
WHO IS ELIGIBLE FOR COVERAGE 

Employees 

You are eligible if you are a regular hll-time Employee of Atinos Energy Corporation. 

Dependents 

Your eligible Dependents are: 

8 Your wife or husband. 

0 Your unmarried children under 19. 

8 Your unmarried children 19 or older, but under 25 who are registered students in regular 
full-time attendance (1 2 semester hours) at a licensed or accredited school. 

Dependents who are students must be mainly dependent on you for care and support. For coverage to 
continue during vacation periods, the child must be scheduled to enter school on the next enrollment date. 
Your Dependents must reside in the United States. 

Children includes any of the following: 

Your stepchild. 

\ 0 Your legally adopted child. (A child is considered legally adopted upon your assumption and 
retention of a legal obligation for total or partial support of a child in anticipation of the adoption 
of the child. 
obligation for total or pahial support. A child who is irmnediaiely-adopt&h by you witfiout a 
preceding placement for adoption is considered to be placed for adoption on the date of the 
adoption.) 

- . , A  *. A child's placement for adoption terminates upon the termination of the legal -I 

0 Any other child who is related by blood or marriage and mainly dependent on you for 
care and support, and living with you in a parent-child relationship. 

In the case of a newborn child, other than your natural child, you would be required to obtain legal 
guardianship of the child prior to the child becoming a covered Dependent. No person can be covered 
both as an Employee and as a Dependent under this Plan. No person can be covered as a Dependent of 
inore than one Employee under this Plan. 
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WMEN COVERAGE STARTS 

\ 

Your Coverage 

You must enroll to get coverage (see How to Enroll). 

Coverage starts on the latest of: 

The date you complete the 30-day waiting period. 

0 The date you enroll. 

Your Dependent Coverage 

You must enroll for the coverage for your Dependents (see How to Enroll). 

Coverage starts on the latest of: 

0 The date you become covered. 

0 The date you acquire your first Dependent. 

0 The date you enroll for the Dependent coverage. 

Special Provision for Newborn Children 

You must enroll each of your Dependents for Dependent Coverage if they are to be covered under this 

Energy Corporation of the" addition of a new Dependent. However, even- if you are"nGt enroii'ed for 
Dependent Coverage, the dental benefits of the group plan are payable for your newborn child froin birth 
for 31 days. You must file a written request with your Employer to deduct the required contributions 
from your pay for Dependent Coverage during the first 3 1 days to have the child covered under the group 
plan after that period of time. You will not have to give proof of insurability for the child. 

Plan. If you currently have Dependent Coverage, you must still notify Dallas Huinan Resources at Atmos 
b _  r 

If you do not file a written request with your Employer to deduct the required contributioix from your pay 
for Dependent Coverage during those first 31 days, benefits will no longer be payable for the child after 
the first 31 days following the date of the child's birth. In this case, no payment will be made for any 
services given to the child after these initial 3 1 days. No other benefit or provision of the Plan will apply 
to the child. This includes but is not limited to the following provisions: 

Extension of benefits. 

0 Continuation of coverage. 

Who Pays for the Coverage? 

The coverage under this Plan is contributory. The contribution rates to participate in a specific coverage 
level are subject to change each year based on two elements ( I )  the cost to administer the Plan and (2) the 
Plan's claim experience. Each Plan Year's rates will be coimnunicated during the amiual enrollment 
period for that Plan Year. The Company employs an outside actuary to develop the required contribution 
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rates using the contracted admiiiistrative and projected net claims costs for that Plan Year. The developed 
rates reflect the Company’s cost sharing philosophy for participants-20% of these costs. 

.. .,a I . .- .. , , 
I 

19 



PRE-DETERMINATION OF BENEFITS 

This is a way of telling you ahead of time how much will be paid for dental work. It will help to avoid 
unexpected expenses. 

Many times dental work is likely to cost more than $200. If so, you should ask the dentist to file for Pre- 
Determination of Benefits with the Claims Administrator. Most dentists know about 
this procedure. 

Here is how it works: 

0 Get a dental claim form from your Employer. 

0 Give it to your dentist. The dentist will tell the Claims Administrator what work needs 
to be done. This work is called the treatment plan. 

0 The dentist lists the services and charges on the claim form and sends it to the Claims 
Administrator. 

0 The Claims Administrator will tell you and the dentist what amount the Plan will pay. 
You should discuss the treatment plan with the dentist before the work is done. 

If the dentist changes the treatment plan, the amount of payment may change. If the dentist makes a 
major change, a new dental claim. form should be sent to the Claims Administrator. 

i If you do not use Pre-Determination of Benefits, payment will be based on the information the Claims 
Administrator has about the case. 
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CLAIMS INFORMATION 

How To File A Claim 

I 

Get a claim form froin your Employer, the Plan Administrator or the Claims Administrator. The form has 
instructions on how to fill it out and where to send the claim. Please read the foiin carefully. Answer all 
questions and send all required information. 

If you ask for a claim form but do not receive it within 15 days, you can file a claim without it by sending 
in the bills and describing the situation in a letter. 

When Claims Must be Filed 

To claim dental benefits you must give the Claims Adiniiiistrator written proof of your loss or expenses 
witliin 15 months after the date of the loss or the date the expenses are incurred. 

No benefits are payable for claims submitted after this 15 month period. You can request that benefits be 
paid for late claims if you can show that: 

9 It was not reasonably possible to give the written proof of loss or expenses during the 
15 month period. 

0 The proof was given to the Claiins Administrator as soon as was reasonably possible. 

It is important to keep separate records for each person in your family since maximum amounts, 
deductible amounts and other provisions generally apply separately to each person. 

- ,I TliZ Claims Adininistratcjr may request additidnal infchnation in order to process a claim: 

The Claims Adininistrator can request any needed proof of loss or expenses in connection with a claim 
under tlie Plan. This includes tlie following: 

0 Dentist's or physician's statement of treatment. 

9 Study models. 

9 X-rays taken before and after services are performed. 
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How and When CIaims Are Paid 

All benefits will be paid to you after tlie Claims Administrator receives satisfactory proof of loss or 
expenses. 

Any dental care benefits continued for your Dependents after your death will be paid to one of the 
following: 

0 Your surviving spouse. 

Your Dependent child who is not a minor, if there is no surviving spouse. 

A hospital or a person who makes charges to your Dependents for services that are 
covered under this Plan. 

0 The legal guardian of your Dependent. 

Benefit Determinations 

Urgent Claims that Require Immediate Action 

Urgent care claims or appeals are those claims or appeals that require notification or approval prior to 
receiving medical care, where a delay in treatment as a result of the application of the time periods for 
making non-urgent care determinations could seriously jeopardize your or your Dependent's life or health 
or ability to regain maximum function or, in the opinion of a physician with knowledge of your or your 
Dependent's medical condition could cause severe pain that cannot be adequately inanaged without the 
care or treatment that is the subject of the claim. 

In the case of an urgent care claim, the Claims Administrator shall notify you of the Plan's benefit 
determination (whether adverse or not) as soon as possible, taking into account the medical exigencies, 
but not later than 72 hours after receipt of the claim by the Plan, unless you fail to provide sufficient 
information to determine whether, or to what extent, benefits are covered or payable under the Plan. In 
the case of such a failure, the Claims Administrator shall notify you as soon as possible, but not later than 
24 hours after receipt of the claim by the Plan, of the specific information necessary to complete the 
claim. You shall be afforded a reasonable amount of time, taking into account the circumstances, but not 
less than 48 hours, to provide the specified information. The Claims Administrator shall notify you of the 
Plan's benefit determination (whether adverse or not) as soon as possible, but in no case later than 48 
hours after the earlier of (i) the Plan's receipt of the specified information, or (ii) the end of the period 
afforded you to provide the specified additional information. 

L /  , *  .I I_ . -  _ L  , c  - - . =  -I - . L  - -. - - 

A denial notice will comply with the requirements set forth below. 

Pre-Service Claims 

Pre-service claims or appeals are those claims or appeals that require notification or approval prior to 
receiving medical care. 

In the case of a pre-service claim, the Claims Administrator shall notify you of the Plan's benefit 
determination (whether adverse or not) within a reasonable period of time appropriate to tlie medical 
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circumstances, but not later than 15 days after receipt of the claim by the Plan. This period may be 
extended one time by the Plan for up to 15 days, provided that the Claims Administrator both determines 
that such an extension is necessary due to matters beyond the control of the Plan and notifies you, prior to 
the expiration of the initial 15-day period, of the circumstances requiring the extension of time and the 
date by which the Plan expects to render a decision. If such an extension is necessary due to your failure 
to submit. the information necessary to decide the claim, the notice of extension shall specifically describe 
the required information, and you shall be afforded at least 45 days from receipt of the notice within 
which to provide the specified information. In the case of your failure to follow the Plan's procedures for 
filing a pre-service claim, you shall be notified of the failure and the proper procedures to be followed in 
filing a claim for benefits as soon as possible, but not later than 5 days (24 hours in the case of a failure to 
file a claim involving urgent care) following the failure. Notification may be oral, unless you request 
written notification. This paragraph applies only in the case of a failure by you to file a claim with the 
Claims Administrator that names a specific claimant, a specific medical condition or symptom, and a 
specific treatment, service or product for which approval is requested. 

A denial notice will comply with the requirements set forth below. 

Post-Service Claims 

Post-service claims or appeals are those claims or appeals that are not pre-service claims or appeals and 
are filed for payment of benefits after medical care has been received. 

In the case of a post-service claim, the Claims Administrator shall notify you of the Plan's benefit 
determination (whether adverse or not) within a reasonable period, but not later than 30 days after receipt 
of the claim. This period may be extended one time by the Plan for up to 15 days, provided that the 
Claims Administrator both determines that such an extension is necessary due to matters beyond the 
Plan's control and notifies you, prior to the expiration of the initial 30-day period, of the circumstances 
requiring the extension of time and the date by which the Plan expects to render a decision. If such an 
extension is necessary due to' your failure to submit the. information: necessary to decide the claim, the 
notice of extension shall specifically bescribe the required information, and you shall be afforded at 'least 
45 days from receipt of the notice within which to provide the specified information. 

1 

'-, 

A denial notice will comply with the requirements set forth below. 

Concurrent Care Claims 

If the Plan has approved an ongoing course of treatment to be provided over a period of time or number of 
treatments, then any reduction or termination by the Plan of such course of treatment (other than by Plan 
amendment or termination) before the end of such period of time or number of treatments shall constitute 
an adverse benefit determination. The Claims Administrator shall notify you of the adverse benefit 
deteiinination at a time sufficiently in advance of the reduction or teiinination to allow you to appeal and 
obtain a determination on review of that adverse benefit determination before the course of treatment is 
reduced or terminated. Any request to extend the course of treatment beyond the period of time or 
number of treatments that is a claim involving urgent care shall be decided as soon as possible, taking into 
account the medical exigencies, and the Claims Administrator shall notify you of the benefit 
determination (whether adverse or not) within 24 hours after receipt of the claim by the Plan, provided 
that any such claim is made to the Plan at least 24 hours prior to the expiration of the prescribed period of 
time or number of treatments. Any request to extend the course of treatment beyond the period of time or 
number of treatments that is not or is no longer a claim involving urgent care shall be considered a new 
claim and decided according to post-service or pre-service timeframes, whichever applies. 

I 
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Denial Notification Requirements 
( 

In the event claim for benefits is denied or the Claims Administrator otherwise makes an adverse benefit 
determination as defnied in the DOL regulations regarding claims procedures, the Claims Administrator 
shall provide you with written or electronic notification of such adverse benefit determination. The 
notification shall be written in a manner calculated to be understood by you and shall include the 

(4) 

(5) 

(7) 

The specific reason or reasons for the adverse deterniination; 

Reference to the specific Plan provision on which the determination is based; 

A description of any additional material or information necessary for the claimant to 
perfect the claim and an explanation of why such material or information is necessary; 

A description of the Plan’s review procedures and the time limits applicable to such 
procedures, including a statement of the claimant’s right to bring a civil action under 
ERISA Section 502(a) following an adverse benefit determination on review; 

Any specific internal rule, guideline, protocol or other similar criterion relied upon in 
making the adverse determination or a statement that such rule, guideline, protocol or other 
similar criterion was relied upon and that a copy of such rule, guideline, protocol or other 
similar criterion will be provided free of charge to the claimant upon request; 

If the adverse benefit determination is based on a medical necessity or experimental 
treatment or similar exclusion or limit, either an explanation of the scientific or clinical 
judgment for the determination, applying the tenns of the Plan to the claimant’s medical 
circumstances or a statement that such - explanation will- be provided free of-charge upon * * 

request; and 

In the case of a claim involving urgent care, a description of the expedited review process 
applicable to such claims. 

In the case of an adverse benefit determination concerning a claim iiivolving urgent care, the notice 
described in the preceding paragraph may be provided to you orally within the time frame described 
above, provided that a written or electronic notification is furnished to you not later than 3 days after the 
oral notification. 

If your claim has been denied and you wish to submit your claim for review, you must follow the Claims 
Review Procedure described below. 

Claims Review Procedure 

Upon the denial of your claim for benefits, you may file a claim for review in writing with the Plan 
Administrator. You must file a c l a h  for review not later than 180 days folIowing receipt of a notification 
of an adverse benefit determination. You may submit written comments, documents, records and other 
information relating to the claim for benefits in connectioii with the claim for review, and the review will 
take into account all such comments, documents, records and other infomation submitted by you relating 
to the claim, without regard to whether such information was submitted or considered in the initial benefit 
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determination. You shall be provided, upon request and free of charge, reasonable access to, and copies 
of, all documents, records and other information relevant to the claimant’s claim for benefits. 

In conducting its review, the Plan Administrator will not afford deference to the initial adverse benefit 
determination, aiid the review will be conducted by an appropriate individual who is neither the 
individual who made the adverse benefit deteiinination nor the subordinate of such individual. In 
deciding a claim for review that is based in whole or in part on a medical judgment, including 
determinations with regard to whether a particular treatment, drug or other item is experimental, 
investigational or not medically necessary or appropriate, the Plan Administrator shall consult with a 
health care professional who has appropriate training and experience in the field of medicine involved in 
the judgment. Any such health care professional engaged for purposes of a consultation shall be an 
individual who is neither an individual who was consulted in connection with the adverse benefit 
determination that is the subject of review, nor the subordinate of any such individual. The Plan 
Administrator will provide you with the identification of medical or vocational experts whose advice was 
obtained on behalf of the Plan in connection with your adverse benefit determination, without regard to 
whether the advice was relied upon in making the benefit determination. Further, in the case of a claim 
involving urgent care (whether an appeal on a claim iiivolves urgent care requiring the expedited handling 
procedures is determined by the nature of the claim at the time of the appeal), the Plan Administrator will 
provide for an expedited review process pursuant to which your request for an expedited review may be 
submitted orally or in writing, and all necessary information, including the Plan’s benefit determination, 
shall be transmitted between the Plan and you by telephone, facsimile or other available similarly 
expeditious method. 

In the case of an urgent care appeal, the Plan Administrator shall notify you of the Plan’s benefit 
determination an review as soon as possible, taking into account the medical exigencies, but not later than 
72 hours after receipt of the claimant’s request for review. i 

In the case of a pre-service appeal, the Plan Administrator shall notify you of the Plan’s benefit 

-not later than 30 days after receipt by the Plan of your request for review, 
.. ~ . ., 

’ determination on review within a reasonable period of time appropriate to the medical circumstances, but- 

In the case of a post-service appeal, the Plan Administrator shall noti@ the claimant of the Plan’s benefit 
determination on review within a reasonable period of time, but not later than 60 days after receipt by the 
Plan of the claimant’s request for review. 

The Plan Administrator shall provide you with written or electronic notification of the Plan’s benefit 
determiiiation on review. In the event of an adverse benefit determination on review, the notification 
shall be written in a manner calculated to be understood by you and shall include the following: 

(1) The specific reason or reasons for the adverse determination; 

(2) Reference to the specific Plan provisions on which the benefit determination is based; 

(3) A statement that the claimaiit is entitled to receive, upon request and free of charge, 
reasonable access to, aiid copies of, all documents, records and other information relevant 
to the claimant’s claim for benefits; 

(4) A statement describing any voluntary appeal procedures offered by the Plan and the 
claimant’s right to obtain the information about such procedures, and a statement of the 
claimant’s right to bring an action under ERISA Section 502(a); 
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( 5 )  Any specific internal rule, guideline, protocol or other similar criterion relied upon in 
making the adverse determination or a statement that such rule, guideline, protocol or other 
similar criterion was relied upon and that a copy of such rule, guideline, protocol or other 
siinilar criterion will be provided free of charge to the claimant upon request; 

(6 )  If the adverse benefit determination is based on a medical necessity or experimental 
treatment or similar exclusion or limit, either an explanation of the scientific or clinical 
judgment for the determination, applying the terms of the Plan to the claimant’s medical 
circumstances or a statement that such explanation will be provided free of charge upon 
request; and 

(7) A statement that reads as follows: “You and your plan may have other voluntary 
altemative dispute resolution options, such as mediation. One way to fmd out what may 
be available is to contact your local U.S. Department of Labor Office and your State 
insurance regulatory agency.” 

A claimant is not required to file more than two appeals of an adverse benefit determination prior to 
bringing a civil action under ERISA Section 502(a). 

Legal Actions 

If you want to bring a legal action against the Plan Administrator or the Claims Adiiiiiiistrator, you iilust 
do so within thee  years from the expiration of the time period in which a request for reimbiirseiiient must 
be submitted, or you lose any rights to bring such an action against the Plan Adiiiinistrator or tlie Claiiiis 

j Administrator. 

You caiiiiot bring any legal action against the Plan Administrator or tlie Claims Adiiiiiiistrator for ally 
other reason uuless you first coniplete all the steps in the appeal process described in th is  docuiiient. 
After completing that process. if you want to bring a legal action against the Plan Admiriistrator or the 
Claims Administrator. you must do so within three years of tlie date you are notified of the final decision 
011 the appeal: or you lose any rights to bring such an action against the Plan Adininistrator or the Claiins 
Adininistrator 

26 



NOTICE OF COORDINATION OF BENEFITS 

Coordination of benefits is an arrangement among group health benefit plans which provides guidelines 
for the administration of benefit payments when a person is covered under more than one of these plans. 
These guidelines establish consistent rules for an order of payment by the plans. They are also designed 
to pennit total benefit payments to be made up to an amount equal to, but not in excess of, a 
predetermined portion of the covered person's expenses. Without this provision, an overpayment of 
benefits could result. 

[ 

Coordination of benefits considers the amount payable by all the group health plans involved. The 
ainount of benefits paid by an individual plan depends on whether that plan is determined to be Primary 
or Secondary, according to the coordination of benefit rules. If the Plan is Primary, it pays its benefits 
first, without regard to the amount payable by other plans. In other words, the Primary Plan pays the 
same amount of benefits it would have paid if there was no coordination of benefits. 

Benefit payments under a Secondary Plan, on the other hand, are reduced to take into account the amount 
paid by a Primary Plan. The Secondary Plan pays the amount it would have paid if it was Primary, less 
the amount actually paid by a Primary Plan. 

There is ai1 exact method of determining the amount the Secandary Plan will pay. First, the amount of 
benefits the Secondary Plan would have paid if it was Primary is determined. Next, the amount of 
benefits actually paid by any Primary Plan or Plans is subtracted. The Secondary Plan pays the 
difference. 

There are two important facts you should note about this formula. First, the formula is designed to prevent 
benefit payments from being greater than the largest amount payable by any one of the plans involved. 
Also, if the amount of benefits paid by a Primary Plan or Plans is greater than that of the Secondary Plan, 
the Secondary Plan will not pay any benefits. Therefore, duplicate coverage may not be valuable. You ' 

may wish to discontinue some of the coverage on yourself and your Dependents. 

Each case is different. Make sure you understand what each plan pays for, and how the coordination of 
benefits provision works for each plan. Consider the amount you are paying for each plan. Based on this 
information, make a decision as to what coverage is best for you and your Dependents. But remember, 
while you may wish to drop some of your duplicate coverage, you should always make adequate 
provisions for unexpected health care needs. 

How Does Coordination Work? 

This provision applies when benefits for the same charges are payable under this Plan and another plan 
other than Medicare or Medicaid. If this Plan is Primary, it will pay benefits first. Benefits under this 
Plan will not be reduced due to benefits payable under other plans. If this Plan is Secondary, benefits 
under this Plan may be reduced to the extent of benefits payable under other plans Primary to this Plan. 

If this Plan is secondary, the amount of benefits this Plan would have paid without this provision will be 
determined first. Then the amount of benefits paid by other plans Primary to this Plan for 
the same charges will be subtracted from this amount. This Plan will pay you the difference. 

27 



Which Plan is Primary? 

In order to pay claims, the Claims Administrator must find out which plan is Primary and which plans are 
Secondaiy , 

There are rules to find out which plan is Primary and which plans are Secondary. The rules are used until 
one is found that applies to the situation. They are always used in the following order: 

A plan which has no coordination of benefits provision will be Primary to a 
plan which does have a coordination of benefits provision. 

0 A plan which covers the person as an Employee will be Primary to a plan 
which covers the same person as a Dependent. 

6 A person may be covered as a Dependent under two or inore plans. 

0 The plan that covers that person as a Dependent of the person whose birthday is 
earlier in the Calendar Year will be Primary to a plan that covers that person as 
a Dependent of a person whose birthday is later in the Calendar Year. 

e If both parents have the same birthday, the plan that covered one of the parents 
longer will be Primary to the plan that covered the other parent 
for a shorter period of time. 

The other plan may not have a rule based on birthdays similar to this rule. The rule in the other plan will 
determine which plan is Primary. 

Children of Divorced or Separated Parents 

The person may be covered as a Dependent under two or inore plans of divorced or separated parents. 
The rules that are used to find out which plan is Primary and which plans are Secondary 
are as fallows. 

The plan of the parent with custody will be Primary to a plan of the parent without 
custody. 

Further, the parent with custody may have remarried. In that case, the order of payment will be as 
follows: 

0 The plan of the parent with custody will pay benefits first. 

0 The plan of the stepparent with custody will pay benefits next. 

The plan of the parent without custody will pay benefits next. 

There may be a court decree that has specific terms giving one parent financial responsibility for the 
dental expenses of the Dependent child, If the plan which covers the parent with financial responsibility 
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knows the specific teiins of the court decree, it is Primary to any other plan that covers that Dependent 
child. 

A plan may cover a person as an Employee or Dependent of that Employee. This plan will be Primary to 
any plan that covers the person as a terminated or retired Employee, or as a Dependent of that Employee. 
The other plan may not have a rule for terminated or retired employees similar to this rule. In this case, 
this rule will not apply. If none of the above rules apply, the plan which has covered the person for the 
longest time will be Primary to all other plans. 

Examples 

The examples shown below are meant to illustrate, in simple terms, how the Coordination of Benefits 
provision works. 

In the examples, John is the Atmos employee, and his expenses are considered Primary under the Atmos 
dental plan. Jane, his spouse, works for another employer and has dental coverage under her employer's 
plan. Her expenses under her employer's plan are considered Primary, while they are paid as Secondary 
under the Atmos plan. 

Example A illustrates how benefits would be payable under the Atmos plan with respect to John. (John's 
expenses are Primary under this plan.) 

ExampIe A 

$200 Claim 
- 50 Deductible 
$150 Balance 
x 80% Coinsurance (General Services) 

$120 Benefit Payable under the Atmos Plan 

Example B illustrates how benefits would be payable under the Atmos plan with respect to Jane. (Jane's 
expenses are Secondary under the Atmos plan. In this example, the total claim amount is $200, and 
Jane's plan - which is Primary - paid $105 in benefits.) 

Example €3 

$200 Claim 
- - 50 Deductible 
$150 Balance 
x 80% Coinsurance (General Services) 
$120 
$105 
$15  

Benefit Payable based on the Atmos Plan Design 
Paid by Primary Coverage (Jan's Plan) 
Additional Benefit Payable under the 
Atinos Plan 

If Jane's Primary coverage had paid $120 or more in benefits, no benefit would be payable under the 
Atinos plan. 
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Refund to the Plan of Overpayment of Benefits 
I 

If the Plan pays dental benefits for expenses incurred on account of you or your Dependent, you or any 
other person or organization that was paid must make a refund to the Plan if: 

All or some of the expenses were not paid by you or your Dependent or did not 
legally have to be paid. 

All or some of the payment made exceeded the benefits under the Plan. 

0 All or some of the expenses were recovered from or paid by a source other than this 
Plan. This may include payments made as a result of claims against a third party of 
negligence, wrongful acts or omissions. 

The refund equals the amount paid under the Plan in excess of the amount that should have been paid. In 
the case of recovery from or payment by a source other than this Plan, the refund equals the amount of the 
recovery or payment up to the amount the Plan paid. 

If the refund is due from another person or organization, you and your Dependent agree to help the Plan 
get the refund when requested. If you, or any other person or organization that was paid, do not promptly 
refund the full amount, the Plan may reduce the amount of any future benefits that are payable under this 
Plan. The reductions will equal the amount of the required refund. The Plan inay have other rights in 
addition to the right to reduce future benefits. 

\ Subrogation 

In the event you or your Dependent suffers an injury or sickness as a result of a negligent or wrongful act 
or omission of a third party, the Plan has the right to pursue subrogation. 

The Plan will be subrogated and succeed to your or your Dependent's right of recovery against a third 
party, and inay use this right to the extent of the benefits under this Plan. 

You and your Dependent agree to help the Plan use this right when requested. The amount of the recovery 
will be reduced by a proper share of the legal fees and expenses needed to obtain the recovery. 
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WHEN COVERAGE STOPS 

Your Coverage 

Coverage will stop on the earliest of the following: 

0 When your employment ends. 

0 When you stop being an eligible Employee. 

0 When you stop inaking contributions. 

0 When the Plan stops. 

When you stop being an active Employee, see your Employer about what rights you may have to 
continue coverage. 

Your Dependent Coverage 

Coverage for all of your Dependents stops when your coverage stops or when you stop inaking 
contributions for the Dependent Coverage, whichever happens first. 

Coverage for an individual Dependent stops sooner if one of the following happens: 

* The Dependent becomes covered as an Employee under this Plan. 
\ 

4: The Dependent stops being an eligible Dependent. 

Handicapped Children 

A mentally or physically handicapped child’s dental coverage will not stop due to age. It will continue as 
long as your Dependent coverage continues and the child continues to meet the following conditions: 

0 The child is handicapped. 

The child is not capable of self-support. 

0 The child depends mainly on you for support. 

You must give the Claims Adininistrator proof that the child meets these conditions when requested. The 
Claims Administrator will not ask for proof more than once a year. 

Uniformed Services Employment and Reemployment Rights Act (“USERRA”) 

A USERRA Leave is a leave of absence taken by an employee for a call to military duty that is protected 
by the Uniformed Services Employment and Reemployment Rights Act of 1994, as amended. Unless 
otherwise provided by Atmos Energy Corporation‘s Military Leave of Absence Policy, the following rules 
apply under USERRA: 
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If you return from a USERRA Leave, you may reenter the Plan immediately upon return and shall receive 
the same benefits as existed before your ‘IJSERRA Leave, subject to any changes that effected the work 
force as a whole, immediately upon return. If the duration of your TJSERRA Leave is less than thirty-one 
days, then you and your Dependents covered under the Plan may continue to be covered under this Plan 
during your USERRA Leave by paying the portion of the premium for the coverage that you would have 
paid if you had continued in the same position and had not taken the USERRA Leave. If you are called to 
a TJSERRA Leave and the duration of the USERRA L,eave is greater than or equal to thirty-one days, then 
you and your Dependents covered under the Plan may continue to be covered under this Plan during your 
USERRA Leave, up to the maximum period of coverage described below by paying the applicable 
COBRA premium. The maximum duration of continued coverage available for a USERRA Leave that 
equals or exceeds thirty-one days shall be the lesser of: 

1 

the 18 month period beginning on the date on which your absence for the USERRA Leave 
commenced; or 

the day after the date on which you fail to apply for or return to a position of employment with the 
Employer, as determined under USERRA. 

Leave of Absence Under The Family and Medical Leave Act 

If you take a leave of absence under the Family and Medical Leave Act, you may continue your coverage 
during the period of your leave of absence, but not to exceed a period of 12 weeks, provided that you pay 
any required contributions under the Plan. You may elect to either pre-pay your required contributions, 
pay your required contributions on the same schedule as they would have been due had the leave not been 
taken, or agree with your employer in writing to reimburse the employer for your contributions upon your 

returning to work, you coverage under the Plan will be terminated on the date following the date you gave 
such notice to your employer. If you choose not to retain medical coverage during FMLA leave, your 
coverage under this Plan, subject to any changes that affect the work force as a whole, will be restored‘ 
upon your return to service with the employer. You will be treated as though no service or coverage 
interruption had occurred. 

I return to work following your leave. If you notify the employer during your leave that you will not be 
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CONTINUATION OF COVERAGE 

Disability 

Your Employer may continue coverage when you are away from work due to disability. 

Continuation of Health Coverage (COBRA) and Your Notice Obligations 

When certain "qualifying events" occur that would cause you or your "Qualifying Beneficiaries" to lose 
the health benefits provided by your Plan, you or your Qualified Beneficiary will be offered the option to 
purchase continuing health care coverage benefits from your Plan for a limited time period, provided you 
exercise your rights in a timely manner and comply with the notice provisions described in this Section. 

EVENTS QUALIFYING YOU OR YOUR BENEFICIARIES TO BE OFFERED CONTINTPATION 
COVERAGE UNDER THE PLAN 

(1) You must notify the Plan Administrator within 60 days of either of the following 
occurrences: 

(a) your divorce or legal separation from your spouse; or 

(b) the date any of your dependent children no longer qualifies as a dependent under 
this Plan (i.e., age 19, age 25 if enrolled as a full time student and not married, or 
over age 19 and either no longer enrolled as a full time student, or married). 

(2) Your employer will notify the Plan Administrator within 30 days in the event one of the 
following other qualifying events occurs: 

the termination of your employment for reasons other than gross misconduct or 
your notification to your employer that you do not intend to return to work 
following a Family and Medical Leave Act leave of absence; 

the reduction of your hours of employment; 

your death; 

you become entitled to benefits under Title XVIII of the Social Security Act; or 

your employer or fonner employer providing tlie health benefits begins or is 
subject to a bankruptcy under Title XI of tlie United States Code beginning on or 
after July 1 , 1986. 

(3) The Qualified Beneficiary entitled to elect the continuation coverage under the Plan is you 
or your beneficiary under the Plan if you or your beneficiary would lose coverage under 
the Plan as the result of one of the qualifying events in paragraphs 1 or 2 above. The 
Qualified Beneficiary entitled to elect continuation coverage under the Plan includes any 
child born to you or your spouse or adopted by you or placed for adoption with you 
effective on or after January 1, 1997. 
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Your Plan Administrator will send you (or your beneficiary in the event the occurrence 
was described in (l)(a) or (b) or (2)(c)) an option to elect to continue to be covered by your 
Plan for a limited time period upon completion of the election and payment of the 
premium. You and your beneficiary should receive a notice from the Plan Administrator 
permitting you to elect to continue coverage within 14 days of the date the Plan 
Administrator received notice of the occurrence of one of the qualifying events. You or 
your beneficiary will then have 60 days in which to elect to purchase the continuation 
coverage. The premium for the continuation coverage elected will not be due sooner than 
45 days after the election is made and may be paid in monthly installments. However, you 
will be required to pay for all months of coverage following your qualifying event, with 
your first payment applied to the first month following coverage termination at the 
qualifying event. 

Your right to continue to be covered by the benefits in your Plan will be the right to 
continue in the same benefit(s) or in the benefit(s) offered individuals who are similarly 
situated beneficiaries under the Plan, subject to the same modifications and changes. 

The Continuation Coverage benefits may be continued for up to 18 months if the right to 
elect continuation coverage arose because your work hours were reduced or your 
employment was terminated. The continuation coverage benefits may be continued up to 
36 months if the right to elect continuation coverage arose because of either: 

(a) your divorce or legal separation from your spouse; 

(b) your dependent child ceasing to be a dependent under your Plan; 

(c) your eligibility for Medicare benefits; 

(d) your employer's proceeding in bankruptcy under Title 11 of the United Stated 
Codes; or 

(e) your death. 

Your right to Continuation Coverage benefits may be extended from 18 months to 29 
months if you or one of the qualified beneficiaries becomes disabled for Social Security 
purposes within 60 days of the date your employment terminates or you lose coverage due 
to a reduction in hours. 

If after an event described in (2)(a) above and while you are covered under COBRA 
continuation coverage one of the other Qualifying Events in (I)  or (2) occurs, you or your 
beneficiaries must notifl the Plan Administrator because you or your beneficiaries may be 
entitled to an extension of up to I8 months of coverage to up to 36 months of coverage. 

Your rights to purchase continuation coverage may terminate if your employer terminates 
all its health benefit plans. 

TERMINATION OF YOUR CONTINUATION COWFL4GE 

I Your continuation coverage may terminate before the end of the maximum period of coverage outlined 
above if any of the following events occur: 
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(1) your employer terminates all of its health benefit plans; 

(2) you fail to pay the premium due for the continuation coverage and do not pay it within the 
30-day grace period; 

(3) you, your spouse or your dependent becomes entitled to coverage under Medicare; or 

(4) you or your beneficiary becomes covered after malting the COBRA continuation coverage 
election under another group health plan that does not contain any exclusion or limitation 
with respect to any pre-existing condition that you or your beneficiary has, or for all years 
on and after January 1, 1997, you or your beneficiary becomes covered under another 
group health plan and that group health plan’s preexisting condition exclusion or limitation 
terminates or otherwise does not apply to you or your beneficiary. 

COBRA CLAIMS 

File a claim by completing a claim form and attaching your bills to the form. COBRA should be written 
on each of the bills. 
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BENEFITS AVAILABLE AFTER COVERAGE STOPS 

Some benefits are paid after coverage stops. 

DentaI Care Benefit 

The Claims Administrator will pay dental care benefits in the following cases: 

e When a tooth or teeth are first prepared for fixed bridgework, crowns, inlays, onlays or gold 
restorations while the person is covered and the service or supply is given within 60 days after 
coverage stops. 

0 When a tooth is opened for root canal work while the person is covered and the work is 
completed within 60 days after coverage stops. 

When the impression for full or partial removable dentures is taken while the person is 
covered and the dentures are installed within 60 days after coverage stops. 

The Claims Administrator will not pay for expenses which are payable under any other group plan. 
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GLOSSARY 

i (These definitions apply when the following terms are used in this booklet.) 

Calendar Year 
A period of one year beginning with a January 1. 

Claims Administrator 
Metropolitan Life Insurance Company is the Claims Administrator. The Claims Administrator does not 
insure the benefits described in this booklet. 

Covered Dental Expense 

In-Network Benefits: 
The charges based on the Preferred Dentist Prograin Schedule of Maximum Payments for covered dental 
expenses. These services must be performed or prescribed by a dentist who is a Participating Provider 
and necessary in terms of generally accepted dental standards. 

Out-of-Network Benefits: 
The reasonable and customary charges for covered dental expenses. These services must be performed or 
prescribed by a dentist who is not a Participating Provider and are necessary in tenns of generally 
accepted dental standards. 

No more than the reasonable and customary charge for dental expenses will be covered by the Plan. 

i Covered Family Members 
You, your wife or husband, and Dependent children are covered under the Plan. 

Participating Provider 
A dentist who has been selected by Metropolitan Life Insurance Company for inclusion in the Preferred 
Dentist Program. These Participating Providers agree to accept Metropolitan Life 
Insurance Company Preferred Dentist Program Schedule of Maximum Payments as payment in full for 
services rendered. 

Physician 
A legally qualified: 

Doctor of Medicine (M.D.). 

0 Doctor of Dental Surgery (D.D.S.). 

0 Doctor of Medical Dentistry (D.M.D.). 

0 Doctor of Osteopathy (D.O.). 

Preferred Dentist Schedule of Maximum Payments 
This is a fee agreement with a Participating Provider in which such Participating Provider has agreed to 
accept a schedule of inaxiinuin fees as payment in full for services rendered. 

Preferred Dentist Program 
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This is a program to offer a covered person the opportunity to receive dental care from dentists who are 
designated by us as Participating Providers. When dental care is given by Participating Providers, the 
covered person will generally incur less out-of-pocket cost for tlie services rendered. 1 

Preferred Dentist Program Directory 
The list that consists of selected dentists who: 

are located in the covered person’s area; and 

0 have been selected by Metropolitan Life Insurance Company to be Participating Providers 
and are part of the Preferred Dentist Program. These Participating Providers agree to accept 
Metropolitan Life Insurance Company Preferred Dentist Program Schedule of Maxiinuin 
Payments as payment in full for services rendered. 

Provider 
A dentist who is not a Participating Provider 

Definitions of Common Dental Terms 

Anesthesia 
Local The condition produced by the administration of specific agents to achieve the loss of conscious 
pain response in a specific locatioii or area of the body. 

General The condition produced by the administration of specific agents to render the patient completely 
unconscious and completely without conscious pain response. 

Anesthetic 
A drug that produces loss of feeling or sensation either generally or locally. 

Bitewing 
Dental X-ray showing (approximately) the coronal (crown) halves of the upper and lower jaw. 

i 

Fillings 
Silver Amalgam, a particularly durable material used to fill cavities, that is usually placed on the tooth 
surface used for chewing. Porcelain, Silicate, Acrylic, Plastic or Composite Fillings, materials used to fill 
cavities that have less durability, thus they are placed on noli-stress bearing surfaces of front teeth because 
tlie color more closely resembles the natural tooth than does the color of Silver Amalgam. 

Fluoride 
A solution of Fluorine which is applied topically to tlie teeth for the purpose of preventing dental decay. 

Gingivae 
The gums or soft tissue surrounding the teeth and bone. 

Gingivectomy 
The cutting away of the diseased gums (gingival) when the underlying bone is not yet affected. 

1 Periodontal Disease 
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A disease which weakens and destroys the gums, bone and membrane surrounding the teeth. This disease 
is sometimes called Vincent's Disease, Gingivitis or Pyorrhea. 

Periodontist 
A dentist whose practice is limited to the treatment of Periodontal Disease. 

Prophylaxis 
The removal of tartar and stains from the teeth. The cleaning of the teeth by a dentist or dental hygienist. 

Root Canal Therapy (Endodontic Therapy) 
Treatment of a tooth having a damaged pulp. Usually performed by completely removing the pulp, 
sterilizing the pulp chamber and root canals, and filling the spaces with sealing material. 

Scale 
To remove calculus (tartar) and stains from the teeth with special instruments. 

Topical 
Painting the surface of the teeth, as in fluoride treatment, or application of a cream-like anesthetic formula 
to the surface of the gum. 
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YOUR RIGHTS UNDER ERISA 

As a participant in this Plan, you are entitled to certain rights and protections under the Employee 
Retirement Income Security Act of 1974 (ERISA). ERISA provides that all Plan participants are entitled 
to: 

Receive Information About Your Plan and Benefits 

Examine, without charge, at the Plan Administrators office and at other specified locations, such as 
worksites, all Plan documents including insurance coiitracts and a copy of the latest annual repoi-t 
(Form 5500 Series) filed with the US.  Department of Labor and available at the Public Disclosure 
Room of the Pension and Welfare Benefit Administration. 

Obtain copies of all Plan documents including insurance contracts and copies of the latest annual 
report (Form 5500 Series) and an updated summary plan description, upon written request to the Plan 
Administrator. The Administrator may make a reasonable charge for the copies. 

0 Receive a summary of this Plan's annual financial report. The Plan Administrator is required by law to 
furnish each participant with a copy of this summary annual report. 

Continue Group Health Plan Coverage 

Continue health care coverage for yourself , spouse or dependents if there is a loss of coverage under 
the Plan as a result of a qualifling event, You or your dependents may have to pay for such coverage. 
Review this suimnary plan description and the documents governing the plan on the rules governing 
your COBRA continuation coverage rights. 

Reduction or elimination of exclusionary periods of coverage for preexisting conditions under your 
group health plan, if you have creditable coverage from anotherplan. You should be provided a 
certificate of creditable coverage, free of charge, fi-oin your group health plan or health insurance 
issuer when you lose coverage under this Plan, when you become entitled to elect COBRA 
continuation coverage, when your COBRA continuation coverage ceases, if you request it before 
losing coverage, or if you request it up to 24 months after losing coverage. Without evidence of 
creditable coverage, you may be subject to a preexisting condition exclusion for 12 months (18 
months for late enrollees) after your enrollment date in your coverage. 

Prudent Actions by Plan Fiduciaries 

In addition to creating rights for Plan participants, ERISA imposes duties upon the people who are 
responsible for the operation of the employee benefit plan. 

The people who operate this Plan, called "fiduciaries" of the Plan, have a duty to do so prudently and in 
the interest of Covered Persons and other Plan participants and beneficiaries. 

No one, including the Employer, or any other person, may fire you or otherwise discriminate against you 
in any way to prevent you from obtaining a benefit or exercising your rights under ERISA. 
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Enforce Your Rights 

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

Under ERISA, there are steps you can take to enforce the above rights. For instance, if you request a copy 
of Plan documents or the latest ailnual report from the plan and do not receive them within 30 days, you 
may file suit in a Federal court. In such a case, the court may require the Plan Administrator to provide 
the materials and pay you up to $1 10 a day until you receive the materials, unless the materials were not 
sent because of reasons beyond the control of the Plan Administrator. 

If you have a claim for benefits which is denied or ignored, in whole or in part, you may file suit in a state 
or Federal court. In addition, if you disagree with the plan's decision or lack thereof concerning the 
qualified status of a domestic relations order or a medical child support order, you may file suit in Federal 
court. If it should happen that Plan fiduciaries misuse this Plan's money, or if you are discriminated 
against for asserting your rights, you may seek assistance from the U S .  Department of Labor, or may file 
suit in a Federal court. The court will decide who should pay court costs and legal fees. If you are 
successful, the court may order the person who was sued to pay these costs and fees. If you are not 
successfLI1, the court may order you to pay these costs and fees (for example, if it finds your claim is 
frivolous). 

Assistance with Your Questions 

If you have any questions about this Plan, you should contact the Plan Administrator. 

If you have any questions about this statement or about your rights under ERJSA, or if you need 
assistance in obtaining documents from the Plan Administrator, you should contact the nearest office of 
the Pension and Welfare Benefits Administration, US.  Department of Labor, listed in the telephone 
directory or the Division of Technical Assistance and Inquiries, Pension and Welfare Benefits 
Administration, 1J.S. Department of L,abor, 200 Constitution Avenue, N.W., Washington, D.C. 202 10. 
You may also obtain certain publications about your rights and responsibilities under ERISA by calling 
the publications hotline of the Pension and Welfare Benefits Administration. 

i 
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PLAN INFORMATION 

Name of Plan: Atmos Energy Corporation Group Dental Plan 

Name and Address of Employer who is the Plan Sponsor: 
Atinos Energy Corporation 
P.O. Box 650205 
Dallas, Texas 75265-0205 

Source of Contributions and Funding: 
The Plan is funded by direct benefit payments from the general assets of your Employer. The employee's 
contribution toward the cost of the Plan is at a rate determined by your Employer. 

Plan Details: 
The Plan's provisions relating to eligibility to participate and termination of eligibility, as well as a 
description of the benefits provided by the Plan, are described in detail in this dental benefits booklet, 
which directly precedes this ERISA infomation. 

Plan Amendment or Termination: 
The Plan Sponsor reserves the right to modify, suspend, amend or terminate the Plan at any time. Your 
Employer does not promise the continuation of any benefits nor does it promise any specific level of 
benefits at or during retirement. Any benefits, rights or obligations of participants and beneficiaries under 
the Plan following termination are described in detail in this dental benefits booklet, which directly 
precedes this ERISA information. 

i 
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Employer Identification Number of Plan Sponsor @IN) 75-1 743247 

Agent for Legal Process 
The Plan Sponsor named above to the attention of the General Counsel, or the Plan Administrator named 
below. 

Plan Number (PN) - 51  1 

Plan Type 
The Plan described in this Summary Plan Description is a Welfare Benefit Plan for purposes of ERISA. 

Plan Years 
The finaiicial records of the Plan are kept on a Plan Year basis. The Plan Year ends on each December 3 1. 

Plan Administrator 
The Vice President of Human Resources at Atrnos Energy Corporation. 

Telephone Number of Plan Administrator 
(972) 855-402 1 
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Type of Administration 
Metropolitan Life Insurance Company pursuant to the terms of this Summary Plan Description 
administers the Plan on behalf of the Plan Administrator. 

The Dental Benefits are paid from funds provided by your Employer on behalf of the Plan in accordance 
with an administrative service contract with Metropolitan Life Insurance Company. 

D-978186.4 
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Atmos Energy Corporation, Kentucky 
Case No. 2006-00464 

KPSC lSt Data Request Dated November 21,2006 
DR Item 24 

Witness: Robert R. Cook, Jr. and Thomas Petersen 

Data Request: 
Provide, in the format provided as Schedule 5, an analysis of the gross 
additions, retirements and transfers for each major functional plant property 
group or account for Atmos occurring in the forecasted test period. Provide 
this information for both Kentucky gas operations and total company 
operations. For any account in which transfers regularly occur in the normal 
course of business, also include a general description of the nature of the 
transfers. 

Response: 
Please see attached file: Case 2006-00464 PSC DRI -24ATT.xls 

The response to this request includes actual information relative to Kentucky 
gas operations and total company operations. Forecasted information is 
provided for Kentucky gas operations as well as the Shared Services and 
Division General Office rate divisions which support the Kentucky gas 
operations. 
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