection with this precess, the Program:

1. Waives any right to-assert that a primary enrollea
has failed to exhaust admiinistrative reinedies
becausethe primary enrollee did not elect to submit.a
benefit dispute to-such process; and,

2, Agrees that any statuté of limitations or other
defense based on timeliness istolled during the time
such review is pending.

Stepr 1. Following receipt of a final determination
from the Control Plan or carrier with regard to
the appeal of a denial of a: ¢laim in full or in part,
an employee may request the local union benefit
répresentative to review the ‘disputed claim with a
designated Plans Workforce representative,

If requested to do so, the Plans Weorkforce
répresentative will endeavor to obtain additional
information from the Control Plan or carrier régarding
the disputed claim. The Control Plan or carrier will
advise the Plans Workforce representative what, if
anything, can be done to suppaert the'employee’s claim
for payment of benefits.
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Step 2. If local union benefit representatives cantest
the position ofthe Control Plan or carriers as reported
by the Plans Work{orce representatives, they may refer
the case to the International Union for review with the
Plan Administrator.

Step 3. The International Union may review the
disputed claim with the Plan Administrator, Control
Plan or carrier. At the request of the [nternational
Uriion, the Plan Administrator will request either the
Control Plan or carriet, s appropriate; fo review such
claim.

Step 4: The Control Plan or carrier will be fequested
to -report in writing to the Plan Administrator and
International Union jts action as a.resuit of such review:
If payment of the claim'is denied in‘full.or in part, the
Control Plan-or carrier will be requested to.include in
its report the pertinentreasons forthe denial.

Disputes related to-health care claims or questioiis of
coverages through a  health maintenance
organizationmay be reviewed in the same manner as
outlinéd in the preceding four steps, as applicable,
subject to the following: '

1.  Following denidl of a claim, an enrollee must
file any appeal with the health maintenance organization
through the member services department (or a
similar  department). Health  maintenance.
organizations provide members with a formal
‘procedure through which members can have denied
claims reviewed. Formal appeal procedures within
health maintenance organizations vary, but usually
include multiple steps in which a denied claim is
‘reviewed.
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2,  When the formal appeal procedure has been
exhausted, upon request, the health maintenance
organization will be required to provide the Plan
Administrator or tlie International Union with
information concerning its acticns. as a result of the
findings of the investigation.
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UNDERSTANDINGS WITH RESPECT TO THE
NATIONAL ACCOUNT PROGRAM

1. Master Group Operating Agreement

By signed agreement with the Company, the Control
Plan shall be responsible for the administration of
hospital, surgical, medical, prescription -drug, and
hearing aid coverages as déescribed in Appendix A. The
Control Plan shall accept the responsibility for assuring
that such coverages are administered according to
the specifications and conditions set forth in
Appéndix A.To this end the Gontrol Plan shall accept
responsibility for the implementation and overall
administration of a National Account Program, and
any appllcable lacal medical carrier plans serving as
carriers under the Health Care Program.

2. Areas Subject to the National
AccountProgram

Hospital, surgical, medical, prescription drug, and
hearing aid coverages shall be provided through the
National Account Program for all enrolleés under the
Health Care Program except in those areas in which
such coverages are previded through another carrier,

3. Administration and Implementation

It is the intent and expectation that all local plans
serving the areas described ir Section 2 above will
partigipate in the National Account Program by
entering into a formal participation agreement with
the Control Plan to arrange forand/or administerthe
specified Nationa! Account Program coverages in their
respective gecgraphi¢-areas. it a local plan is unable
or unwilling-to arrange for and/or.administer any or
all of the specified coverages of the National Account.
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Program, this fact shall be formally reported by the:
Control Plaa to the parties.

1f a tocal plan does not arrange for and/or administer
‘the specified coverages, the Control Plan shall advise
the Company and the Unjon-and recommend possible
appropriateactions incliding those setforth below.

The Contrel Plan may recommend that it:

+ Arrange for the specified coverages with the
administration being handied by the local plan, or

» Arrange for those portions of the specified

coverages not provided by the lécal plan with the
administration being handled by thie local plan, or

* Arrange-for and administer the coverages in a
local plan area il the locat plan doesnot participate in
any capadity, or

« Arrange for‘.anpther local planin the regi'on to
previde and/or administer the specified coverages, or

« Arrange for the specified covérages with the
administration being handled by anather lacal plan
inthe région.

The Gompany and the Union shall then instruct the
Control Plan of the appropriate action to be talen.

It-also is the intent and expectation that the Control
Plan and locai plans-shall perform their respective
obligations as set forth in the "IUnderstandings With
Respect Ta Utilization Review and Cost Containment”
and provide data and reports as mutually requested
by the Company and the Union.
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4. Informed Choice Plan Administration
Manual

(d) Contents.

An Informed Choice Plan Administration Manual
daveloped for the Health Care Program for use by all
participating local plans and ¢zrriers shall be brought
up to date as necessary. The Control Plan shall have the
respensibility for any necessary revisions of the Mapual
50 as to describe the coverages and performance
standards specified. for the- TCN options under the
Informed Choice Plan, Among cther items, the Mariual
should: i

(1) define and explain Program standards;

(2} explain the coverages and. the regulations
governingthe payment of benefits;

(3} include the standardized -administrative
practices and interprétations which affect benefit
paymerits;

{4) list the limitations and exclusions of the
coverages;

(5) define all those termis 'relatgd' to the
coveragesprovided [such. as facility, physician, ete.);

-and

{6) define the data to be provided with respect.fo
the operations ofthe National Account Program,

(b) Review
The Control Plan shall forward copiés of any

proposed Admin'i_strati_or_z Manual revisions to the
Company-and the Union. The Company and the Union,.
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after joint discussion and review, will advise the Control
Plan ofany action to be taken regarding the proposed
revisions.

The Control Plan shall issueé the cfficial controlling
Tevised edition of such Administration Manual sections
within 30 days of receipt 6f such advice of action:

(c) Administrative Practices

The Control Plan may amend its administrative
practices -and mterpretatlons as established in its
Administration Manual in order to better facilitate
the implementation of the eoverages provided through
the National Account Program, If, in the judpment
of either the Comparny or the Union; such changes in
administrative pracﬁces and interpretations matetially
affect the benefits in the Health Care Program, the
matual c_onsent to such chan_ge by the Company and the.
Union is-reqirired,

(d) Interpretation

The Control Plan shall provide written replies
to questions from the Company, Union, or carriers
regarding the 1nterpretat10n5 af the Adminjstration’
Manua! with copies of such interpretatians provided to
the'Union, the Company, and all affected carriers:

5. Performance

The Control Plan shall be re5p0n51ble to-ensure that
any local plans participating in the National Account
Program provide the scope and level of coverages
as specified in the Health Care Prograii and in the.
Administration Manual and ‘meet performance
standards as set by the Control Plan, subject to the
review of the Company and the Union. The Control
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Plan may, in exercising its résponsibilities, audit local
plans, if any, to determine if they are providing the
specified level of coverages.

6. OQther Carriers

Any other carrier not participating in the: National
Account Program shall provide the scope-and level
of hospital, surgical, medical, prescription drug and
hearing aid coverages defined in Appendix A in
these areas where it provides such coverages; subject

to the condition that carriers or other organizations’

may by mutual agreement of the Company and
the Union be substituted. Such coverages shall be
administered as applicable in accordance with the
Administration Manuial prepared-by the Control Plan.
Any interpretation of the scope ot level of coverages
described in the Administration Manua! shall be
referred to the Control Plan for- clarification. Any
other carrier not participating in the Natiohal Account
Program shail administer the Health Care Program
in accordance with such interpretations provided
by the Control Plan in a manner consistent with the
Administration ‘Manual and such interpreiations:
Carriers not participating in the National Account
Program desiring to-deviate from the administrative
standards.and procedures shall submit the proposed
deviations to the Company and Unien for review and
approval prior to implementation.

7. Relationships to Providers of Service and
Participation in Community Health Planning

It is expected that the Control Plan, the participating
local. plans and any other carrier will maintain
continuingand. close relaticnships with the providers
of health services and will actively participate in
comprehensive community health planning.
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8. Misceilanéous Administrative
Understandings

(al The Control Plan has been requested to
ask local plans participating in the National Account
‘Program to do the:following, consistent with applicable
Federal regulations:

. Degignate a person or persons whom
individuals, Union and Management répresentatives
may contact regarding the status of individual claims
or individual enroliee problems. Local plans will be
reguested to keep the Union and Plans Workforce
representatives advised of the name of the pérson(s) to.
whom such inquiries shiould be made.

. Centinue the periodic follow-up procedurs for
claim indgdiries and advise.the party making the inquiry
ofthe statuswf the local plan’s investigation regarding
specific claims, subject to the privacy fegulations uhder
the Health Insurance Portability and Accountability Act
0f 1986 (HIPAA).

. Submniit written replies upon request of
individuals, including Plans Workforte or Union
representatives, Tegarding inguiries  concerning
claims:

. Continue the review of inquiries by physicians
employed or selected by the local planifsuch i inquiries
exist becanse of a question regarding a medical opinion.

{b) The Control Plan hag established an appeal
procedure to resolve adverse benefit determinations
involving an interpretation of the: scope or levet of’
hespital, surgical, medical, prescription drug and
.hearing aid coverages under the National Accturit
Program, Final determination of any appeals which
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invalve the intérpretation, the scope or level of such
coverages under the National Account Program will be
the responsibility of the-Control Plan.

"
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UNDERSTANDINGS WITH RESPECT TO
DENTAL COVERAGE

1. Administrative Manual

Policies, procedures and interpretations to be used
in administering dental coverage -shall be
incorporated in an Administrative Manual prepared
by the carrier, subject to review and approval by the
Company and the Union. Among other things the
Manual shall:

A.  Explain the benefits and the rules and
regulations governing payment.

B. Include administrative practices and
interpretations which affect benefits.

C.  Define professionally recognized standards of

practice to be applied to services and procedures,

D.  List the eligibility provisions and limitations
and exclusions of the coverage, and procedures for
status changes and termination of coverage.

E.  Provide the basis upon which charges will
be paid, ‘iicluding’ provisions for the benefit payment
mechanism and protection of envollees agdinst excess
charges.

E Provide for cost and quality controls by means
of predetermination of procedures and charges, utilization
aid peer review, clinical post-treatment evaluation, and
case reviews involving individual consideration of fees
or treatment.

2. Denturists

Review will be given to possible inclusion of
treatment by denturists in certain states where they
arelicensed.
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UNDERSTANDINGS WITH ESPECT TO
VISION COVERAGE

1, Administrafive Manual

Palicies, procedures and interpretations td be used in
administering ~ vision  coverage  shall Dbe
incorporated in an ‘Administrative Manual prepared.
by the carrier, subject to review and approval by the
Company and the Union, '

2. Costand Quality Controls
The: carrier will undertake the following review

‘procedures and mechanisms and report anniatly to the
-Company-Union Committee:

(a) Utilization Review

Analysis of various reports displaying such data
as provider/patient profiles, procedure profiles,
utilization profiles and covered vision expense payment:
summaries to:

(1) evaluate the patterns of utilization, cost trends.

and quality of care;

(2) -establish guidelines: and norms with
réspect to profiles of practice in order to identify
providers with either a high or low percentage of

prescriptions: issiied in relation to the number of

-enrollees examined, with a high percentage of lenses
provided under visiot:coverage that fail the minimum
perception criteria for new lenses: or other departures
fromi the guidelines; and

(3) establish the percentage of vision benefits that
-are paid to participating praviders.
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{(b) Price Reviews.

Where possible, price reviews or other audit
techniques shall be conducted to -examine records;
invoices-and laboratory facilities and materials and
‘to verify that charges for enrollees are the same as
for other patients. These examinations may include
enrollee interviews and clinical evaluations of
services received.

(c) Evaluation of Services Received

On a random or selective. basis, enrdllees who
‘nave received services undér vision coverage will be
sélected for subsequent evaluation and examination
by consulting providers to ensure that the setvices
reporied were actually: provided and were
performed in accordance with accepted professional
standards. Such evaluations may include (1)
reexanminations to. determine the accuracy of the
prescription, (2] the guality of lenses and frames, (3)
whether the. vision tesfing examinations administered
by providers conformto professional standards, and
{4) other aspects of the services provided.

(d) Survey of Services Received

On.a random or selective basis, enrollees wha have
received sérvices under vision coverage may be sént
‘a questionnaire {g:

(1) determine the level of satisfaction with
respect to these services;

(2) determivie whether services for which vision
benefits were paid were actually received;
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{3) determine whether providers recommend
unnecessary optional services or supplies; and

{4) identify other problers areas.
{e) Claims Processing
The .carrier may -conduct audits of claims being

processed such as an analysis-of enrollee histories
andscreening for duplicate payments in addition to

the mnormal eligibility, benefit and charge.

verifications.
(f) PeerReview

When the carrier or an enroliée does not agree with
the apprepriateness of charge.or service provided, an
appedl procedure involving peer review may be utilized.
Peer review may slso be used to resolve situations
invelving providers with -aberrant utilizatidn

patterns. The carrier will seek to cstablish peer

review where it does not exist,
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UNDERSTANDINGS W!TH RESPECT
TO UTILIZATION REVIEW
AND COST CONTAINMENT

All carriers shall implement and maintain processes
for predeterimination, concurrent utilization review;
refrospective utilization review and focused utilization
review and case management consistent witly the
criteria set forth below and in the Informed Choite Plan

Administration Manual. The Control Plan shall have

responsibility for, assuring that lotal plans under the

National Acconnt Program have such ublization review:

processes in theirrespeciive local plan areas.
Definitions:
Predetermination:

The process by which the necessity for a glven

health care service, approprzateness of the service or

the proposed setting for the service, is reviewed and

approved by a carrier before the performance of

suchservice. The review and approval are performed

by qualified health care professiopals, as determined.

by the Control Plan, employed or retained by the
carriers, using accepted standards to examine pertinent
medical documentation of the nesd, appropriateness
-amd setting for such service.

Concurrent Utilization Review:

The process by which the continued need for
mpatlent treatment is reviewed while the patient is
receiving inpatient care. Determination of the need
for continuation of such treatment is performed’ by
qualified health care professionals, as determined by
the Control Plan, emplayed or retained by the carriers,
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using-accepted standards to review pertinent medical
documentation of such need.

Retrospective Utilization Review:

The process by which the nécessity, appropriateness,
and setting of'a given health care service is.reviewed
following the performance of the service. The review
is performed by qualified health care professionals,
‘as determined by the Control Plan, employed or
retained by the ‘carriers, using accepted standards to
examine pertinent medical d_qcume_nfatinn'of the need,,
appropriateness, and setfing for such service.

Focused Utilization Review:

The: ptocess by which inteénsive review of certain
providers (professionals -and facilities) and/or
diagnoses- is- reviewed. The review is performed by
qualified health care froféssicnals; as determined by
the' Control Plan, employed or retained by the.
carriers, fo andit the necessity of a given health care
service, appropriateness of the service, the-setting of
the service, the quality of care rendered, and the.
financial accuracy of claims submitted for
reimbursement related to siich services.

I.  Predetermination

A, Under the Traditional Carve Network option,
the carriers provide predetermination for the following
items:

1. Hospitdl admissions except matériity and
emergency (emergency admissions are to be reported:

to and reviewed by the carriers within 24 hours of
inpatent admission);
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2. Nonemergency, eutpatient. medlcal or surgical
procedités performed in & facility or a phsician’s

office. which are associated with certain diagnoses.

determined by retrospective ytilization review to he
subject to. over-utilization and amenable to confrol
by predetermination;

3, Ancillary services provided in inpatierit
and outpatient settings (including home health
care) which are associated with certdin dlagnoses
determined by retrospective.utilization review to be
subject to overutilization and amenable to.control by
predetermination;

4. Medical équipimient, prostheticand/or orthotic
devices prescribed for certain medical ¢onditions
determined by retrospective utilization review to be
subject te overutilization and amenable to control by
predetermination;.

5. Skilled nursing facility admissions; and
6. Selected foot surgery procedures,

1f appropriate, all covered services listed above shall
be reférred to the carviers for predetermination
according to standards and procedures et forth in
the Administration Manual, However, the carriers
may focus their review by diaguosis; treatment plan,
and/ or individual patient characteristics. The
carriers may recommend outpatient or office. settings
as appropriate for selected procedures and diagnostic
tests.

The predetermination of inpatient care shall inciude.

the designation of appropriate lengths of stay based on
diagnosis; patient characteristics, and/or appropriate

‘practice patterns. An apipedl process far adjustingthe

assigned length of stay in individual cases will he
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available for use as needed. The carriers will provide to
the Company and the Union such data and reports.on
the performance of the predetermination program as
may be requested.

B.  The carriers shall.establish and maintain a
telephone service and other appropriate communication
meéthods to provide accurate information to
enrollees and -providers regarding the. .program
procedures andrequirements. Such 'communications
will specify the responsibilities of providers. and
enrollees in obitaining necessary predetermination.
“Such commuitications will include forms and’letters,
as appropriaté, to indicate confirmation .and non-
confirmation and will be provided ta physicians,
facilities, and enrollees by the carriers. All such
communications will be designed o assist providers
-and enrollees to secure the required predetermination.

€. The tarriers shall piovide timiely written
notification of any actions taken with- Tespect to the
predetermination process. Such notification will
be mailed to theé provider and the enroliee. Such
notification shall be madiled within 24 hours
following receipt by the carrier of oral or written
request for predetermination.

D.  An appeal procédure will be avzilable for

iindependent medical review of disputed decisions prior

to receipt of services. Decisions resulting from such
an appeal pracedure will be final and binding on the
provider, enrollee and.cariier,

E. A procedure-will beavailable for carriers to
hold the enroliee harmless for eitors of commission
Or dmission involving the predetermination process
over which the enrcliee has nocontrol. This procedute
shall be published inthe Administration Manual, The
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carriers shall require participating providers to hold
the enrollee harmiess: from the provider's errors of

‘commission or omission involving the predetermination

process.

F, The carriers shall monitor for and identify
providers who have a pattern of inappropriately
prescribing services.. The carriers shall provide selective
screening of such identified providers. The carriers also
shall provide screening for disgnoses identified as heing

subject to such inappropriaté practices.

. Concurrent Utilization Review

The carriers shall provide a process of concurrent

utilization review to supplement the predeterminatios

process. Through this process. of concurrent utilizstion
review, the carriers shall identify providers who utilize
services inappropriately and develop educational and/or
torrective action progrars for these providers.

lll. Retraspective and Focused Utllization
Review

The carriers shall develop a program to conduct

ongoing retrospective reviews which will' include audits

of claims for medical necessity, appropriateness of
services provided, treatment setting, quality of care,
and financial accuracy. At the option of the carriers; this
review can focus on specific diagrosas- and/or providers
identified.as warranting such focused review.

Such review may occur post-payment; however, the
carriers should develop and implement a plan for
making this review, where practicable, pre- payment
{or pre-settlement with respect to providers paid on a
prospective basis),
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IV. Pilot Programs

The Company-Union Cominittee shall develop or
request the appropriate carrier or carriersto develop
specifications for new or modified pilot programs for
Committee review and evaluation. The pilot programs
shall be implémented after Committee approval of
the proposed program specifications and evaluation
criteria, including mutually agreed upon modifications:

In development of these pilot orograms, the Company-
Union Committee or carrier(s} shall secure the advice
of professional and medical associations, as appropriate.

Any pilot program may be medified or terminated by
mutual agreement if it appears that positive results

arenot forthcoming,

V. Other Activities

The Company-Union Committee shall investigate,
consider and, upon mutual agreéement, engage in other
activities that may have high potential for cost

savings. This may involve instituting by  mutual

agreement other hospital, surgical, medical,
préscription drug, hearing zid, dental, vision and
substance .asbuseuse disorder coverages pilot
programs or extending the pilot programs 'in 1V, above,
to additional locations.

.Vi, Review

The results of any pilot programs and activities in IV.
and V., above, will be reviewed prior to the expiraticn
of the Collective Bargaining Agreement so that the
parties to. the agreement may be prepared to
cousiderthe continuation ormodification of the pilot
programs and other activities of the Company-Union
Committee. T
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GENERAL MOTORS LLC
Deteber-14,

2@19[_11nternatwnal Union, United Automobile,
Aerospace and Agricultural Implement
Workers of America, UAW

8000 East Jefferson Avenye

Detroit, Michigan 48214

Attention: Mr. Ferry-DitiesMichael | Baoth
Vice President and Director
General Motors: Departmant

DearMr. DittesBooth:

As we discussed during negotiations, national health
care reforin is an important objective for the Comipany
and the Unionras well. Consequently, the parties have
participated in anumber ofjointactivities at the state
level and in Washington: The Company, and Union
seck to-achieve health care reform that will address
issuies thatare important to the wélfare ofthe 1.5,
auto industry and specifically to-the well-heing of the
Company and its employees.

The impact national health refarm may have on the
Health Care Program (hereinafter “the Program™)
cannot be predicted with any certainty. Because thise
mdtters.are unsettled, the Company and Uriion have
agreed to maintain the following: understandmgs
regarding national health insurance:

Notwithstanding Article I, Section 4 of the
Program, if;, during the term-of the Collective
Bargaining Agreemerit between the Compary
and the Union signed today, any national
health fnsurance act (ather than a Workers
Compénsationor occupational health law)
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is enacted or aménded to provide any health:
care benefits for employees, retired employees,
‘surviving spouses, and their dependents, which in
whole or in part duplicate or may be

integrated with the benefits under the Program,
the benefits under the Program shall be modified
in whale or in any part, so as to integrate orso
-as't eliminate any duplication of such benefits.
_with the benefits provided by such federal law..
This integration shali be designed to maintain .
such.integrated benefits as nearly comparable

as practicable to the benefits provided in the.
Program. Such'integration shail notresultin
persons covered under the Program having 6 pay
deductibles or copayments for benefits which they
would not otherwise pay nnder the Program;

' any such federal Iaw is enacted of amended, as
provided in the paragraph above, the Company
will pay, beginning with the date benefits under
such Jaw become available and continuing through
the expiration of thé current Collective Bargaining
Agreement, any premilims, faxes or contribiitions
that employees who are eligible for Company-paid
coverages underthe Program may bie required

to pay under the law for benefits which may

be integratad withi the Program;

This includes payments that arespecificaly
earmarked or designated for the purpose of
financing the program of benefits provided by
law, in addition to any prémiiums, taxes ar
contribytions required of the Company by law.
Ifsuch premiums, taxes or contributions-are
based on'wages; the Conipany-will pay only the
prethiums, taxes of contributions applicable to
wages received from the Company; and
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Any savings realized by the Company from
integrating or eliminating any duplication’af
benefits provided under the Program with the
benefits provided by law shall be retained. by the
-Company.

These understandings are conditioned on the
Company’s chtaining and maintaining such
governmental approvals as may be required to
permit the integration of the bénefits provided
under the Program with the benefits provided
by any such law; otherwise the Company and
the Uniori shall meet and develop an acceptable
alternative to accomplish the intent of this letter
for the remaining téri of the' Agreeiment. The:
parties will meet promptly following the:enactmerit
of such legislation in arder to-assure a smooth
implementation of and transition te the integrated
program addressed in this letter:

Very truly yours,
GENERAL MOTORS LLC

‘BSeatt-
SandefsrMichael (.
PerezVice

President

GMNA Labor Relations

Accepted-and Approved:

INTERNATIONAL UNION,

UNITED AUTOMOBILE; AEROSPACE
AND AGRICULTURAL IMPLEMENT
WORKERS OF AMERICA, AW

By: FerryBittesMichael L Booth
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UNDERSTANDINGS WITH RESPECTTO
EMPLOYEE CONTRIBUTIONS —
HEALTH MAINTENANCE
ORGANIZATIONS (HMOs)

In calculating the Company's monthly contributions
{and any reguired member contributions) toward
the cost of coverage for eligible individuals electing a
health maintenarice -organization under Article 1L,
Section 4.of the Program, the following method will be
used:

L At the time of any change in.-the component
premium rates (e.g, single, two-party, family} of either
@ health maintenance organization or  the
corresponding- accrual rates for local catvier(s), the
health  maintenance organization’s composite
'p'remium shall be compared to an adjusted local
carrjer’s composite ‘accrual rate developed by using
compdrable. component rates of the local carriev(s) and
the health maintenance organizationenrollment mix of
General Motors employees who arethen members of
the health maintenance organization. For purposes of
these calculations, the rates of the local carvier(s) are
defined the rates for the TCN option based on the
adjusted composite rate,

[f there are less than 30 General Motors primary
enrollees’ in a health maintenance "organization
(which ‘includes afl new Thealth maintenance
ofganizations), the national -enrollment mix of all
General Motors primary enrollees in  health
maintenance organizations will beused in calculating
its composite premium rate and comparing its rate'to
that of the corresponding local earrier(s) so as to
produce more redasonable statistical résults.
Whenever possible, thése calculations will employ
separate enroliment mixes for General Motors hourly
-and salaried employee groups, respectively.
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2. If the adjusted:local carrier composite
accryal Tate is in excess of the health maintenance
organization's composite -premium, the Company shall
pay the full premiums of eligible primary énrollees
electing coverage through such organization. See
Example #1.

3. If the health maintenance organization
composite premium is. in excess of the adjusted
local carrier composite acerual rate, the Company’s
contribution on behalf of & primary enroliee in such
health maintenance organization shall be limited
to the amount obtained by multlplymg the amount
of the applicahle compoaent premium rate for the
health maintenance organization by the ratio derived
from the adjusted local carrier's composite acerual
rate divided by the heaith maintenance organization’s
composite premium. The health mainténance
organizatiofi member contribution amount shall be the
difference between the appropriate health maintenance.
organization component rate less the applicable
Conipany contribution. See Example #2.

Examiple #1 Health,
' Maintenance:
Organization
Carrier
Monthly  Monthly
Enrollment Premiim  -Accruak

Mix ‘Rates* Rates*
Single 16% $3500  $30.00
Two-l“arty 23 75.QU 70.00
Family 6l 100.00 110,00
Composite $83.85 $.88.00

*Ttie calculation of Company and primafy ensolleg ijahitity would be baséd oh
gath specifichealth maintengnce cigatization camponent rate. .
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The adjusted local carrier’s composite accrual rate

of $88.00 is in excess of the health maintenance.
organization’s’ composite. premium of $83.85
Therefore, even though the health maintenance.

organization singlé and two-party component rates
exceed those of the local carrier, the Company will
pay the full premiums of ali members enrolled in the
health maintenance organization,

Examiple #2 _

a1V 16% $35.00  -$30:00
Two-Party ........ 23 75.00 60.00
FaAmily coorenionn 61 100,00  100.00
Composite ........ $8385 $£79.60

The health maintenance organization’s composite
premium of $83.85 is in excess of the adjusted locai
carrier's composite accrual rate of $79.60. Shown
betow is the calculation of the Company’s and primary

enroliees’ contributions toward payment of the

heatth mairitenance organization préemiums.

« Health maintenance: prganization
COMPOSITETALE: ererrreresssesramereen $83.85

Adjusted Tocaf carrier _
compositerate: s 579,60

Ratio of the adjusted local carrier composite
accrual rate to the health maintenance
arganization comiposite premium;
$79.60 ~$83.85=.949 '

+ Company and primary earnllee monthly liabiliy
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Health Maintenance Company Primary
Organization Liability Enrolleg
Component Rates* (Component x [949) Liability

Single  $35.00 x.549 = $33.22 $1.78
Two-Party 75.00 x.949= 7118 382
Family — 100.00 x.949= 94.90 5.10

*Thegaleulationof Company-and primary enrdflee Habitity would be based on
eachspecific health maintenance urganization comfponent rate,
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UNDERSTANDINGS WITH RESPECT TO
SUPPLEMENTAL METHODOLOGY
FOR REVIEW OF HEALTH MAINTENANCE
ORGARNIZATIONS (HMOs)

For HMO rates which are to bé effective on or after
January 1, 1989, ix addition to thé HMO comparison
methodology referenced in the previous letter; an
additional comparison will be calculated as
described below.

Ia reviewing the Company’'s monthly. contributions
(and identifying: any enroliee contributions which
would have been required under this supplementa
methodology) toward the cost of coverage for
primary enrollées electm_g an HMO under Article II,
Section 4 of the Program, the supplemental
.ethadology set forth below will be used. '

For purposes of this review, the “loeal carrier's accrual
rate” is defined as the composite.accrual rates for the
TCH option in. the same. service area as the HMO.
Service areas are defined by zip codes anid have been
grcuped together using, as a hasis, the Metropolitan
Statistical Area (MSA) concept .developed. by the
Department of Labor, Bureair of Labor Statistics.

The local carrier’s. accrual rate shall include all
coverages comparable to those provided by the HMO
and included in the HMO's rates (e.g, hospitai, surgu:al

medical, prescription driig and mail order’ prescripdon

drug and mental healtli/substance abuseuse
disorder).
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The composite premium rate of an HMO will be
compared to the composite accrual rate of the Tocal
carrier(s) annually, for every MSA that is within the
service area of the HMO. If the HMO’s composite
premium rate is in excess of the respective local
carrier'’s composite accrual rdte, the parties will not
approve or will withdraw. approval of such HMO.
Accordingly, current enrallees may fiot be alloweid to
continue in the HMO. Any such enrollees may be
required to efect another ICP-vpiion. Before taking
the final step 'of discontinuing the offering of an HMO,

the parties will examine alterpative means to reduce’

the HMO's.composite premium rate.
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UNDERSTANDINGS WITH RESPECT TO
HEALTH CARE ~ GENERAL

This will confirm cur understanding with respect to
the following matters under the Health Care Program,
herein referred to as the Program, incorporated by
reference in the Collective Bargaining Agreement:

1.  Vision Coverage

If a health maintenarce organization, referred to in
Article I1, Section 4(a) of the Program, decides it is able
to provide its own vision coverage, the Company and the
Union may arrange, by mutual agreement, for-enrollees
therein to be covered by the health maintenance
organization's vision coverage, in lieu of the coverage
referred toin-Article 11, Section-1{b) of the Program.

2. Departicipating Hospitals’

The Company will request the Control Plan to assure
that each participating carrier institutes the
following procedure in the event a Tospital
departicipates.

{a) A plan will give adequate notice at the
‘parliest possible dafie to enrollees of a hospital's
‘departicipation and of the payment arrangements in
such a departicipating situation. '

(b} For those enrollees already hospitalized
before a hospital departicipates, full covered benefits
will be paid unitil the end of the hospital stay oruntil the
availzble days of care are exhausted.

{c) Forenrollees admitted during the first 30 days:
after the initial date of each hospital's departicipation,
full covered benefits will be paid for all
admissionsto such departicipated hospital until the
end of the '
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hospital stay or until the available days of .care are
exhausted. For.enrollees admitted after such 30 days,
thie appropriate nonparticipating hospital rate shall
apply, except as providedin (d), below.

(d) Upon admission in an emergency (as

determined by the plan) to a hospital that has.

departicipated, wheén the enrgllee cannot. be safely
moved to a participating hospital, the enrolles will be
entitled to full covered benefits during the frst.five
days of the hospital stay. After-five days from the date
of such emergency admissién, payment will be at the
appropriate nonparticipating hospital rate. 1f at any
time during such an admission the enrollee is moved
to a participating hospital, payment may be made for
the reasonable charges for ground ambulance

transfer-of up to 25 miles,. upon approval of the.

attending physician and the plan. This approval must
be hased on.the physiciar’s medical certification that
the transfer-will not endanger the enrollee’s health
and of plan certification that the subsequent stay
will beof sufficient duration to justify the transfer. If
transfer to a participating. hospitdl cannot be
arranged, either becausa such a transfer would
endanger the enrollee’s heaith or because the
subsequént stay would not heof sufficient duration
1o justify transfer, full covered benefits.will be paid
until the end of such hospital stay or until the
available days.of care are exhausted.

(e} If such a hospital regains its participating
status within six months after departicipating, the
planwill retroactively make payments for the balance of
the hospital’s reasonable charges (as determined by
the. plan) for covered services for enrdllées admitted
during the pevicd of departicipation. The plan shall
arrange that such payments relieve the enrollees of
any further financial obligation with respect. to
covered services received during the. departicipation
period, and that any
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portion of such balance previeusly paid by the enroliee
shall be refunded,

3.  Nonpzrticipating Hospital Rates

(a] The plan's payment for inpatient Toom
and board charges with respect to nonparticipating
hespitals (ethér than psychiatrichospitals} will b up'to
a maximum of $500 per day and payment for
inpatientancillary charges at such hospitals will be up
to $50 per day (a total of $550 per day). Upon
implementation, these daily benefit rates wilt
supersede présent benéfitarrangements for inpatient
‘services in nonparticipating, non-psychiatric hospitals
in all plan areas. A maximum of $50 will be paid to such
hospitals for each. condition for outpatient services;
except as otherwise provided for treatment of
certain medical emergeancies and accidental injuries.

(b) Payment to nonparticipating hespitais: (other
than. psychiatric hospitals) fer emeérgency
ddmissions will ke s descrived in 2{d) above for
departicipating'hospitals.

(¢} Certain vovered emergency services received
in the outpatient department of a non- participating
hospital will be paid on the same basis as if in a
participating hospital. To qualify for payment, the claim
must be for services related to a medical emergency
or a serious badily injury that reguirgs immediate
medical atténtion to avoid placing the-enrollee's fife in
jeopardy, permanent damage to the enrollee’s health or
significant impairment of bodily functions. Treatment
must be provided at the hospitalimmddiately following
the medical efergency or injury. Payment will nat
dxceed the amount that would be paid to a participating
hospital, and there can be np assurance that the payment
will cover the entire amount billed by the hospital.
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{d) Presenthenefit arrangements for payments
of $15 per day shall continue to apply to admissions
to nonparticipating hospitals which are classified as
psychiatric hospitals:

4.  Nonparticipating Physician Rate

The plan’s paynient for services provided hy. a
nonparticipating physician-will be up. to the reasonahle
‘and .customary charge for the same service ‘Wwhen
provided by a participating physician, as determined by
the plan.

5. Canadian Resident Coverage

The Company will continue arrangements to make:

available on an optional basis the hospital, surgical,
medical, prescription drup, hearing aid, dental, vision,
and substance #buseuse disorder coverages, provided
employees of GM. Canadian operations, to employees
and retifees of GM locations in the United States,

including eligible survwmg spouses of former US.

eniployees, who live in Canada -and for whom the
Comipany contributes the fullcost of their coverages.

The Canadian coverages, if elected, will be in lieu
of coverages availableat the GM U.5. location where
employcd or from which retired.

6. PPO Accreditation

All PPOs made available to enrollees will be
required to attain accreditation from the National
Committée for Quality Assurance or the Utilization
Review Accreditation Commission. Any PPD. which
does not have the required accreditation will be
madeavailable during the next-open enrollment only
by mutiral dgreement of the parties.
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7. BP0 Public Reporting

All PPOs-shall. be required to. publicly report NCQA4,
URAC, HEDIS and any other data that may be relevanit to

consumer informatiori needs, unlfess otherwise
mutually agregd to by the parties.
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GENERAL MOTORS LLC
Detobor16;-

23948[A]International Union, United Automobilé,
Aerospace and Agncu]tural Implement
Workers ol America, UAW

8000 Hasi jefferson Avenue

Detroit, Michigan 48214

Attention: Mr, Terry-DittesMichael [. Booth
Vice President and Director
General Motors Department

Dear My, BittesBooth:

During these negotiations, the parties reemphasized:
their commitment for the Company-Union Committee
on Health Care Benefits to investigate, consider, and
upon mutual agreément, éngage in activities that may
have high potential for ¢ost savings while achieving.

the maximum coverage and service for the employees
covered for health care benefts forthe: money spant for
stich protection. The items to be considered include,
batare notlimited to, the following:

1. Work with other groups within the Company and
the Union, as well s outside organizations, to
develop andimplement: educanonal and heaith
awareness activities and communications.

The costs associated with the developmentofa
communication strategy would be paid through
CUCHCE funds.

2. Workwith carriers to develop and implement
appropriate pllot programs including, but not
limited to, ab, imaging and home health tare
services, to' develop relationships with high quality;
cost-effective providers and to encourage enrcllee
use of such providers,
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3. ‘Review the experientce of the use of “par” and/
oreonfracted grovider networks and provisions
-applicable to reimbursement for physician and
other medical providers. Make a determination
{based on data supplied by the carriers and other
resources) as to whether the provisions drea
barrier to-delivery of quality and cost-effective
care.

4. Commission independentaudits of, or corduct

bid processes for; the administrators-of Program
‘coverages to assure that the highest quality,
‘access, service, professional standards, price/
cost and express commitments set'forth are
maintainéd. This includes identifying best- in-
class administrators of services cavered under
the Program. The CUCHCB will monitor the
administrator's performance and address any
shortcomings with appiropriate action up to ard
including changing cairiers.

5. Reviewthe operation of the ¢laims processing

systems, and the procedure for review of denied
tlaims, with the objectives of improving the

initial adjudication.of ¢lajms, enbhancing enrolize
understanding, discouraging filing/processing of
inappropriate appeals, eliminating duplication of

‘effort, and facilitating dmelyresolution-of appeals.

6. Work with appropriate carriers to evaluate and
modify coverage forinjectable medications.
Identify appropriate distribution points for
injectable medications (for £xample, via pharmacy

or professional provider locations) to promote the.

safety and efficacy of 'd_e]if;rery,. appropriateness;
‘and cost effectiveness of injzctable medications.
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Thie parties will continue {o svaluate and
implement initiatives related to the use of specialty-
medications: These initiatives will include, but are
niot limited to, a specialty drug retail network {to
improve enrolleecare and achieve better pricing),
a program that weuld address limits on quantityin
rétail and mail order vwhén enroll_ees are initiating
treatment (to avoid exCess cost and potential
waste] and the adoption of Rx tools as scon as
practicable prier to or after marketing (to ensure
appropriate use; enhance medication safety and
promote quality for specialty drugs).

Review and discuss opportunities for firograms’
that will aptimize ufilizations of diagnostig
radiology services, in particular computerized axial
tomagraphy (CAT), magnetic resonance imaging
(MRI), and pasitron emission tomography (PET)
scans. In light of evolving teéchnology; utilization
increases,and Certificate of Need (CON) erosion
ang the resulting prohferatmn of imagingproviders,
the parties. will review toals, programs and
opportunities for appropriate ¢ontrals on
diagnostic radiolagy utilization.

The-parties will discuss possible changes to the
process-zsed to evaluaté Pharmacy Quality and
Safety Components.

+ The PBM wili be encouraged to advance
proposals to the parties for consideration,
ineludihg a detailed explanation and raticinale
for-each proposal. The parties agree to review
these proposals quaiterly and implement as
sbon as‘practicable upon mutual agreement.
By the end of 2012, the parties will review
the evaluation process through. CUCHCB and
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determine if there isany further need for an
iindependentpharmacy consultant.

10. Fhe parties will mutually revise the méthodology

11,

T2

for establishing-enrollee contributions for KMOs
and PPOs, as outlined in the “Understandings with
Respect to Employee Contributions - Heaith
Maintenance Organizations (HM0g)." The revised

‘methodology will account for differences

attributable to gender, age and contract size within
the enrolled population, The parties will also

-establish a method to-assure that alternative plans
‘are not disadvantaged by the implementation of

the restrocturing of the Traditional option on a PPO
platform (e.g, Traditional Care Network). The
parties will mutually establish appropriate
thresholds for plan membership and-apply the
méthodology to produice statistically significant

Tesilts. ltis expected that HMOs will provide
claims data to enable a health status adjustment

to be calculated. HMOs which domot provide
such information may no longerbe offered if
cantributions afé generated.

Explore the potential for including certain over-

‘the-counter medications under the prescription

drug coverage of the Program.
Any poteritizl change t6-the coverage would be

implemented on a pilot basis, be predicated on

there being no tax disadvantages to the Company

-or énroilees and be discontinued if thereare no

demonstrable savings to the Program.

The parties will review the CUCHCB budget on a
quarterly basis,
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The parties will explore; with other large
purchasers, piloting Ambulatory Intensive Care.
Units {AlCUs), witha target pilot implementation
inthe first quarter of 2013,

The parties will explore possible carve-out
arrangements for specific benefit areas when
competitive pricing and quality delivery can be
achieved. Specified carvé-out arrangements would
be considered for implementation in 2012.

The parties will evaluate the merits of approved
medical practice regarding the diagnosis and
treatment of gambling addiction and, if warranted
upon mutual agreement, consider inclusion into
the mental health and substance abuseuse_
disorder program.

The parties agree to investigate the benefits of
pain management, hydrotherapy, acupuncture
and naturotherapy, and upon mutual agreement,
include in the Program.

The parties agree to ailocate up to $100,000 in
CUCHCB funds for the purposes of encouraging N
participationinthe Life_Steps‘program. \s\/\f}’\

To-continue to worljointdy with the UAW Ratiree
Medical Benefits Trust (RMBT), and other entities
who may join, to share knowledge and information,
consistent with their existing-contractual and legai
obligations in order to improve health benefits

in a way that increases guality, lowers costs,
produces less waste, and provides better patient
care and outcomes. This joint effort will nof credte
any legal structures or modify in any way any
existing contractual rizhts, financial obligations or
relationships.
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19.

20,

‘T work jointly with the carriers to evaluate the

Warld Proféssional Association for Transgender

‘Health (WPATH) standardsand upon mutual

agreement, include in'the Program.

During the current negotiations, the parties
discussed at length substance use disorder and its
prevalence in the wirkplace and the importance of
quatity addiction treatment programs. As a result of
these discussions, it is agreed that within 90 days of

the Company’s receipt of notice of ratification of the-

20192023 UAW.GM National Agreement (the

“Natiohal Agreéement”) the national parties will.form:

a pilot team to search for Centers of Excellence
working with mutually-agreed upon outside.
organizations for standards, guidance, support.and
communications.

General Motors and-the UAW believe that their
‘continuing efforts to help employees and their

covered dependents oblain post-rehabilitation
aftercare treatmént and other follow=up care is
imiperative to improving recovery outcomes related
to substance abuseuse disorder: The: Benefit Plans .

section of the UAW GM Department and the UAW:

‘GM Work/Family Departmient will wark jointly with

the Company through the CUCHCB to research and;
if mutually-agreed upon, implement a Substance
Abuselse Disorder Centerof Excellence Dilot
Program.

The Substance Abuse-Use Disorder Center of
Excellence Pilot Program may include additional
covered benefits, additional inpatient treatment,

and additional outpatiént follow up treatinent.

If implemented, the Substance Abuse—Use
Bisorder® Center. of Excellence- Pilot Program

will be evaluatéd 4fter two years and if mutually

‘agréed between the
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‘UAW and General Motors, may be included in the
Program-or discontirined.

Upon mutual agreement, the Committee could engage
in joint efforts relating to specificissues.in the above
areas:

The Company will make-available limited funds
beginning-Oetober-16-2018[A} for four years to fund
-such-mutually agreed upon activitiés as:studies; pilot
projeets, education programs and use of consultants.

Very truly yours,

GENERAL MOTERS LLE

SandefurMichael 0.
PerezVice
President

‘GMNA Labor Relations

Accepted afid Approved:

INTERNATIONAL UNION,

UNITED AUTOMOBILE, AEROSPACE:
AND AGRICULTURAL IMPLEMENT
WORKERS OF AMERICA, UAW

By: Terry-BittecMichael }. Booth
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GENERAL MOTORS LLEC
Detoberd6,2019(A]
'Int_er.national' Union, United Automaobile,
Aerospace-and Agricultural Implement
Workers of America, UAW

8000 East J¢fferson Avenue
Detrdit, Michigan 48214

Altention; Mr. Ferss-DaitesMichael |, Beoth
Vice: Pres_ident and Director
General Motors Department

Dear Mr. BittesBooth:

During the 1964 negotiations, the parties agreed to the
Informed Choice Plan, under which an employee can
elect g Health Maintenance Organization option, or

a Traditional option. Under thidsé options, enrgllees
canaeceive guality health tare with benefits equal to
those under previous coverage if approved services
dre obtathedinaccordance with the provisions of the
option selecled. '

Although-adoption of the Informed Choice Plan.
resulted inimprovements to the health care coverage,
both in teims of qualify of care and cost-cotitainment,
ds discussed during the succeeding négotiations, the
parties agreed that contitined efforts for improvement
-are required.

As evidence of their ¢oinmitment o contain costs
under the health care coverage provided, the parties
have agreed to intensify their efforts to reduce health
care costs in constant dollars (adjusted for inflation

in the econiomiy by the'overall CPI). The carriers for
health care coverage will assunie sume financial risk in
intensifying their efforts to reduce health care costs.and
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they, in turn, may impose some financial fisk on certain
providers. It is expected such-an arrangement will build .
upon a similar arrangement agreed to during-prior
neégotiations.

The parties also have:agreed that the Control Plan and

carriers-will cantinue o be required to provide data and

reports Wwith respect to the Informed Choice Plan soas
ta epable-the partiés to make appropriate evaluations,

Very truly yours,

GENERAL MOTORS LLC.

D-Seatt.
SendefurMichael 0,
PeresVice

President

GMNA Labor Relations

Accepted and Approved:

ANTERNATIONAL UNION,

UNITED AUTOMOBILE, AFROSPACE
AND AGRICULTURAL IMPLEMENT
WORKERS OF AMERICA, UAW

By: Wi@te‘s‘lﬁiﬂ@gﬁl}. Booth
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Misc. (Definition of Employes)
GENERAL MOTORS LLC
Getaher-16:-2019[A]
International Union, United Automabile,
Aerospace and Agricultural Implement
Waorkers of America, UAW

8000 East Jefferson AvenueDetroit,
Michigan 48214

Attention: Mr, Terry-DittesMichael {. Booth
Vice President and Director
General Motors Department

Dear Mr. DittesBoath:

As discussed during these negotiations, this will
confirm our understandings that for purposes of Article
IV, Section 10(a) of the Program, the-definition of
“employee” will inciude all hourly persons employed by
Manual Transmissions of Muncie, LLC, formerly New
Venture Gear, Muncie, Indiana.

Very truly yours,

GENERAL MOTORS LLC

Befeask

Perez

Vice President

GMNA Labor Relations

Accepted and Approved;

INTERNATIONAL UNION,
UNITED AUTOMOBILE, AEROSPACE
AND AGRICULTURAL IMPLEMENT
WORKERS OF AMERICA, UAW

By: Terry DittesMichaet . Booth

b
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Misc. {Pharmacy Qualily and Safety Cofmpenents)
GENERAL MOTORS LLC
Oétobér 15,

Z0E8[A]International Union, United Automobile,

Aerospace and Agricultizral Imiplement
Workers of America, UAW

-B000 East Jefferson Avenue

Detreit, Michigan 48214

Attention: Mr. FermDittesMichael [ Booth
Vice President and Director
General Motors Department
Dear Mr. BittesBaoth:
This will confirm our intent tg discuss, evaluate'and.
implement by mutual agreements certain quality
and safety componentsinihe Prescription Drug
Coverage. The components listed below are examples
that are intended t6 enhance medication safety and
cost effectiveness by improvewients founded-on best
prescribing practices ang evidence-based meadical
puidelines.
a.  Prior Authorization Y
b.  Step Therapy
£ Enhanced Digestive Health Solutions
d.  Appropriate Quantities
¢ Dose Optiniization
f. Excess Dose Or Guantity. Qver Time
The carrier's appeal process for physicians and enr.oilees-

‘will be available.
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Mist. {Pharacy Quality and Satety Componenls)

The parties agree that oversight of thése components
wili' be unider the Company-Union Committee.on
Health Care Benefits {CHCHCR), Rx tool proposals. will
be reviewed on a quarterly. basis and, upon mutual
agreement, implemetited as soon as practicable.

The review process for safety-related Bx tools

will be expedited to ensure agreed upan taols are
implemented quickly to protectthe enrollees.

The safety-related Rx Toots presented to the CUGHCB
in January 2011 will be implemented as soon as
practicable. The parties have agreed that,. once
implemented, the carrier will provide the CUCHCB a
regular (minimum of:quarterly) review of the overall
program operations and member concérns and make
reconimendations forimprovement.

The parties have agreed to jointly revise the: programs
“when problems arisé and modifications are necessary.

Very truly yours,.

GENERAL MOTORS LLC

B Seoks
SéndefarMichdel O,
Perez

Vice President.

GMNA Labor Relations

Accepted and Approved:

INTERNATIONAL UNION,

UNITED. AUTOMOBILE, AEROSPACE
AND AGRICULTURAL IMPLEMENT
WORKERS OF AMERICA, UAW

By: Feery-DittesMichae! ] Booth
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Misc. {improving Benefits Service Through Tachnology)
GENERAL MOTORS LLC
Q-E?Q-bei‘—lfé,—

2049[A}international Union, United Aatomohbile,

Aerospace and Agricultural Implement

Workers of America, UAW
8000 East Jefferson Avenue
Detroit, Michigan 48214

Attention:  Mr. Ferry-DittesMichael | Booth
Vice President and Direcior
General Motors Department

Dear Mr, BittesBooth:

During these negotiations; the parties recognized
the need to move ahead with the'development of
techmalogical applications to improve the guality of
service provided to hourly employees.

1. The parties recognize the need to provide
the necessary tools to Local Union Benefit
Represenfatives so that they may improve the
service they are providing to hourly employees.
Local Union Benéfit Representatives require
basic information that can be accessed quickly
in order to confidently-and accurately answer
many of the guestionsithey receive:

2. The parties further agree that the Gompany
provide Local Union Benefit Representatives
with GM On-Line computers with access to'tlie
appropriate systems required to pecform their
duties, The parties agree to providevoice mail,
email and/cr an answering machine at plant
logations.
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tise. impraving Benefits Service Through Technalogy)

3.

L

Information of impértance to Local Unioix.
Beriefit Representatives, inchiditg but

uot limited to the Renefits Supplemental

Agreements, prescription drug therapy.
programs training materials, offboarding,

benefits materials, and information updates

will be jointly developed and may also be

made available by the Company

electronically.

The parties further agree to work toward
enhancing the:information available through
Fidelity's Plan Sponsor WebStation® [PSW].

The pariies further agree angoing discussions
to enbance the information available through
the disability administrator's web-hased tool to
providé Lacal Union Benefit Representatives:

.and Alternates information regarding leaves.of
absence.

In conclusion, duririg the termof the new Agreement
the parties pledge to car efillly consider every opportunity
toimprove the quality and efficiericy in benefits delivéry.

Very truly yours,

GENERAL MOTORS LLC
Mﬁtt—ﬁaﬂde&mﬁﬁ chael

VIC_E'._ F;;ésulent
GMNA Lator Relations

Accepted and Approved:

INTERNATIONAL UNION, _
UNITED AUTOMOBILE, AEROSPACE
AND AGRICULTURAL IMPLEMENT
WORKERSOF AMERICA, UAW

[+
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Misc. {Benefits Training and Education)
GENERAL MOTORS LLC
Oetober16,2049{A]

{nterpational Union, United Automaobile,
Aerospace and-Agricultural Implement
Workers of America, UAW

8000 East Jefferson Avenue

Detroit, Michigan 48214

Attention:  Mr. Terry-DittésMichael |. Booth
Vice President and Director
General Motors Department.

Dear Mr. DitkesBooth:

During these. negonatlbns the parties renewed their
commitment to provide on-going training programs
for Company and Union Benefit Representatives
s0-as to improve the quality of service provided to
hourly employeés. The parties also recognized the
importance of communications programs aimed at
educating employees about their benefits.

?be-ﬁ*eeutwe—ﬂeard—%émt—aﬂeaﬂ&es! he Board of

Trustees.of the UAW-GM LMC Trust wili- approve the
development and implementation of training
education programs. Such training education
“programs will be developed jointly. Funding for such
training education programs, including development
cost, travel, lodging and wages of participants shall
be paid in-acesrdance-with-the-Memorandurm-of
UndesstandingJoint-Activitesthrough the UAW-
GM_LMC Trust. These programs include, biif are nat
limited to, the following:

» "Three joint UAW-GNM Benefits Training

Conferences will be scheduled upon approval by
the parties.
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Misc: {Benefits Trainihg and Educallon)

+ Continuing éducation program will be revised and
updated for Union Benefit Representatives newly
appointed Union. Benefit Representativesand
Alternates as agreed to by the parties;

The sessions will concentrate on areas such as
eligibility to receive henefits, description and
interpretation-of bengfit plan provisions, and.
calculation of benefits.

« Conduct periodicon-site plant surveys and audits to
evaluate training and education needsto improve
employee service:

* Ad hoc training meetings and materisls on legal
developments or other special needs.

The Company will pay for lost time (eight hoursper day
base rate plus COLA) .of Union Benefit: ]
Representatives attending such programs -away from their
locations. The Company will also pay for the time (eight
hours per day base rata plus COLA) of alternate Union
Henefit Representatives who replacethose attending such
programs.

Very truly yours,

GENERAL MOTORS LLC

D-Seatt-
SandefurMichae] 0.
Pares

Vice President

GMNA Labor Relations

Accepted and Approved:

INTERNATIONAL UNION,

UNITED AUTOMOBILE, AEROSPACE.

AND AGRICULTURAL IMPLEMENT WORKXERS OF
AMERICA, UAW
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Misc. {Integrated Healih Management).
GENERAL MOTORS LLC

-2049[AlInternational Union, United Automohile;

Aerospace and-Agricultural Implement
Workers of America; UAW

BOGO East Jefferson Avenue.

Detroit, Michigan 48214

Attention: Mr. Ferrr-RittesMichael |, Booth

Vice President and Director
General Motors Department

Dear Mr. DittesBooth:

During these negotiations, the parties discussed health
caré management and the importance of providing
guality health care'in a cost-effective manner, These
discussionsincluded the current Integrated Health
Management ([{M) program, as well as other
activities and Health Care Program components
associated with the overall management and
coordination of carefor enirollées.

'Various aspects of the Program that relate to care

management have nothéen evajuated in same
time. These include, but are naot limited to, pre-

determination. processes, case management, sécond

surgical opinion and cardiac rehabilitation. These
components originatedin the 1980s and early 1990s,
and have notbeen evaluated in depth'since that
time. In addition, tools and approaches to care
management have evolved sinée the time alf of these
components weré iniplemented: The parties agree that
the components do not fully address enroflee needs
acrossthe lealth care continunm or enrollee needs
for information reparding health, disease and provider
guality. The partiés alsoagree that any office visit
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Mise: finlegrated Health Management)

coverages will be subiject to applicable co-payments.
The current structure of services is in some cases
fragmented, could be integratéd more effectively, and/
or redesignéd to create a more integiated, seamless
approach to overali medical management.

A dedicated UAW-GM team has been developed-and
may address the follawing, including but not limited to:

1. Identifying objective standards vihich can be
applied uniformly in evaluating quality and
appropriateness of medical necessity and
overall utilization.

2. Identifying utilizaticn réview programs and
predetermination processes that enhance
efficiency and effectiveness of the Program.

3. Evaluating the appropriateness of retaining
‘independent third-party utilization reviewers.

4. Reviewing, evaluating and, if appropriate,
adjusting the case management component
with respect to.the type anid idéntification
of cases receiving consideration and the-
effective use of existing Program.coverages
priorto development and implementation of
Alternativa Benefit Plans.

5. Reviewing Program provisions relating to
transplant surgeries and other services for
which there is a-direct.relationship between
guality of care and the volume of procédures
performed such as cardiac and.cancer care,

6. Developing relationships with high quality,

cost-éffective providers and encouraging
enrollee use of such providers.
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Misc. {Inegraled Heatth Management)

Reviewing existing cardiac rehahilitation
pilots to evaluate their cost effectiveness and
evaluating integrating cardiac rehabilitation
with ather care managementfeatures.

Exploring ways of invalving patients in
treatment decisions; including but notlimited
to the use.of interactive shared decision-
making togls.

Exploriiig non-traditionat services that
may.assist in the mahagement of serious
health conditions, in¢luding treatment
that can alleviate chronic debilitating pain
and alternate treatment-modalities which
will erihiance recovery during an inpatient
admission. ' ' '

Expigring end-of-life care options as an
alternative to other imedical'modalities.

Exploring opportunities fi):_'-link_ing members
to appropriate, approved clinical trials:

Evaluating current diseass management
programs (e.g., CCM) and identifying
enhanced programs and methods for
increasing enrollee participation as
appropriaté.

Certain aspects of the new arrapgement may be
structured with automatic enrollment to improve
participation in programs: The Intégrated Health
Management component may be aligned with the
LifeSteps health promotion activities for maximum
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impact. Existing carriers will be required to provide
data in a imely manner to care manageément vendors.
ta insure appropriate administration of program
compaonents.

Vary truly yours,

GENERAL MOTORS LLC

B Seott
SandeforMichael 0.
Perez

Vice President
GMNA Labor Relations

Accepted-and Approved:

INTERNATIONAL UNION;

UNITED AUTOMOBILE, AEROSPACE
AND AGRICULTURAL IMPLEMENT
WORKERS OF AMERICA, UAW

By: Tersy-DittesMichae! ]. Booth
\
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UNDERSTANDINGS WITH RESPECT TO
HEALTH CARE —HMO

1. Annual Review of New HMO Offerings

The partes will continue te annually review the

possibilities for adding new: HFIMOs to the Program, with

the goal of ensuring that enrollees have the opportunity

toenroll in HMOs that meet the parties” quality,-access,
benefit design, cost-effectiveness, and delivery of service
requirements. The review will place emphasis cn
service areas where alternative plans are not
présently available;, on -areas where only one
alternative plan is available and on ensuring that the

needs of enrollees are addressed. The annual review of

new HMQ offerlngs will be conducted in a manner to
allow sufficient timeto include newly-approved HMOs
within the anpuat enrollment process.

2, HMO Performance

The parties will address the overdall performance
and continvation of individual HMOs on the basis
of ‘quality, access, benefit design, cost-effectiveness,
and delivery of services. HMOs, which do not achieve
and maintain expected performance levels, or whose

costs compare unfavorably to other available options,

may be discontinued upon agreement of the pariies.
Additionally, to the extent that.other ongoing HMO

performancé problems arise during the life of this
agreement, the parties agree to discuss. thesé problems.

in the CUCHCB and to seek resolution.
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MISE: {HMO)

3. Mental Health and Substance AbuseUse Disorder
Services

In order to address the parties’ concerns over the
manner in which mental heaith and substance
abuseyse disorder services are delivered in certain
HMOs, the parties will monitar input from enrollees,
providers, carriers, appropriate Union
representatives and outside consultants. HMOs
will be evaluated in comparison to TCN's mental health
and substance abuseuse disorder care conceps, the
National Comimittee for Quality Assurance
(NCQA) Managed Behavieral Health Organization
Accreditation Standards, the GM HMO Performance
fixpectations and other standards agreed to by the
parties,

Regardless of the fact that the HMO may be accredited,
the parties will work with those. HMOs that are not
in complidnce with the parties’ expectations. In the
event that an HMO is unable or unwilling to meet
the parties” expectations, the parties may, by mutual
agreement, assign. the mental health and/or
substanceabuseuse disorder coverage and services to
another carrier. If such a decision .is made, it is
recognized that prescription drug and other
provisions may need to he addressed, to assure that the
HMO's enrollegs continue to receive the full range of
coverage. Altcrnatively, and also by mulual agreéement,
the parties may cease to offer the HMO.

4, HMO Accreditation

Al HMOs made available to enrcllees will be required
to attain at least provisional accreditation from the
NCQA. Ay HMQ which does not have the required
accreditation will not be made available during the next

‘open enrollment, unless offered or retained by mutual

agreement of the parties. The parties will monitor the
HMOs receiving provisional accreditation to ensure
they seek to attain higher accreditation.
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Misc. {HMO)

5. HMO Patient Rights

The parties will request that HMOs communicate to
enroliees through direct mailings or otherwise about
how they may: obtain coverage and receive care;
gain access to other plan sérvices, including referrals
outside the plan network; and register complaints and
utilize the grievance process: Such conununications shail
coniform to federal and state laws as applicable. The

parties may recommend standard formats for

providing this type of information. The parties may
take such mutually agreed upon steps as they deem
appropriate {including termination of the plan
offering) should a plan be out of compliance,

6. HMO Benefit Design
The parties will continue to review benefits provided

by HMOs, in order to ensure adequate compliance
with the agreed upor benefit design. Upon mutual

.agreement of the parties, HMOs will be permitted to

offer benefit designs that mirror TCN. HMOs offered to
enrolless will provide a full array of preventive services,
including appropriate cancer screening services and
early detection and screening procedures. In situations
where -a prescription drug order, for an otherwise
covered drug, is written by a dental service provider,

.ora mental health/substance abuseuse disorder service

provider when such services are carved oug, the HMUs
will recognize such prescription order as a covered

service. The HMOswill be expected to provide coverage
for contraceptives as outlined in Appendix AIILE3.q.

and 111G, at 2 minimum. In performing the review the
parties will lookto such items as NCQA accreditation
standards, the GM HMO Performance Expectations, the
results of sitevisits and HMO responses on the annual

pre-enrollment “long form” Benefit report, as well as:

to enrollee and Union representative feedback.
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Misc: {HMO)

7. Public Reporting of HMO Data

All HMOs shall be required to publicly report NCQA,
HEDMS and any other data that may be relevant to

consumer informatijon needs, unléss mutually agreed
to by the parties.

8. Shared Decision Making

HMOs offered to Program enrollees are encouraged
to foster shared decision making between enrollees

‘and physicians, based on full discussion of the

benefits and risks of treatment alternatives. The
parties have agreed to explore effective ways of

invelving patients in treatfnent decisions, indluding but

not iimited to the use of interactive decision-maling
tools, and to implement one or more pilot programs as
mutually agréed to by the parties. The parties will
decide upon appropriate contractual requirements for
HMOs, in erder to achieve similar desirable rasults.

9. Confidentielity. of Individually Jdentifiable Health
Carelnformation

HMOs offered to Program enrcllees are required to
maintain confidentiality of individually identifiable
cinical information, in accordance with the stated
Cumpany policies; accrédltation requirements and
applicable laws, h
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Mis¢. {Confidentiality)
GENERAL MOTORS LLC
Letober 16+

2019]AjInternational Union, United Automobile,
Aerospace and Agricultural Implement
Workers of America, UAW

8000 East jefferson Avenue

Detroit, Michigan 48214

Attention:  Mr, Ferry BitresMichael ]. Booth
Vice President and Director
General Motors Department

Dear Mr. BittesBooth:.

The Company and the Union have agreed on

the desirability of maintaining a set of principles
_concerning the confidentiality: of medical information,
The Company reviewed with the Union-its processes
-gnd practices in:this regard. The parties acknowledged
that medicalinformation, in the context of thisletter,
means any récord, written or electronic, identifying

a participant in the' UAW/ Geéneral Motors Hourly-
Rate Employees Pension Plan, Life and Disability . {\L I
Benefits Program for Hourly Emplayees or the Health T ;
Carg Program.for Hourly Empleyees {collectively,

"Benefits Prograins”), éontaining diaghostic or

treatment information and used in connection with the

administration of the Benefits Programs.

Accordingly, the following are understeod:

« Participants:in the Benefits Programs have;

a legitimate interest in the confidentiality of
medical information pertaining to them:
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Misc. (Confldentiality)

“Thé Cornpany, third party administrators, and

other parties acting on dehalf of the Company
orthird party administrators in connection
with the Benefits Programs (“Other Parties™,

‘have a legitimate need to coiect, maintain, and

use¢ medical information in the course of
performing administrative and other fiduciary
functions required by the Benefits Programs _
and the law {e.g, verifying eligibility and benefit
status, claims adjudication, audits foi payment
PUrposes, case management, coordination of
hénefits),

The Company, third paity administrators and
Other Parties have a legitimate need to collect,
maintain and use aggregate medical information
for purposes of analysis, evaluation, oversight
and quality control.

In addition to applicable legal reguirements,
access to medical information maintained by
the Company, third party administrators and
Othier Parties will be Timited to persons having
a need to use the information in the course

of performing their job duties, and where
appropriate and feasitle; narrowly tailored in
terms of scope aid detail to achieve intended
business purposes. Aggregate datd and/or
summaries will be used by the Company to the
extent feasible,

Medical information exchanged with Other
Parties for analysis and evaluation will be used
and maintained enty for the purpose for which it
is-provided and not re-disclosed by Other Parties
without the prior consent of the Companyand
the Union.
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Mise. {Confidentiality}

» The Company will establish internal
safeguards concerning the exchange of medical
infermation by the Company. Employees who
inappropriately exchange medical information
will he subject td disciplinary-action. The
Company will alse require third party
administrators and Othér Parties to establish

.and enforce policies and procedures consistent
with this letter.

+ Medical information may be exchanged
with Other Parties for clinical, public health.
and academic research only if a meaningful
purpase is to benefit participantsin the Benefits
Programs. Absent siich purpose, the prioe
agreement of the Company and Union on all
aspects of the research (e.g. topics, selaction of
researchers, distribution of results) is required,

Benefits Programs tréatment interventions should fhot
be made by enmiployees of the Company other than
-its- megical personnel in-the course of their normal
activities,

"The Company, it consultation with the Union,

is comniitted to continuing its development of
processes and practices regulating the use of medical
information within the Company and by third party
administrators and Other Parties. In addition, while
‘itis notmedical information, the parties will pursue
opportunities to reduce reliance on the use of socal.
security nivmbers as the means of identifying enirollees’
for purposes of Program Administration.

289

./\{\_{\,::

i
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Should issues arise during the course 6f the agreement
concerning the confidentiatity of medical information,
the Company will meet with the Union to discuss
mutually agreeable solations.

Very truly yours,

GENERAL MOTORS LLC

SandefarMichael Q.
Perez

Vice President

GMNA Labor Relatitons
Accepted and Approved:
INTERNATIONAL UNION,
UNITED AUTQMOBILE, AEROSPACE
AND AGRICULTURAL IMPLEMENT
WORKERS OF AMERICA, UAW

By: Term-DittesMichael | Booth .
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GENERAL MOTORS LLC
Qetober-16;-

2849 Allnternational Urion, United Automohile;
Aerospace and Agricultural [mplement
Workers of America, UAW

8000 East Jefferson Avenue:

Detroit, Michigan 48214

Attenition:  Mr. Terry-BittesMichael . Booth
Vice President and Director
Genieral Motors Department

Dear Mr. DittesBooth:

During thése negotiations; the Company and the Union
“discussed initiatives presently under consideration

at the federal'government level to-reform the health care
delivery system. The proposed reforms in¢lude
provisions that would impose, among other things, {i)
liability on health care plans, employers, employees,
“agents and other entities for punitive and compensatory
damages arising ouit of the provision of behefits, {if)
requirements for timely decisions of certain benefit
claims, (iii)-access to external, independent claim
reviews, (iv) access to specialty care, and (v) protections.
forthe provider/patientrefationship.

The likelihood of any initiatives becoming law is
unknown, and the elements and impact of any
legislation cannot be predicted. Nonetheless, the
parties agreed that if any nationat health plan
reformlegislation is enacted during the'term-ofthe
agreement, the . Company and the Union, through
-the Company-Union Committee on Health Care
Benefits, will discuss and implement modifications
to the Health Care Benefits Program that comply
with federal standards as they become effective. The
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Mise. {Nationat Health Reform})

compliance ¢ffort will alsa be undertaken in a mannerthat
achieves the following objectives:

o Minimizes litigation risk to the Program andits
fiduciaries.

« Provides preater opportunities for participants to
resolve denied claims through Prograin appeal
processes,

* Addresses the legitimate concerns. of participants in
-awareness dnd understanding ofhealth: caré issites
and benefit terms,

¢ (Corrects-any Program terms that constitute
unintended violations of new legislation.

The parties agreed to meetduring tlie term of the
agreament to discuss the status of proposed federal
lepislation and take measures consistent with this letter to
expeditiously address the mutual objectives ofthe parties.

Very traly yours, N

GENERAL MOTORS LLC . )PS\
B-Sueote A ﬁ\"
SandefurMichagl 0.

Vice M'resident

GMNA Labor Relations

Accepted and Appraoved:

INTERNATIONAL UNION,

UNITED AUTOMOBILE, AEROSPACE

AND AGRICULTURAL IMPLEMENT WORKERS OF
AMERICA, UAW

By: Terr-BittesMichael |. Booth
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Misg, {Fenility Seryices)
GENERAL MOTORS LLC

2019[A]International Union, United Automabile,
Aerospace. an_d Agr‘icultu_l'al I'mplemcnt
Workers of America, UAW.

8000 East |efferson Avenue

Detroit, Michigan 48214

Aftention: Mr. FerrpRigtesMichael ], Booth
Vice President and Director
General. Motors Department

Dear Mr.PittesBogth:

During these negotiations, the Company and the
Union discussed services desighed to-assist couples
in conceiving and bearing a child and the.adequacy
of presentcoverage in light of current and evoiving
‘reproductive services technology which may preduce
bétter resuits.

The partiesagree that as.soon as practicable 4 \[\.{3'\
following the effective date of this Agreement, the \\ Y
Company-Union Committee on Health Care Benefits

(CUCHCB) will gather and evaluate data relative:

to fertility services and determine the feasibility

of delivering such services in accordance with the

-concépts listed below. The parties may consult

with-experts in the field as‘they proceed with such

investigation, the fees for which wil! be charged

against CUCHCB funds.

The bienefit will be designed.so that a common

‘treatment approach is-achieved, where appropriate.
Panel providers will be ¢redentialed who:
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«  are qualified {n their field;

» agree to abide by a consistent treatment
regimenin terms. of diagnostic tests, drugs ‘and
protocols; where appropriate;

» maintain guality standards; and

s dré willing to meet conditions asthe parties may
require.

Eligibitity for services under the fertility coverage may
be limited to those received from panel providers.
Urice a pregnancy has been confirmed, the patient may
continue gbstetric services with her regular doctor.

To the extent feasible the coverage may be carved out
from all plans and céntered in a national reproductive
services program and dene in cobcert with the Union
and their other employer partners.

The coverage may include, but is not necessarily
limited to, coumseling, treatmant for underlying
conditions of sexual dysfunction, diagnostic services,
pharmaceuticals, ariificial insemination, in vitro
fertilization, surgical infervention, cryopreservation,
Lransvagmal ultrasound, and donor gamete. The
parties may also consideradopting:

» asetnumber of cycles for services (because of
the dechrung probablllty ofsuccess]

* a maximum number -of transfers pér cycle (in
order to reduce the likelihood of multiple births);

s anumber of episodes of treatment that will be

covered under the program or otherwise set a
frequency limitation,
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Based upon the results of the investigation and
analysis, the parties may, upon mutual agreement,

‘decide ta implemerita pilot to test the validityof the

concept
Very truly yours,
GENERAL MOTORS LLC

B-teatt
SandefurMichael O.
BerezVice

President

GMNA Labor Relations

Accepted and Approved:

INTERNATIONAL UNION,

UNITED AUTOMOBILE, AEROSPACE
AND-AGRICULTURAL IMPLEMENT
WORKERS OF AMERICA, UAW

‘By: Ferry-PittesMichael |. Booth
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Mize. {Bone Marrovw Scregning)
GENERAL MOTORS LLC
International Union, United Autoriiobile,
Aerospace and Agricultural Impiement
Workers.of America, UAW

8000 East Jefferson Avenue
Détroit, Michigan 48214

Attention: Mr. Ferey-DittesMichael £ Booth
Vice President and Director
General Moters Department

Dear Mr. DittecRooth:

‘During these négotiations, the Union and the
Company conducted extensive discussions regarding,
ongoing support for-bone marrow screening registry
programs: The parties share the goal of offering:
screenings for the Be The Match registry atall JAW-
represented GM tocations. In arder to accomplish
this goal, it will be the respensibility of the LifeSteps
program to organize bone marrow screening events
in conjunction with annuai LifeSteps scraenings, iocal
plant blood drives. and/or ih cohjunction with.a special
need that arises at a location {e.g., someoné working
at the plant who rieeds an unrelated marrow or blood
stem ccll donor]).
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Upon mutual agreement, hone marrow screenings
will be funded by the Company. Whernever possible,
alternative sourcés of funding will be sought through
the Naticnal Marrow Foundation, the National
Marrow Donor Program and other entities,

Very truly yours,

GENERAL MOTORS LLC

PSeett-
SandefurMichael 0.
PerazVice

President _
GMNA Labor Relations

Accepted-and Approved:

INTERNATIONAL UNION,

UNITED AUTOMOBILE, AEROSPACE
AND AGRICULTURAL IMPLEMENT
WORKERS OF AMERICA, UAW

By: Terpr-DittesMichael I. Booth _\“{&Y\
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GENERAL MOTORS LLC
Detaber-16; 2045{A]

International Union, United Automabile,
Aerospace and. Agricultural Implément
Workers of America, UAW

8000 East Jeffersan Avenue

Detroit, Michigan 48214

Attention:  Mr. Terry BittesMichael . Booth
Vice President and Director
General Motors Department

Dear Mr. DittesBooth:

During these negotiations, the-parties discussed
the natienwide expangion of the UAW-GM health
prometicn program.

The parties-apreed o designate representatives from

the GM Department of the UAW International Union

Benefits Staff, GM Emplayee Benefits and,

if appropriate, the UAW-GM CHR Health and i
Safety, to form a Health Promotion Workgroup b
(the Workgronp) which will be responsible to the i
Company-Union Committee on Health Care Benefits

(CUCHCB).

Among other activities, LifeSteps will focus on
reduction of factors which place einployees at high
risk of disease — high blood pressure, highlevels

of cholesterol in the blood, excess weight and
tobacco use. Italso will focus on prevention of the
spread of AIDS. Among other toals to be uséd by
the Workgroup are voluntary health assessment
guestionnaires and risk appraisals to be completed
by participating employees and biometric screening
as-approved by the CUCHCB. The parties have
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discussed smoking cessation programs, have
acknowledged that such programs are beneficial
and agree that the Workgroup shoudd review the
effectiveness of such programs in use.

The parties further agreed to the following:

LifeSteps will be provided to all UAW-.
represented General Motors lacations, LifeSteps:
will include certain in-plant comiponents
(LifeSteps questionnaires, biometric screenings
on an annual basis, wellness suppost classes), as

-well as the use-of the LifeSteps.coim website; and

other health information tools.

Dependents of active employees will have
access to LifeSteps.com, periodic LifeSteps

‘communications and health information, 45 weil
-as periodic LifeSteps guestionnaires by mail.

Plant manager's will encourage and allow UAW
workers at all lacations time off the job-to’
participate it1.ahealth scregning once every year
during work hours. The schedule for sereenings’
must be approved by local management;
consistent with operational needs and othgr
plant activities.

Increase involvemant with health plans and
carriers to.avoid redundanciés and reinforce

‘health improvement interventions, such as.

disease management,

Commit to add a'quality vision screening
component to the current biometric$eréening
by mutual agreement and develop additienal
health intervention strategies such as weight
loss, nutrition education, exercise programs and
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others deemed appropriate by the CUCHCB.
Such strategies will be made available to GM
locations for implementation. Should the focal
partics desire to add additional programis, they
must obtain approval from the CUCHCB. '

» Develop and implement metrics ta measure and
evaluate the functioning of the entire LifeSteps
program on an annual basis.

Any unresolved issues will be addressed hy the
national parties through.the CUCHCH. The -
CUCHCB will approve the national program specifics
and implementation plan, prior to implementation,
The LifeSteps program-will be paid for by Company
funds.

Very truly yours,
GENERAL MOTORS LLC
PSeot:

SamdefueMicharl O,
Perez

Vice President
GMNA Labkor Relations
Accepted and Approved:

INTERNATIONAL UNION, _
UNITED AUTOMOBILE, AEROSPACE
AND AGRICULTURAL IMPLEMENT
WORKERS OF AMERICA, UAW

By: Ters-DittesMichael . Booth
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GENERAL MOTORS LLC

2039{A}international Union, United Automobile,
Aerospace and Agricultural Implement
_Workers of America, UAW
8000 East Jefferson Avenue:
Detroit, Michigan 48214

Atténtion: Mr. Terry BittesMickiael |. Booth
Vice President and Director
General Motors: Department

Dear Mr. bittesBoath:

Anationwide Fitness Center-Network will be made
-available to all AW active employees and their
dependents through medical plan carriers, where
availabte; which will offer discounted menibership fees
to be paid fully by enroliee. To increase awareness,

the parties agreed to promiote communication of the
available disccunt program{s) through various means,
which mayinclude bulletins, posters, and health fair’
flyers.

Very truly yours,
GENERAL MOTORS LLC

B-beatt-
- SandefurMichasl Q.
PerazVice'
President
GMNA Labor Relations

Accepted and Approved: INTERNATIONAL LINION,
{INITED AUTOMOBILE, AEROSPACE
ANDLAGRICULTURAL IMPLEMENT WORKERS OF
AMERICA, UAW

By: Fers-BittesMichael [. Boogh
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GENERAL MOTORS LLC
Pitober-16,2019A]

Internationai Union, United Automahile,

Aerospace and Agriculturdl lmplement
- Workers of Amevrica, UAW
8000 East [efferson Avenue
Detroit, Michigan 48214
Attention:  Mr. Terry-DittasMichael }. Booth

Vice.President and Pirector
General Motors Department
Dedr Mr.Bittesooth:
During 2007 niegotiations, the parties discussed.
streamlining the structure ofthe Appendix B
coverage by consolidating the functions of the
Ceutral Diagnostic Referral agencies {CDR), the
Central Review Organization (CRO), and the
cairier under one vendor. The parties will charge
the verdor with the responsibility for
eiicoiraging appropriate medical practices,
enhancing quality of care and promotiiig efficient’
use of resources. Additional veirdor goals will be
to:
1] Ensure enrolleés receive high -quality, cost-
effective services;

2] Enhance enrollee servicing
3] lmprove pricing;
4] Avoid duplication of effort; and

5) Ensure the adequacy of mental health networks
and specialty providers.
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Effective January 1, 2010, the partics agreed to
implement a catrier change for Appendix B Mental
Health and Substancé abuse-Use Disorder coverage.

The (_Iompany-Uni_on Committee on Health Care
Benefits {CUCHCB) will assure that the highest
quality, access, service; professional standards and
express commitments set forth are maintained. The
CUCHCB will menitor the carrier’s performance and
address any short comirigs.

During 2015 negotiations the parties reemphasized
their commitment to address inefficiencies or gaps
in care for those enrollees receiving mental health
covered services orsubstance abuseunse disorder
treatment. The parties witl prioritize evaluation of
programs addréssing the needs of these patients.

Very tiuly yours,

GENERAL MOTCRS LLC

Pefeptt-

Perez
Vice President

GMNA Labor Relations

Accepted and Approved:

INTERNATIONAL UNION,
UNITED AUTOMOBILE, AEROSPACE
AND AGRICULTURAL IMPLEMENT
WORKERSOF AMERICA, AW

By: Terry-DittesMichael . Booth
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GENERAL MOTORS LLC

Setober-16,-2019(A]

Internationa! Union, United Autemobile,
Aevospate and Agricultural Implément
Warkersof America, UAW

8000 East [efferson Avenue

Detroit, Michigan 48214

Attention: Mr. Terry-DittesMichael . Booth
Vice President and Director
General Motors Department

DearMr. PittesB aoth:

This will confiini our understanding to implementa
drug approval process under the prescription drug
‘coverage as:scon as practicable following the effective:
date of this Agreement. This process isintended

to identify and évaluate FDA-approved drugs and
bivlogicals-for possible exclusion or limitation under
the prescription drug coverage of the Health Care
Program. The process may focus on medications that-
offer minimal improvemeérnts over existing agents,
medications with-safety concerns, and high cost
medications. The Parties agree some of these products
do not offer-any innovation or advancesin therapy but
are higher in price and therefore not adding additionzl
valueto the Program.

The Carrier will identily new or existing products
which are‘expécted or shownlo be'of concern. An
independent consultaiit to be jointly selected by the
parties will develop recommendations for inclusion,
inclusion with limitations or exclusion from the
Prograni. Drugs will be automatically included, unless
the partiesagiree to excludeor imit them, or they are
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Misc.-{Drug Approval Process)

otherwise excluded under the Program, The Carrier
wiil impiement the decisions of the parties with
respectto the recommendations.

Very truly yours,

GENERAL MOTORS LLG
B-Seatt
SandefurMichael 0.
PerezVice

President _
GMNA Labor Relations

Accepted arid Approved:

INTERNATIONAL-UNION,

UNITED AUTOMOBILE, AEROSPACE
AND AGRICULTURAL IMPLEMENT
WORKERS OF AMERICA, UAW

By: Terry-DittesMichael ] Booth
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Misc. (Post Emplayimentand Survivar
Coverage for New Hires)

GENERAL MOTORS LLC
Detober 16,2619(4]
fnternational Union, United Automobile,
Aerospace and -Agricultural implement
- Warkers of America, UAW
8000 East |efferson Avenue
Detrait, Michigan 48214

Attention:  Mr.Feery-DitieiMichael | Booth
Vice President and Diréctar
General Motors Department

Déar My, BittasBooth:

This.is to confirin the understandings reached between
the parties concerning post-employment and survivor
health care coverages for new hires. This letter
modifies the provisions of Article Ii[, Sections 6. and

B of the Program, applicable to retirees and survivors,
respectively.

Eor purposes of post-employment heaith care
coverage, 'niéw hire" means

(@) A UAW-represented employee {other thana ﬁ\?\;\
Flax Employee) who is on-roll, but who has
not attained seniority as of September 14,
2007, and

(b} A UAW-represented employee {othes than a
Flex Empleyee) hired on or after September
15,2007

Flex Empldyees are noteligible for any post-
employment or survivor coverage,
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Mist. [Post Employment and Suréivor Coverage for New Hires)

Upon retiremesit (or death), Program coverage will
cease at the end of the month lastin active service,

In lieu of Company contributions for health cara
coverage in retirement {or for surviving spouse health
care cdvérage], effectiveé October 15, 2007, and
gontinuing during the working career of the new hires,
the Company will contribute an amount equal to $1.00
for every compensated heur into the employee's:401k
plan. The parties have agreed to continue to study
more efficient methods for-delivering this benefit,

Ver_*y truly yours,.

GENERAL MOTORS LLC

D-Seotr
SandefurMichael 0,
PerezVice

President

GMNA Labor Refations

Accepted and Approved:
INTERNATIONAL UNION,

'UNITED AUTOMOBILE, AEROSPAGE

AND AGRICULTURAL IMPLEMENT
WORKERS CF AMERICA, UAW

By: FerryBittesMichael | Booth
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GENERAL MOTORS LLC
October-16,-2639{A1
international Union, Unitad Automobile,
Aerospace and Agricuitural Impiement
Workers.of Anterica, UAW

8000 East [efferson Avenue
Detroit, Michigan 48214

Attention: Mr. Terry-RittesMichael [. Booth.
Vice Presidént and Director
General Motors: Department

Dear Mr. BittesBgoth:

This letter shall confirm-our mutual understanding
that the parties have agreed to drop all HMOs
{excluding Blue Care Network, Health Alliance Plan
and Health Plus inthe markets these plansare
gurrently offered) and all-of the PPO plans, effective
January 1, 2008. Any remaining HMOs that are non-
performing will be frozen to new enrollment until the
HMO becomes performing. In addition, the parties
agree to study thé feasibility of transitioning the
above mentioned HMO plans to a self:insured PPO
platform,
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Misc. {HMOs & PP{s}
Effective Janvary 1, 2008 all enrollees in the affected
pians will transition to Traditional Care Network.

Very traly yours,

GENERAL MOTORS LLC.

SandefurMichael 0,
PerezVice '
President

GMNA Labor Relations

Accepted and Approved:
INTERNATIONAL UNION, _
UNITED AUTOMOBILE, AEROSPACE

AND AGRICULTURAL [MPLEMENT
WORKERS.OF AMERICA, UAW

By: Ferry-BittesMichaet |. Booth

Iy 309
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GENERAL MOTORS LLC
October16,-2030[A]

International Union, United-Autemohile,
Aerospace and Agricultural implement
Woarkersof America, UAW

BOOO East Jefferson Avenug

Detroit, Michigan 48214

Attention: Mr. Ferry-BittesMichael |, Booth
Vice President and Divector
General Motors Departmeént

Dear Mr. BittesBooth:

Diiring the course of these negotiations, the parties
discussed the imipact of any perision increases on

the retirees and surviving spouses who are currently
considered as “protected retirees” under the terms of
the settlement agreement approved by the court in the
case of [nt'l Union, UAW, et. Al. v General Motors Corp,,
Civil Action No. 05-73991 (the “Settlement
Apreement"}).

The Unionexpréssed concern over any hicreases.
moving retirees and surviving spouses from
“protected” status to “general” status due to their
Basic Benefit rate increasing above $33.33 or their
Gross. Pension Atmoumt increasing above $8,000 solely
due ta the pension benefit rate increases negotiated
in the 2007 General Motors Hourly-Rate Employees
Pension Plan.

As a result of these discussions; the parties agreed that
the pension benefit rate increases.and the additional
annudl-amounts associated with these increases will
not bie-includéd in theé two-part affordability test. This
agreementapplies only tothe increases negotiated
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Misc. {Heallh Care Affordebility Group)

in the 2007 General Motors Hourly-Rate Employees
Pension Plan.and does not amend.or modify any other
provisions:efthe Settlement Agreement.

Very truly yours,

GENERAL MOTORS LLE

SondefurMichael 0.
PerezVice

President’

GMNA Labor Relations

Accepted-and Approved:

INTERNATIONAL UNION,

UNITED AUTOMOBILE, AEROSPACE
AND AGRICULTEIRAL IMPLEMENT
WORKERS OF AMERICA, UAW

‘By: Ferry-BittesMichag! |. Booth
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PROCESS FOR APPEALS IN COMPLIANGCE
WITH THE PATIENT PROTECTION AND
AFFORDABLE CARE ACT

Pursuant to the Patient Protection and Affordable
Care Act: (PPACA), efféctive January 1, 2012, the
foliowing modifications are made to the Health Care
Program for Hourly Employees, as applicable to
active employees and their eligible dependents. If it is
Jater determined, either by amendment, repeal or by
judicial determination that the PPACA external review
provisions shall no longer apply, thea-the PPACA
external review provisions

then—the—prosess—for review of adverse beneﬁt
determinations as set forth hérein shall remain, subjéct

o Article §, Section 10 of the Programbecome void-and
1mmeé}ately—-pfec-e€lmg~—~41m$am—pmmns
regarding-appeals-of adverse-henefit-determinutions
will-be-reinstated. To the extentthe PPACA-external
review provisions  afe expanded, modified or
otherwise interpreted by regulation, judicial
pronouncement or authoritative agency directive
such that the process for external review set forth
herein is o longer in compliance with PPACA, the
Contpany reserves the right to make required changes
or, to the extent compliance is varjable, the parties
agree to meet and confer to discuss revisions to the
process set forth herein to determine the manner by
which compliarce will be achieved.

The Voluntary Review Process.as described in Article]
section 6(c) and the Miscéllanecus Letter Voluntary
Review Process is inapplicable to an appeal-of a claim
for services covered under Appendixes 4, B, and C
of the Program for those enrolled in a plan that has
lost grandfathered status under PPACA, which will
instead be subject to the External Appeal Process-as
outined below. Such claims are :also subject to the
Miscellaneous Letter Process for Possible Conciliatian,
Accommodation or Compromise of Final Adverse Benefit
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Determinations. The Voluntary Review Process will still
‘be‘applicable to appeals of eligibility for coverage as well
‘as appeals 6f services undei-Appendix D of the Program
‘and for those whe are enrolled in a grandfathered plan,

Additionally, the indeper:dent review process of'a denial
of a service supply, device, or drug thérapy, that Hasbeery
found to be research, exparifiental, orinvestigational in
the nature will be suspended and any such appeals
wiligo through the External Appeal Process.

External Appeal Process:

For all appeals for services under Appendix A, B, and €
of this Program the following External Appeat Process
will applyr

1. Standard External Review

(a) After exhausting the Mandatory -Appeal
Procedure, an enrollee may requdst an external
review ofan adverse benefit determination.

() The request for review must be filed within
four months of receiving notice of a final adverse
benefit determination with the applicable carrier,
pursuant to the instructions provided in the final
determination letter.

{c) The carrier will conduct-a preliminary: review
ofthé request within five Business days of receipt-of
the request to determine whethér:

{1) The: enrollee is or was covered
under the Program at the time the heaith
care iter or service was requcstecl or in the
case of a retrospective review, was covéred

under the Program at the time: the health

care item or service was provided;
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(2) The adverse henefit determination or final
adverse benefit determination does ot relate.
to-the enrollee’s failure to meet thie Program’s
eligibility requirements;

(3) The enrollee has exhausted the plah’s
internal appeal process, unless-the enrcllee
is not required to da so; and

(4] The enrgllee has provided all the
information and forms réquired to process
an external review. '

Within ore business day of completing the
preliminary review, the carrier must issue a
written notice to the enrollee. Ifthe request is-
compléte but noet eligible for -external
review, the notice must include the reasons
it is not eligible and contact information for
the’ DOL's Employee. Benefits Security
Administration {toll-free number B66-444-
EBSA (3272)). If the request is nat complete,
the iotice must describe.the inforination or
materials needed o complete the réquest-and
the Program mustallow the enrollee to-perfect
the- request within  the four-month filing-
period, or 48 hours after receipt of the notice,
whicheveriis later.

{d) 1f the carrier deterniines that the request is
eligible for external review, it will assign the appeal
-to-an Independent Review Organization (1R0). The.
carriers are reguired to contract with-a minimum
ofthree IROs and rotate appeals among them.

The 1RO will timely notify the énrallee in writing of:
‘the request’s eligibifity and acceptance for external
Teview. The notice will include a statement that
the enrcllée may submit, within 10 business
‘days, '
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additional information in writing that the IRO must
consider,

The assigned TRO must review the claim de novo
and is not.bound by any decisions or conclusions.
reached during the Program’s internal elaims and
appeals process. '

Within one business day of making its decision, the
IRO must notify the enrollee-and the Program.

The IRQ must provide written notice of the final
external review to the enrollee and the Program
within 45 days of receiving the request for external
review.

() Upon receipt of a notice of a final extérnal
review decision, reversing the final internal
adverse benefit determination, the Program must
immediately provide coverage or paymient for
the cldim, including: immediately authorizing or
immediately paying benefits. B

Expedited External Review Procedures

(a) An enrollee may make a request for an
expedited external review by contacting the
applicable-carrier:.

1)} After receiving an-adverse benefit
determination if the timeframe for a standard
review would seriously jeopardize the
health or life of the enrcllee or would
jeopardize the enrollee’s ability to repain
maximum functionand the enrdllee has.filed
a request for an expedited mandatory
appeal; or '

(2} After a final adverse determirnation, if
‘thé enrollée has a medical condition where
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the timeframe for a standard review would
seriously jeopardize the health or life of the
enrollee, would jéopardize the entvollee’s
ability to regain maximum function involves.
an- admission; availability of care, continued
stay, or health caré item or service for which
the enrollee has received emergency
services, but has not been discharged from-a
facility.

{b) The carrier must determine whether the
request meets the standards for an external
review immediately upon receiving the request for
expedited external review. It must ‘also
immediately send a notice to the enrollee of its
determination regarding eligibility for review.

{c) If the carrier determines that the reguest is
eligible for external review, it will assign an IR0
in 2ccordance with the standard external review
requirements. The Program must provide all
necessary documents and information related to
the claim to the assigned IRO electronically or by
telephon or fax or any other avaitable expeditious
method. The assigned JR0Q must consider any
informaton that is available and sppropriate under

the procedures for standard review. The assigned 3
IR0 must review the claim dé novo and {s not bound \i\g\‘]‘r
by any decisions or condusions reached during the #

Progrant’s internal claimsand appeals process:

{d) The IRO must notify thé enrollee of the final
external review decision as expeditiously the
enm]lees medical condition or circumstances
requlre butne more-than 72 hours after the IR0
récéives the request for an expedited externil
review, If the notice is not in-writing, the IRO must
provide written confirmation of the decision to
the earollee and the Program within 48 hours of
providing the initial notice.
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PREVENTIVE SERVICES AND MEDICATIONS
- IN COMPLIANCE WITH THE PATIENT
PROTECTION AND AFFORDABLE CARE ACT

Pursuant to the Patient Frotection and Affordable Care
Act (PPACA), effective Jaruary 1, 2012, the following
modifications are¢ made to the Health Gare Program for
Hourly Employees, as applicable. to active employees
and their eligible dependents: Although, PPACA only
requires-these modifications for health care plans that
have-lest grandfathered status, the parties agree to
also-apply the modifications in. this letter to the GM
Temporary Employee Health Care Plan, If it is later
determiiied, either by amendment; repeal or by judicial
determinatién that any PPACA preventive services

‘and medications: provisions ‘as set forth in PPACA.
section 2713 shall no longer apply; then the parties

will include these preventive services -and
medications under Appendix A. To the extent the PPACGA
pieventive sérvices and medications provisions are
expanded, modified or otherwise interpreted by
regulation, judicial pronouncement. or authoritative
agency directive such that the required coverage of

‘preventive services and medications set forth herein is

1o longer in gompliance with PPACA, the Company

raserves the right to makerequired changes or, to the.

extént compliance is variable, the parties agree to meet
and confer to ‘discuss revisions set forth herein te

‘determing the manner by which compliance will be

achieved,

A, These preventive services are provided under
Anpendix A-and are also subject to the conditions
cutlined in Appendix A. 1ILE:3.n,

(1) Well Baby / Well Child Care: Coverage is
provided for:
(a) ‘up to five (5) Well Baby visits for children
from-13 months-of age through 35 months of
age;
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{h) one (1) Well Child visit per calendar year
for children from 36 madnths of age through
age 17.

(2) Routine Physical Examinations: Cne routine
physical examiination per calendar year is
covered for enrollees age 18 and older,

(3) Routine Gynecological Examindtions:
Coverage for cne routine gynecological
examination per female enrollee per calendar year.

{4} Cholesterol screening for children ags 24
monthsta 21 years; men.over age 35 or age 20-
35 if at increased risk for coronary heart
disease; women over age 20 if at increased risk for
corcnaty heartdisease.

(5) Certain lab services for certain enrollees as
required by PPACA, which include but are not
limited to hematocrit, emoglobin, lead, and
tuberculin test.

(6) One perlifetime, abdominal aortic aneurysm
by ultrasound screening including technical and
professicndl component per male enrolice age 65-

-75, with a history of smoking, pursuant to

carrier standards.

{7} One  every two (2) calendar years,

osteoporosis-screening-for female enrollees age

65 and over orat age 60 if risk factors. are
present.

(8) Screening for fung cancer with low-dose
computed tomography for enrollees age 55- 80
once per.calendar year,

{9) Exercise or physical therapy to prevent falls
for community-dwelling enrclices ‘age 65 and
clder whe are at increased risk for falls, once per

‘calendar year.
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{10} Diabetes screening for type 2 diabetes in
asymptomatic enrollees with sustained blood
pressure greater than 135/80 mm Hg twice per
calendar year,

{31} Prenatal Screenings as follows:
(a) . ASymjitomatic bactériuria screening at
12-16 weeks of gestation once -per
pregnancy during prenatal visit;

{b) Chlamydia screening once’ per ptegnancy
during prenatal visit for female enrcllees
ape 24 aryourger or age 25 and older if at
iricreased risk;

{¢) Gonorrhea screening once per pregrancy
during prenatal visit;

(d) Hepatitis B screening once per pregnancy
during prenatal visit;

{(e) Iron ‘deficiency anemia screening once per
pregnancy during presiatal visit;

() Gestational diabetes mellitus screening
after 24 weeks of gestation -once . per
pregnancy during prenatal visit;.
{(g) Prenatal pediatrician wvisit once per
pregnancy;
(h) Rh(d) incompatibility screening twice per
pregnancy during prenatat visit; and
(i) Syphilis screening once per pregnancy
during prendtal visit.

{12) Infectious disease scréenings as follows:
(a) Chlamydia screening once per calendar
year fof ckildren and young adults age 11
through 21 and adult female enrollees age 24 or

younger or age 25 and older if at increased
risk:.
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{b) Gonorriea screening once per calendar
year for children and young adults age 11
through 21 and for adult female’eniollees at
any age;

(¢) Hepatitis B scieening once peér calendar
year for enroflees. any age; '

{d} HIV screening once per calendar. year for
earcllees any age; and

{e) _Syphi]is screening.ohce per calendar year
for-enrollees anyage. '

(13} Consultationsas follows:

{a) Alcohol misuse screening and
tonsultation, as needed, enrollees any age;

{b) Breastfeeding consultation, twice per
calendar year for females and pregnant
females, any age;

(c) Obesity consultation for enrollees any
age, pursuant o carrier standards;

(d) Healthy diet consultation, six visits per
calendar year for enrollees any .age with:
hypertipidemia, coronary artery disease, diet-
related chronic disease or obesity;

(e} Tobacco use and diseases caused by
tobacco use consultation, as needed; for
pregnant females and adults age 38 and over;
(f) Skin-cancer behavioral consuitation for
enrollees age 10-24 once per calendar year;
(g) Contraceptive use consultation for female
enrollees with reprodisctive capacity twice per
calendar year; and

(h} Domestic violence consuitation for
enrollees of ay age tnce per calendar year.
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(34} Hearing loss screening, which is-a brief
evaluatiocn and is not a complete Heaving
examination, for newborn thiough age 21 once per
calendar year.

(15} Visicn .sc_reening, which isa briefevaluation
and is not a cemplete eye examination, for newborn.
through age 21 once per calendar year.

(16} Visual acuity screening for children younger
than five years of age to detect amblyopia,
strabismus and defects in visual acuity.

(17} Developmental screening for newborn
through age 30 months; two (2} per calendar year.

(18) Intimate partner violence screening for
female enroliees of any agé once per calendar yéar.

(19) High-risk human papillomavirus DNA
testing for female enrollees of any age once per
calendar year.

(20) Anesthesia for contraceptive surgeries for
adult enrollees once per calendar yéar:

[21) Newborn heritable disease screenings, once
between.birth and age two (2) mosiths.
{22) Newborn Screenings and Prevention

(a). At birth, one screening for each of the
following:

(i) Congenital Hypothyroidism
(i) Metabolic/Hemoglobin
({ii) Phenylketoruria (PKU)
{(iv) Sickle Cell Disease

(b} Prophylactic topical ocular medication for
gonorrhea for newborns, one dose.
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Mise. {Preventive Services)

B.

‘The following preventivé services could also be

performed during an enrollee’s routine physical
examination. In this situation, these preventive
services are covered as:part of the routine physical

.examination and not separate billable itéms per the

carrier:

Anticipatory guidance
Alcohot and drug use assessment

Counseling for aspirin ta prevent cardiovascu_lar
diseas¢(men ages 45-79; women ages55-79)

Autism screening at ages 18 & 24 months
Blood pressure séréeing

Depression screening

Developmental survéillance (newborn through
age'2l)

Oral health evaluation and dental caries
prevetition: for children.through age 5 (evaluate

water source for sufficient fluoride, if daficient,.
prescribe oral fluoride)

Discussion of folic'acid (women, through age
50, who are-pregnant or who are planning to
become pregnant)

Iron deficiency anamia screening forages 61012
months (prescribe iron supplement if deficient}

Obesity scréening

Discussion of breast and -ovarian cancer
susceptibility/referral for‘counseling related to
BRCA1/BRCA2 test (females atrisk)

Biscussion of chemoprevéntion when at risk for

‘bréast cancer (females at risk)
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Misc, (Prevaniive Services)
Psychosocial/behavioral assessment
Sexually transmitted infection education, if

sexually active

Tobacto use sereening (referral for tobacco
cessation counseling or prescribe tohacco
cessation medications as needed)

The following préventive medications are covered
at no co-payment, subject to carrier standards, and
are exempt from deductibles, co-payments or
ca-insurance, and out-of-packet maximums that
might otherwise apply, The medications aré
required te have a prescription order and-must
be dispensed by a participating maif or retail
pharinacy:

Aspirin

Fluoride

{ron supplements

Tobacco cessation products
Folicacid

Vitamin D supplementaticn foir community-
dwelling enrollees age 65 and older

Breast cancer primary preventicn
medications” prescribed for prevention of
invasive breast rancer in female enrollees. at
high risk whoe donot have a prior history of a
diagnosis af breast ¢ancer, age 35 or older
Oral and other contraceptive methods for
female enrollees of repreductive capacity
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Misc. {Pracass for Possibie Conciliation, Accommodation or
Compromise of Final Adverse Benefit Determinations)

GENERAL MOTORS LLC
Octeber-16,-2042[A]

International Union, United Automopbile,
‘Aerospace and Agricultural Implement
Workers of Ameérica, UAW

8000 Eqst Jefferson Avenue

Detroit, Michigan 48214

Attention:  Mr. Terry-DittesMichael |. Booth
Vice President and Director
General Motors. Department

Dear Mr. bittesBooth:

During these nggotiations, the parties discussed the
Patient Protection and Affordable Care Act (PPACA}
mandatory external review process applicable toa
final adverse benefit determination from the last tevel
of the internal cldims and dppeal process under the
General Motors Health Care Program for Hourly-
Rate Employees. The parties discussed that aftera
final adverse benefit determination, the parties may
benefit by engaging in a dialogue toward possible
comproimise, conciliation or ac¢commeodation that
may obviate the time, expense and inconvenience
associated with external review.

Therefore, the parties agreed that with respectio
claims susceptible te mandatory external review, after
a final adverse benefit determination but before the
issuance of a final decisicdn by the Independent Review -
Organization ("IR0") and.upon a request from the
Union, the parties will engage in discussions toward
possible compromise, conciliation. or accommadation
of the claiim. Upon request by the Union‘ar a znion
benefitrepresentative, the Company, Control Plan,

or carrier will provide information material to the

324

He

ey



'M’s\-: -,

AT

Mise. (Progsiss for Possible Concitelion; Accimmddation of
Compromise of Final Ativerse Benefit Delgminations),

adverse benefit determination and advise what

‘would be needed in order to suppoert the employee's

ctaim for payment of benefits, Other than described

above, nothing in this agreement requires that

the parties follow any specific procedures when
exploring possibilities for compromise, cenciliation

‘or accommodation and nothing in this agreement
-requires either party to modify their respective

positions with respect te a claim. Furthermore, that
the parties engage in discussions pursuant to this
process shall not toll any time limits applicable to
any such claim and a refusal by GM to conciliate,

_.acccmmodate or compremise a final adverse benefit

determination pending IR0 decision shallnot be
deemed to constitute an-adverse benefit determination

‘with respect to said claim.

This agreerient is conditional vupon the parties’
understanding that engaging ih this process does not
constitute a voluntary internal review to which the
PPACA mandatory external review process applies.

To the extent it is later determiined by a court of

competent jurisdiction, by reégulatory or statitory W
amendment or by the issuance of authoritative \\ :
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Mise, {Procass forPossible Gongiliation, Actemmadalion or

Compromise of Final Adverse Benefit Crelemminations)

guidance by governing agencies that this process does:
constitute a voluntary intérnal review process, this
letter agreement shall become nulland void.

Very truly yours,

GENERAL MOTORS LLC.

P: Geott
SandefurMichael.
3, PerazVice
President
GMNA Labor Reldtions

Accepted and Approved:

INTERNATIONAL UNION,
UNITED AUTOMOBILE, AEROSPACE
AND AGRICULTURAL [MPLEMENT
WORKERS OF AMERICA, UAW

By: Ferry-BittacMichael }. Booth
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Misc: _(Exﬁise-“l’ax tm pl'ica'tinns)

GENERAL MOTORS-LLC
2038fA}International Union; United Automobile,
Aerospace and Agricultural Implement
Workers of America, UAW.

8000 East '{efferson Avenue
Detroit; Michigan 48214

Attention: Mr. Terpy-BittesMichael ). Baoth
Vice President and Diiector
General Motors Department

Dear Mr.BittesBooth:

During these negotiations, the parties discussed the
application of the Excise Tax on High Cost Employer-
Sporsored Health Coverage imposed under the-
Affordable Care Act onany health plans-an employet
offers. The parties also discussed that the per-
employee dollar limits for these high cost health plans
may be modified from time-to-time by the federal
government.

Should any Health Care Plan offered by the Company
he expected to exceed the government nmiandated per-
etnployee dollar limits and be subject to-this:Excise
Tax, the parties will employ a process-similar to that
usedin Misc. Letter (Supplemental Methodelogy

~ Alternative Plans) to-find areas of opportunity fo
reduce cost. The parties further agrée that a member
who-vclintarily remains in such plan will be subject
to @' maximum deductible of $400 for single coverage
and $800 for family. Further, the Company will consult
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{ . Mise. (Exclse Yax Implicalionia)

with the UAW National GM Department.to ensurg that
the Extise Tax calculation is ¢dnducted in 2 manner
that results in the towest tax allowablé under the law.

Very-truly yours,
GENERAL MOTORS LLC

P-Seott
SandefrMichael O,
Perez

Vice President
GMNA Labor Relations
Accepted and Approved:

INTERNATIONAL UNION,

UNITED AUTOMOBILE; AERQOSPACE
AND AGRICULTURAL IMPLEMENT
WORKERS OF AMERICA, UAW

By: Ferry-BittesMichael |. Booth
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Misc. (Seme Sex Domestic-Partners)
GENERAL MOTORS LLC
2048{Allnternational Union, United Automobile,
Aerospadce and Agricultural !mplement
Workers of America, UAW

8000 East Jefferson-Avenue
Detroit, Michigan 48214

Attention: Mr. Fersy-PittesMichael . Booth
Vice President.and Director
General Motors Departiment

DearMr, DitktesBoath:

- As discussed during negotiations, the parties-agreed to
remove alk benefit plan provisions.providing etigibility
for same-sex-domestic partners.and their children due’
to therecent Supreme Court decision in Obergefell
V. Hodges legalizing same-sex miarriage throughout
the United States, which eliminated the need for such
provisions.

The GM benefit plans have historically provided \Q’L}f\
eligibility for same-sex-domestic partners in \2"'\4
jurisdictions that did not recognize same-sex marriage.
“Should the Obergefell decision be everruled or
ravised, .the_partiés agree that they will meet o assure
that same-sex domestic partners and their children
continue to-be-eligible for coverage as they had in the
2011 benefit plan agreements prior to the Obergefell
v, Hodges decision.

329



Misc. {Same Sex Domestic- Panners)

The parties also discussed that same-sex domestic
partners and their childien would - lye treated a8
dependents ag defined in the 2011 Supplemental
Agreemerits covering the Benefit Plans between the
UAW and GM until December 31, 2016. The parties
agrée thatifissues arise that cause it tobenecessary
to extend such datg, the date will be extended to
June 30, 2017 or other mutually-agreeable date, With
respect to Dependent Life Insurance and or Sutvivor
Income Benefit Insurance (SIBI), such agreement
willinclude incurred claims related te deaths that
cccurred through and including either December 31,
2016 orjune 30,2017, as applicable. With respect
to the Health Care Program, such agreement will
include incurred claims that cccurred through and
including either December 31, 2016 or June 30, 2017,
as-applicablé.

In addition, in the event of the primary enrdllee’s
death, through-and including either December

31, 2016 or June 30, 2017, a surviving domestic:
pattner will be provided contination -opportunities
comparable to'a similady situated surviving spouse.
Under no circumstances will the privileges afforded a
domestic partner exceed those of a similarly situated
spouse:

Employees who.are having their wages grossed up-to
compensate for imputed income on the value of health
care for theirsame-sex domestic partner coverage
will continue to have their wages grossed up until
December 31,.2016 or June 30, 2017, asappropriate.
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Misc. (Same Séx Domestic Partners}

‘The benefit plans impacted by this agreement
{inciude the Pension Plan, Life and Disability

Benefits Program, Health Care Program, Profit

-Sharing Plan, Personal Savings Plan, Supplemental

Unemployment Benefit Plan Section, Dependent Care
Retmbursement Plan, and Flexible Speénding Account
Hezlth Care Reimbursement Plan. -

Very truly yours,
GENERAL MOTORS LLC
BSeott
SendeferMichael O,
PerezVice

President

GMNA Labor Relations

Accepted-and Approved:

INTERNATIONAL UNION,

UNITED AUTOMOBILE, AEROSPACE-
AND AGRICULTURAL IMPLEMENT
WORKERS OF AMERICA, UAW

By: Terey-DittesMichael |. Booth %‘{LQY/

f‘\’\’
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Mist. (Respectfut Language}

GEl MO Lis

International Union, United Automobile,
Aerospace and Agricultural Tmplement
M&&m&&;‘w

Detroit, Michi'gg‘ n4gzid

: Michael |, Booth
Vice President and Directer

DearMr. Booth:
D these tiations, the- discus

_opportunities to modernize language to be more
diverse, sguitable, and inciusive, The pu;p_ﬂgf_‘f_jgse
discussions was.to rer;gmz_c the importance uf using.

g;pggt[gl ]anguagg when referring to pecple with
ilit galth ditions.

i

) 0 their disability ar

¢ ion s “the disahled” or “substance abuser”,
mmgggmmmmummd

tnre h‘ n d;q ssing ¢

m_uh_gmm_@hlgﬁmas_jmm_“

can.recover on! o iead healthy live
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Therefore, taking steps to reduce pofential stigma.and.

negative bias start by using person-first language and.
avoiding terms such as*substance or drug abuse(r),”

How

alcahplic” "former or reformed

ng . The terms,
L “cognitive disability.” or
vintelectual disabifity” may be substituted asmore

They do not alter the benefii provided in any way.

Very truly yours

GENERAL MOTORS.LLC

Yice President

GMNA Labor Relations

Accepted and Approved:

INTERNATIONAL: UNION,: .
UNITED AUTOMORILE, AEROSPACE
AND AGRICULTURAL. IMPLEMENT

WORKERS OF AMERICA, 1AW,
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GENERAL MOTORS LLC

4]

International Unioh; United. Auatomobile,
Aeraspace and Agricaitural Implement
Workers of America, UAW

8000 East Jefferson Avenie

Detroit, Michigan 48214

Vice Presidentand Director
General Motors. Department

During these negotiations the parties-disenssed

opportunities to improve awareness regarding The

and svaluate opporfunities.to opti
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The Committee:will also evaluate oppoctunities:to offer

arg eligible, with Medicare Part.A and/or Part B
envollment, for whom The Program as a Secondary

Based upor the results of the evaluation, the parties
may, upon mutual agreement, decide upon and.

mutuad objectives of the parties,

Very truly yours,

GENERAL MOTORS LLG

Michaal Q. Perez

dent

AND AGRICULTURAL IMPLEMENT
WORKERS OF AMERICA, UAW

By: Michael L. Booth
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Mige iReimburssment for Medicare Par B Costs}

GENERAL MOTORS LLC

international Union, United Automohile,
Aerospace and Agricultural Implement
Workiers of Amierica, HAW

8000 East Jefferson Avernue

Detroit Michigan 48214

Atténtion: Mr. Michasl §. Booth
Vice President ang Director
General Motors Department

DearMr: Booth:

uring these negotiations, the parties agreed
that the Company wiil reimburse members for
Medicare Part B costs while employed at General

Motors.

GM will reimburse members for: the Standard
Monthly Part B Premium, sobject to withholding
requirements for members énrolled in Medicare
Parl B, as adjusted by the Centers for Medicare &
Medicaid Servicés excluding premiims that
exceed the Standargd Monthly Premiim (for high.
Incorne beneficiaries) and any penaltics the
member pg;ym:_lite enroliment.

Reimbursement is rigi automatic for any

member. To be eligible for reimbursement,
mgtnbers will be'required t6 submit for

reimbursement in writing and provide a

photocopy of their ir Medicare card to begin,
reimbursement.
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Msg. {Reimbursement for Medicare Part B Costsl

Reimbursement will cease upon retirement,
termination of employment, or death,

Very truly yours,
GENERAL MOTORS LLE

Michaet . Perez
Vice President.
GMNA Labor Relations

Acceptad and Appraved;.
INTERNATIENAL UNION,

UNITED AUTOMOBILE, AEROSPACE
AND AGRICULTURAL IMPLEM
WORKERS OF AMERICA, UAW

By: Michaet |, Booth
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GENERAL MOTORS LLC

International Unien, United Automobile,
Aerospace.and Agricultural implement
Workers of America, AW

8000 East [efferson Avenue

K\'\?\JQ’\




An employeg, who is actively at work, with less
than 91 calendar days of employment wii

automatically become eligible and covered for all

health care coverage on |B) pursuant to Article

service and such eligibifity and coverage willnot

g0 retroactive. to their date of hire.

Very truly youys,

Acceptedand Approved;

INTERNATION AT, TINION
UNITED AUTOMOBILE, AERQSPACE
AN AGRICULTURAL IMFLEMENT
WORKERS QF AMERIGA, UAW
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EXHIBIT J
SUPPLEMENTAL AGREEMENT
(DEPENDENT CARE

REIMBURSEMENT PLAN)

(A) - = Signing Date of New CBA
(B) - =Effective Date of New CBA
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J, 8ect.1

SUPPLEMENTAL AGREEMENT
{(DEPENDENT CARE
REIMBURSEMENT PLAN)

On this-16"dayof-Octeber2018[A], General Motors LLC,

hereinafter referred to as the Company, and the International
Union, United Automobile, Aerospace and Agricultural
Implement Workers of America, hereinafter referred to as the
Union, on behalf of the employees covered by the Collective
Bargaining Agreement of which this Agreement becomes a
part, agree as follows:

Section 1. Establishment of the Plan

Subject to the approval of its Board of Managers, the
Company shall establish a Dependent Care Reimbursement
Plan for Hourly-Rate Employees in the United States,
hereinafter referred to as the "Plan”, a copy of which is
attached and made a part of this Agreement to the extent
applicable to the employees represented by the Union and
covered by this Agreement. In the event of any conflict
between the provisions of the Plan and the provisions of this
Agreement, the provisions of this Agreement will supersede
the provisions of the Plan to the extent necessary to eliminate
such conflict.

Section 2. Administration

The Company shall have the responsibility for
administration of the Plan.

Administrative expenses of the Plan to the extent not paid

pursuant to Article VI, Section 6.01(c) shall be charged to the
Company.

(1
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J, Sect. 3

Section 3. Non-Applicability of Collective
Bargaining Agreement Grievance
Procedure

No matter respecting the Plan as supplemented by this
Agreement or any difference arising thereunder shall be
subject to the grievance procedure established in the
Collective Bargaining Agreement between the Company and
the Union.

Section 4. Duration of Agreement
This Agreement and Plan as supplemented by this
Agreement shall continue in effect until the expiration of the

Collective Bargaining Agreement of which this is a part.

In witness hereof, the parties hereto have caused this
Agreement to be executed the day and year first above written.

(2
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EXHIBIT J-1
THE GENERAL MOTORS
DEPENDENT CARE
REIMBURSEMENT PLAN
FOR HOURLY-RATE
EMPLOYEES
IN THE UNITED STATES



5

WA



ARTICLE |

ESTABLISHMENT OF THE DEPENDENT CARE
REIMBURSEMENT PLAN

1.01 Establishment of the Plan

The Dependent Care Reimbursement Plan hereinafter
referred to as the “Plan,” is maintained by General Motors
LLC, the “"Company”, on behalf of itself and certain of its
domestic subsidiaries that are approved by the Company
Board of Managers for inclusion and as specifically identified
on Appendix A to this Plan.

This Plan was established for GM Hourly-Rate Employeesin
the United States, represented by a Union which has signed
an agreement making this Plan applicable to hourly
employees in a bargaining unit it represents, hereinafter
referred to as the Union. The Plan is effective January 1, 2020,
except as otherwise indicated.

1.02 Purpose of the Plan

The purpose of the Plan is to reimburse Employees for the
cost of certain covered, eligible dependent care expenses. The
Plan is intended to qualify as a dependent care assistance plan
under IRC Section 129,

ARTICLE 1l
DEFINITION OF TERMS

The following definitions will apply to all words and
phrases capitalized in text which follows.

KA



Art 11, 2.01
2.01  “Administrator”

The term “Administrator” shall mean the Company. The
Administrator’s address is General Motors LLC, Employee
Benefits Activity, 300 Renaissance Center, Mail Code 482-
C3236-A68D48, Detroit, MI 48265-3000. References to the
Administrator include agents of the Administrator to the
extent that the Administrator has delegated certain duties to
such agents. An agent shall have no authority beyond that
specifically delegated in writing by the Administrator.

202 “Company”
The term “Company” shall mean General Motors LLC.
203 “Dependent”

The term “Dependent” shall mean a qualifying child or a
qualifying relative as defined in [RC Section 152.

2.04 “Effective Date of Termination”

The term “Effective Date of Termination” shall mean the
Participant’s date of termination of employment with the
Company. Leave of absence or layoff shall not be considered
termination of employment hereunder.

2.05 “Employee”
Employee means:

(a) Any person regularly employed in the United States
by the Company or by a wholly-owned or substantially wholly-

owned domestic subsidiary in accordance with IRC Section
414(b), (¢), and (m) thereof, which the Company Board of

S
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Arl. 11, 2,05 (a)

Managers or its designees for such purposes has approved for
inclusion in this Plan and which are specifically identified in
Appendix A, on an hourly-rate basis, including:

(1) Hourly-rate persons employed on a full-time
basis; and

{2) Part-time hourly-rate employees.

{b} The term “Employee” shall not include employees of
any directly or indirectly wholly-owned or substaatially
wholly-owned subsidiary of the Company except as their
participation in the Plan is expressly approved by the GM
Board of Managers and as specifically identified in Appendix
A

{c} The term “Employee” shall not include employees
represented by a labor erganization which has not signed an
agreement making the Plan applicable to such employees.

{d) The term “Employee” shall not include Leased
Employees as defined under IRC Section 414(n).

{e} The term "Employee” shall not include contract
employees, bundled-services employees, consultants, or
similarly situated individuals, or individuals whe have
represented themselves to be independent contractors.

(f) The following classes of individuals are ineligible to
participate in this Plan, regardless of any other Plan terms
to the contrary, and regardless of whether the individual is a
common-law employee of the Company:

A
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At L 2.05(0(1)

{1) Any individual who provides services to the
Company where there is an agreement with a separate
company under which the services are provided. Such
individuals are commonly referred to by the Company as
“contract employees” or “bundled- services employees”;

(2) Any individual who has signed an independent
contractor agreement, consulting agreement, or other similar
personal service contract with the Company;

{3) Any individual who both (a) is not included in
any represented bargaining unit and (b) who the Company
classifies as an independent contractor, consultant, contract
employee, or bundled- services employee during the period
the individual is so classified by the Company.

The purpose of this provision is to exclude from
participation all persons who may actually be common-law
employees of the Company, but who are not paid as though
they were employees of the Company, regardless of the
reason they are excluded from the payroll, and regardless of
whether that exclusion is correct.

206 “Enroliment Period”

The term “Enrollment Period” shall mean a period
determined annually by the Administrator during which
eligible Employees are permitted to make their elections
in accordance with Article 3. This Enrollment Period shal be
within the three month plus one day period immediately
preceding the start of each Plan Year,

A5
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Art W, 2.07

207 “Grace Period”

The term “Grace Period” shall mean the period of time
from January 1 through March 15 following the Plan Year.
During this “Grace Period”, the Participant may incur
qualified dependent care expenses and can apply for
reimbursement of such expenses from the Participant’s prior
year account balance. Employees may request reimbursement
from the prior year account balance for qualified dependent
care expenses through the last day of the fourth month
following the end of the Plan Year. The “Grace Period” shall be
administered in accordance with regulations under IRC
Section 125.

208 “IRC”

The term “IRC" shall mean the Internal Revenue Code of
1986, as amended.

2.09 “Named Fiduciary”

The term “Named Fiduciary” shall mean the GM
Employee Benefits Plans Committee (EBPC) with respect to
this Plan. The EBPC may delegate authority to carry out such
of its responsibilities as it deems proper to the extent
permitted by the Employee Retirement Income Security Act
0f 1974,

210 “Participant”

The term “Participant” shall mean an Employee who
participates under this Plan.

211 “Plan”
The term “Plan” shall mean the Dependent Care

Reimbursement Plan for Hourly-Rate Employees in the
United States.

A\
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Ad.11,2.12
212 “Plan Year"

Theterm “Plan Year” shall mean the calendar year.

ARTICLE Iii
ELIGIBILITY AND ENROLLMENT

3.01 Eligibility

An Employee is eligible to participate in the Plan on the
first day of the first pay period next following the attainment
of seniority.

3.02 Enroliment

An eligible Employee may enroll as a Participant in this
Plan by electing to participate at such time during the
Enroliment Period and in such manner as the Administrator
shall determine, If a Participant fails to elect to participate,
such Participant shall not be enrolled in this Plan.

3.03 Elections

A Participant may make an election under the Plan
during the Enrollment Period, to be effective for the next
Plan Year. Such election shall be irrevocable during such
Plan Year except as follows: (1) a change in status, (2)
cessation, commencement, or significant change of a spouse's
employment, or (3) other conditions or circumstances
permitted by the Internal Revenue Service. Upon such event,
a Participant may change the election consistent with the
change in status and in accordance with the rules and
procedures the Administrator may prescribe.

S
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Art. 1, 3.04{a)

3.04 Participant Accounts

{a) The Administrator shall maintain an unfunded
account for each Participant and no interest will be credited
to any Participant’s account. Plan benefits shall be available to
each Participant equal to the lesser of (a) the annual amount
elected by the Participant or the actual amount allocated to
the Participant’s account.

(b) Upon retirement or other termination of employment,
pre-tax coniributions will cease with the Participant’s last
paycheck. The Participant may still file claims for services
received, up to the balance available in the Participant’s
account, at termination for claims incurred during the Plan
Year and the Grace Period.

{c} Plan benefits for the Plan Year and the Grace Period
may at no time exceed the amount then available to the
Participant. Amounts available as Plan benefits are described
in Articles V and V1. The Participant’s account shall be
maintained on a separate Plan Year basis, including the Grace
Period.

ARTICLE iV
ELIGIBLE DEPENDENT CARE EXPENSE

4,01 Eligible Dependent Care Expense

{a) The term “Dependent Care Expense” shall mean
an expense incurred by the Participant for dependent care
as provided under IRC Section 129, Only expenses incurred
while the Employee is a Participant for such Plan Year are
recognized.



Arl. IV, 4.01{b)

{b) To be eligible, the care must be provided while the
Participant works or is actively looking for work, and, if there
is a spouse, while the spouse’s work hours coincide with
the Participant’s, or while school hours coincide with the
Participant’s if the spouse is a full time student for at least five
months during the year, or while the spouseis actively looking
for work. if the spouse is disabled, dependent care expenses
may still be eligible even if the spouse does not work.

(¢} Aneligible dependent is:

(1) A qualifying child (as defined under IRC Section
152 (a)(1)).

(2) Aspousewhao is mentally or physically incapable
of self-care and who has the same principal place of abode as
the Participant for more than one- half of the Plan Year.

{3) A Dependent who is mentally or physically
incapable of self-care and who has the same principal place
of abode as the Participant for more than one- half of the Plan
Year.

(d) Dependents for whom reimbursement is claimed must
reside atleast eight hours per day in the Participant’s residence.

(e) 1f permitted by federal tax law, regulations or rulings,
eligible expenses for covered Dependent Care Expenses
include the following type of care for an eligible dependent;

{1) Licensed nursery schools/day care centers
which care for seven or mere children;

(2) Baby-sitting either in or out of the home while
parents are working or actively looking for work;

(3) Housekeepers, while pareats are working or
actively looking for work, if they care for eligible Dependents;

10
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Adl WV, 4.01(e)(4}

{4) Home care specialists to care for eligible disabled
Dependents:

(S) Disabled dependent care centers that comply with
state/local regulations; and

{6) Educational expenses including nursery school/
day care centers that provide pre-school care services,

ff) The following expenses are not covered under the
Plan:

{1) Baby-sitting while parents are notworkingornot
actively looking for work;

{2) Dependents cared for by: (1) Participant’s spouse,
{2) Participant’s children under age 19, and (3) another of the
Participant’s dependents for whom a deduction under IRC
Section 151(c) is allowable to the Participant;

(3) Expenses for care received when the Participant’s
and spouse’s work hours, hours spent actively looking for
work, or school hours do not ceincide;

(4) Services paid for by another organization or free
services;

(5) Food,if notincidental to providing the care;
{6) Transportation;

{7) Care provided in full-time residential institutions
such as nursing homes and homes for the disabled;

{8) Services outside if the Participant’s household at
a camp where the dependent stays overnight;

(9) Clothing and entertainment; and

11
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Al IV, 40810}

{10) Educational expenses for the first grade and
beyond.

ARTICLE V
PLAN BENEFIT

5.01 Plan Benefit

{a) The “Plan Benefit” is the lesser of (a) 100% of
Dependent Care Expenses incurred during the Plan Year and
the Grace Period or (b) the maximum benefit elected by the
Participant for the Plan Year.

(b) The Participant may elect a maximum benefit of up
to $5,000 for a Plan Year ($2,500 in the case of a married
Participant that files a separate income tax return).

ARTICLE VI
REQUEST FOR BENEFITS

8.01 Requestfor Benefits

(a) A Participant may submit a request for benefits for
expenses incurred during the Plan Year and Grace Period at
any time before the end of the fourth month after the Plan
Year, subject to the following conditions:

{1) The minimum submission shall be $25.00. The
minimum is waived for expenses incurred during a Plan Year
and the Grace Period which are submitted within four months
after the end of such Plan Year.

(2) The benefit payable may not exceed the

Participant’s account balance as of the time the benefit is
determined.

12



ArL VI, 6.0%(a)(3)

{3) The request must be made using a form and
procedure prescribed by the Administrator and may be
submitted not more often than once per week.

(b) In the event that the Participant dies or is
incapacitated, the Administrator may pay the benefit to the
Participant’s estate or to such other person responsible for
the payment of the expense as the Administrator may deem
appropriate.

(c) Amounts remaining in a Participant’s account longer
than four months after the end of such Plan Year wilt be
forfeited by the Participant. Such forfeited amounts will be
applied to reduce or reimburse the Company for reasonable
expenses of administering this Plan.

ARTICLE Vil
NON-ASSIGNABILITY

7.01  Non-Assignability

It is a condition of the Plan, and all rights of each
Participant shall be subject thereto, that no right or interest of
any Participant in the Plan shall be assignable or transferable,
in whole or in part, either directly or by operation of law or
otherwise, including, but not by way of limitation, execution,
levy, garnishment, attachment, pledge, bankruptcy, or in any
other manner, and no right or interest of any Participant in
the Pilan shall be liable for, or subject to, any obligation or
liability of such Participant,

13



Art. VIII, 8.01

ARTICLE VIl
AMENDMENT, MODIFICATION,
SUSPENSION OR TERMINATION

8.01 Amendment, Modification, Suspension,
or Termination

The Dependent Care Reimbursement Plan is part of and
subject to the terms of the Collective Bargaining Agreement
for hourly-represented employees and, subject to the terms
of that agreement, with the union’s consent, the Company
reserves the right to amend, madify, suspend, or terminate
the Plan at any time by action of its Board of Managers or
other individual or committee expressly authorized by the
Board to take such action. The benefits to which an employee
is entitled are determined solely by the provisions of the Plan.
Absent an express delegation of authority from the Board of
Managers, no one has the authority to commit the Company
to any benefit or benefit provisions not provided for under
the Plan, or to change the eligibility criteria or any other
provisions of the Plan.

ARTICLE IX
ADMINISTRATION
.01  Administrator
{2) The Company will have discretionary authority
to interpret, apply, and construe the Plan provisions in
accordance with the terms of the Plan. The Company’s

discretionary autherity includes but is not limited to:

{1} Establishing rules, regulations, and procedures
to discharge its duties;

14
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Art. 1X, 9,01(a)(2)

(2) interpreting the Plan, including supplying
any omission in accordance with the intent of the Plan;

(3) deciding all questions concerning eligibility of any
Employee to become a Participant;

(4) approval of any change of election; and

(5) performing any other act or acts necessary to
the performance of its duties.

(b) The Company or its delegate will provide notice, in
writing, to a Participant or beneficiary if any claim under the
Plan has been denied, setting forth the specific reason for the
denial. The Participant or beneficiary will be given 60 days
from the date of the notice denying such claim to request a
full and fair review by the Company. Such request for review
should include any written comments that support the claim
and should be mailed to: GM Benefits & Services Center, P.O.
Box 770003, Cincinnati, OH 45277- 1060. The decision of the
Company is finai and binding.

() Unless otherwise provided by law, no Employee or
Participant may bring an action against the Plan or the
Company until they have exhausted the administrative
remedies provided by the Plan or is denied the right to appeal
the decision of the Administrator.

15
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Art. X, 10.01

ARTICLE X
NON-DISCRIMINATION

10.01 Non-Discrimination

The average benefit for non-Highly Compensated
Participants must be at least 55% of the average benefit
for Highly Compensated Participants, in accordance with
IRC Section 129. Contributions by Highly Compensated
Participants into this Plan may be restricted from time to time,
in order to achieve compliance with IRC Section 129.
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APPENDIX A

Manual Transmissions of Muncie, LLC
{formerly New Venture Gear, Muncie, Indiana)
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Manual Transmissions of Muncie, LLC,

GENERAL MOTORS LLC
GeteberlE2048[A]

International Union, United Automobile,
Aerospace and Agricultural Implement
Workers of America, UAW

8000 East Jefferson Avenue

Detroit, Michigan 48214

Attention: Mr. FerryDittesMichael [, Booth.
Vice President and Director
General Motors Department

Dear Mr. BittesBooth:

As discussed during these negotiations, this will confirm our
understanding that for purposes of Article li, Section 2.05 of
the Plan, the definition of “Employee” will include all hourly
persons employed by Manual Transmissions of Muncie, LLC
formerly New Venture Gear, Muncie, Indiana. ?}?792\

Very truly yours,
GENERAL MOTORS LLC

L-Seast-Sander
Michael O. Perez

Vice President

GMNA Labor Relations

Accepted and Approved:
INTERNATIONAL UNION, UNITED
AUTCGMOBILE, AEROSPACE AND
AGRICULTURAL IMPLEMENT
WORKERS OF AMERICA, UAW

By: Ferry-DittesMichael |. Booth
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Misc. (Benelfils Training and Education)

GENERAL MOTORS LLC
October16,2019[A}

International Union, United Automobile,
Aerospace and Agriculturat Implement
Workers of America, UAW

8000 East Jefferson Avenue

Detroit, Michigan 48214

Attention: Mr. Ferry-DittesMichael J. Booth
Vice President and Director
General Motors Department

Dear Mr.-Bittes Booth:

During these negotiations, the parties renewed their
commitment to provide ongoing training programs for
Company and Union Benefit Representatives so as to
improve the quality of service provided to hourly employees.
The parties also recognize the importance of communications
programs aimed at all educating employees about their
benefits,

The-Exeeutive Board—joint-ActivitiesThe Board of Trustees
of the UAW-GM LMC Trust will approve the development
and implementation of training education programs. Such
training education programs will be developed jointly.
Funding fer such training education programs, including
development cost, travel, lodging and wages of participants
shall be paid in—sccerdance—with—the Memeorandur—of
Und Jing-jointActivitiest! b the UAW-GM LMC
Trust. These programs include, but are not limited to, the
following:

« Three joint UAW-GM Benefits Training Conferences will
be scheduled upon approval by the parties.

20
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Misc. (Benefits Training and Education)

s Continuing education program will be revised and
updated for Union Benefit Representatives, newly appointed
Union Benefit Representatives and Alternates as agreed to
by the parties. The sessions will concentrate on areas such as
eligibility to receive benefits, description and interpretation
of benefit plan provisions, and calculation of benefits.

¢ Conduct periodic on site plant surveys and audits to
evaluate training and education needs to improve employee
service.

e Ad hoc training meetings and materials on legal
developments or other special needs.

The Company will pay for lost time [eight hours per day base
rate plus COLA) of Union Benefit Representatives attending
such programs away from their locations. The Company
will also pay for the time (eight hours per day base rate plus
COLA) of alternate Union Benefit Representatives who
replace those attending such programs.

Very truly yours,
GENERAL MOTORS LLC

D ScottSandefur
Michael O. Perez

Vice President

GMNA Labor Relations

Accepted and Approved:
INTERNATIONAL UNION, UNITED
AUTOMOBILE, AEROSPACE AND
AGRICULTURAL IMPLEMENT
WORKERS OF AMERICA, UAW

By: Ferry-BittesMichael |, Booth
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Misc, {Improving Benefits Service Through Technology)
GENERAL MOTORSLLC

Oeteber 16,2019 )

International Union, United Automobile,
Aerospace and Agricultural Implement
Workers of America, UAW

8000 East Jefferson Avenue

Detroit, Michigan 48214

Attention: Mr. TeeryDittesM|chae! | Booth
Vice President and Director
General Motors Department

Dear Mr. Bittes Booth:

During these negotiations, the parties recognized the need
to move ahead with the development of technological
applications to improve the quality of service provided to
hourly employees.

1. The parties recognized the need to provide the
necessary tools to Local Union Benefit Representatives so
thatthey may improve the service they are providing to hourly
employees. Local Union Benefit Representatives require
basic information that can be accessed quickly in order to
confidently and accurately answer many of the questions they
receive.

2. The parties further agree that the Company provide
Local Union Benefit Representatives with GM On-Line
computers with access to the appropriate systems required
toperform their duties. The parties agree to provide voice
mail, email and/or an answering machine at plant locations.

3. Information of importance to Local Union Benefit

Representatives, including but not limited to the Benefits
Supplemental Agreements, prescription drug therapy

22
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Misc. (improving Benefils Service Through Technology)

programs, training materials,__offboarding benefits
materials, and information updates will be jointly developed
and may also be made available by the Company
electronically.

" 4 The parties further agree to work toward enhancing
the information available through Fidelity's Plan Sponsor
WebStation® (PSW).

5. The parties further agree ongoing discussions to
enhance the information available through the disabitity
administrator's web-based tool to provide Local Union
Benefit Representatives and Alternates information
regarding leaves of absence.

In conclusion, during the term of the new Agreement, the
parties pledge to carefully consider every opportunity to
improve the quality and efficiency in benefits delivery.

Very truly yours,
GENERAL MOTORS LLC

D-Scott Sandefur
Michael 0. Perez

Vice President

GMNA Labor Relations

Accepted and Approved:
INTERNATIONAL UNION, UNITED
AUTOMOBILE, AEROSPACE AND
AGRICULTURAL JMPLEMENT
WORKERS OF AMERICA, UAW

By: Terry-DittesMichael |. Booth



Misc, {Prometion and Education of Dependent Care Reimbursement Plan)

GENERAL MOTORS LLC
Bctober 16.2049[A]

International Union, United Autemobile,
Aerospace and Agricultural implement
Workers of America, UAW

8000 East Jefferson Avenue

Detroit, Michigan 48214

Attention: Mr. FerpyBittesMichael |. Booth
Vice President and Director
General Motors Department

Dear Mr. Bittes Booth:

During these negotiations, the parties discussed programs
designed to assist participants in caring for the needs of their
families.

The parties agree that as soon as practicable following the
effective date of this Agrcement, the Company-Union
Committee on Health Care Benefits will gather and evaluate
opportunities to optimize employee engagement and
cenhance the utilization of the existing Dependent Care
Reimbursement Plan for Hourly-Rate Employees, and
develop strategies to help participants avoid forfeiture of
Plan_{unds. Based upon the results of the evaluation, the
parties may, upon mutual agreement, decide upon and
implementan employee
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Misc. {(Promotion and Education of Dependent Care Reimbursement Plan)

communication plan to address the mutual objectives of the
parties.

Very truly yours,
GENERAL MOTORSLLC

Lo Seotsiandafar
Michael 0. Perez.

Vice President

GMNA Labor Relations

Accepted and Approved:
INTERNATIONAL UNION, UNITED
AUTOMOBILE, AEROSPACE AND
AGRICULTURAL IMPLEMENT
WORKERS OF AMERICA, UAW

By: TerryDittesMichael |, Booth
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