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Witness Responsible:

M. Miller

21.  Provide a complete copy of each group medical insurance policy that Kentucky-American
currently maintains for its employees.

Response:
Please see attached.

For electronic version, see KAW_PSCDR1#21_NONUNION_052004.pdf and
KAW_PSCDR1#21 _UNION_052004.pdf



DATA REQUEST 1 #21

American Water Works
Summary Plan Description
For Non-Union Associates

Introduction

Eligibility

The Medical Plans

The Managed Choice Plan

The HMO Elect Choice Plan
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The Prescription Drug Benefit Program
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Glossary

In preparing this Summany: Plan Description. AmericanWater Wor k has attempied to
avoid complex language and legal terms whenever possible.

This is intended as a summary, not a complete description of the plan. /» rhe caseof @
conflict henveen this summary and the legal documents comprising the plan. those legal
documents will govern.
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| ntroduction

At American Water Works. leadership. vision. and achievemenr have

become a proud tradition. Today. we are poised to build upon this
tradition, t harks to the skills. teamwork. and dedication of ow valued

associ ates.

In recognition of the efficiency and commitment with which our
associates approach each new challenge, Amernican Uarer Works
provides you with a competitive total compensation package that. in
many ways, sets an industry standard. A comerstone of this package is
our associate benefits program. ThisSummary Plan Description
describes the following American Water Works associate benefit

plans:

a Your Medica Plans
¢ The Managed Choice Plan
e The HMO Elect Chorce Plan
e The Out-Of-Area Comprehensive Medical Plan
e The Medical Opr-Out Option

e The Prescnptron Drug Plan

s The Dentdl Plan

s Flexible Spending .Accounts
e Hedrh Care Spending Account
e Dependent Care Spending Account

@ Shon-Term Disability

m Long-Tern Disability

= Life Insurance

Basic and Optional Group Term Life Insurance

e Voluntary Life Insurance
e Spouseand Dependent Life Insurance
e Accidental Death & Dismemberment Insurance
e Travel Accident Insurance

The benefits described are provided by American Water WWr ks
Company. Inc.. referred to as American Water Works throughout this

Summary Plan Descnpuion.

Introduction
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Please read this Summary Plan Description carefully and refer to it
whenever you have questions about American Water Works benefits
prograrm or the specific coverages that apply to you. If you have
questions about these plans. please contact your Hurnan Resources
representative.

American Water Works reservesthe right to amend the benefit plans
described in this summary at any time, without pnor notice to
participants, including the right to change eligibility critena or
program costs and the right to restrict or eliminate benefits provided.
American Water Works also reservesthe right to terminate or
discontinue these benefits any time. without pnor notice to associates.
If a question should ever arise concerning the nature and extent of
benefits under any aspect of these plans, the actual legal plan
documents - and not this Summary Plan Description — will govern.
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Eligibility

You and your dependents are eligible to participate in the benefits
described in this Surnrnary Plan Description if you are an American
Water Works non-bargaining associare and you are a full-time
associate (working more than 35 hours a week). Part rime associates
or temporary associates are not eligible. Your eligibility date is the
first day of the month. following completion of one full month of
continuous service with the Company.

Participation in the plans you select begins on the first day of the
month. following completion of one full month of continuous service
with the Company. provided you are then actively working or would
have been able to work had you been scheduled to work that day. If
you are on alayoff. on disability. or on leave of absence on your
eligibility date. coverage will begin on the day vou return to active
work.

Your eligible dependents includz:
O Your wife or husband.
s Your unmamed children from birth to age 19 who are:

e Fully dependent on you for suppon
e Not employed full-timeand
e Not in the military service

The uord “children™ includes adopted children, foster children,
rrandchildren. and stepchildren who meet all of the above criteria,
live with vou in a parent-child relationship. and must be claimed as
dependents for federal income tax purposes.

The phrase "live with you in a parent-child relationship™ means
that the child resides in your home on a permanent basis asthe
place of hisor her legal residence - even though the child may be
away from your home dunng certain periods of the year (€.8., to
attend school).

Adopted children are eligible to participate in an American Water
Works medical plan on the date they are placed for adoption. A
child is considered "' placed' when you assume and intend to retain
a lega obiigation for the child's suppon, in anticipation of
adopting the child - regardless of where the child resides.

= Your unmamed children ages i % to 23. while:
¢ Fully dependent on you for support
e Full-time students
e Not employed full-time and

e Not in the military service

Eligibility 7
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Dependents cannot panicipate unless you. the associate. also
participate. An individual isnot eligible both as an associate and as 3
dependent, nor as a dependent of more than one associare.
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An Overview of Your Options

Eligible associates and their dependents may participate in the
Managed Choice or HMO Elect Choice Plan. The Out-of-Area
Comprehensive Medical Planis available only to associates who live
in an area where a managed care network has not been established.
The Medical Opt-Out Option allowsyou to opt out of the medical plan
and receive a $1 00 credit per month.

The Managed Choice Plan

The Managed Choice Plan isa managed care plan. The Plan is self-
insured by American Water Works. Aema provides certain
admunistratve services under the Plan. The Managed Choice Plan
emphasizes preventive care. and protects you against the cost of illness
and serious injury While providing you with access to higher levels of

benefits.

For you to receive the advantages of the Managed Choice Plan, your
care must be provided or coordinated by a Primary Care Physician
(PCP). PCPs include general practitioners. family practitioners,
intemists, and pediamcians from your own community. If you livein
adesignated area and enroll in the Plan. you and each covered member
of your family select a PCP. To learn which physiciansare in the
network. call Aema at (800) 2924366 or log on to the Aema website
at uuu..aetna.com and click on DocFind. For a detailed description of

the Plan. please see pages 21-58.

The HMO Elect Choice Plan

An HMO is amanaged care plan that is self-insured by American
Water Works. It hasa network of doctors. clinics. and hospitals that
provides all types of health care services, including office visits,
hospital stays. and surgery. Unlike the Managed Choice Plan, you do
not receive benefits for services received outside of the HMOnetwork.
If you choose an HMO for your medical coverage, you must choosea
primary care physician (PCP) from the insurance company's network
to coordinate your care. This means that if you need to seea
specialist. your PCP must refer you to an appropriate provider. With
this plan. there are never any claim formsto file. To learn which
physiciansare in the network. call Aetna at (800) 292-4366 or log on

The Medical Plans 11
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to the Aema website at www.aetna.com and click on DocFind. For a
detailed description of the Plan. please see pages 59-S7.

The Out-Of-Area Comprehensive Medical Plan

The Out-of-Area Comprehensive Plan 1s a self-insured plan by
American Water Works. The Plan covers the expenses you or a family
member may incur as the result of a serious illness or injury. as well as
many routine medical expenses. You may use any licensed doctor or
hosprtal you choose. For a detailed description of the Plan. please see

pages 89-107.

Listings of Network Providers

Listings of network providers are available to participants and
beneficiaries as a separate document from wxw.aerna.com, bee of
charge.

The Medical Opt-Out Option

The Medical Opt-Out Option gives you the opportunity not to elect
medical coverage. 1f you choose not to elect a Company-provided
medical plan for you and your dependents, the Company will credit
vou S100 per month. This $100 a month credit assumes no medical or
dental coverage. Dental Coverage can be purchased separately (see
page 139).

Please note:

e You must have equivalent medical coverage under another
medical plan if you elect the Medical Opt-Out Option. Be sure
to review the other medical plan's provisions to confirm that
this decision isright for you and your family.

o During the year. if you experience a Qualified Family Status
Change that would allow you to drop your medical coverage,
documentation must be provided that you have medical
coverage. A signed affidavit obtained from your Human
Resources representative serves as proof. Thisisnot required
dunng open enrollment or if you are a new hire.

If a husband and wrfe are Amercan Water Works associates, the
Medical Opt-Out Optron 1s not available.

! 12  The Medical Plan~
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Plan Comparison Chart

Below isa comparison of benefits for the Managed Choice. HMO Elect Choice. and Our-of-Area
Comprehensive Medical Plans.

MEMCAL

MANMAGED CHOICE PLAN

MO ELECT

CIKOICE

OUTAMW-AREA

COMPREIENSIVE

Is Network - - Owt-OfNetwork |  Effective 712002 | Te Network
$200 single t . i 5150 singie
Deductibles Noae l S600 farmahy Mvone ! $300 famuly
Copaymects 515 T‘ None Sts | None
Emergency Room care 100% afier $25 copay. l 10G% 0 after 325 copay. 100%« after 535 copay. | 20%
(oo coverage for non-<mergences) waived if confined waived if confined wasved 1f confined sfter deductible
Coinsarance 90% | 0% E None 80°s i
$1.000 swgle | i . $1.000 single
Orat of Pocket Limits £3.000 famity %3.000 per person I None $3.000 farmly
Lifetime Mazimum Beaeflt : Unlumuted | Unhmuted ' Unlimited Unlirmuted
Preventive Care 1 | 1
i 100% afier $15 copay | | 100%eafter $15 copay 0% after deductibic
e Rouune Physical Ernams | tonce per 24 months. g Not covered . tonce per 23 manths. lonc:e-p;r 24 months)
well baby to & vrs | wellbapw 106 vis
» immunizauons 100% afier $35 copay ot covered g 100°¢ after $13 copay 80% afier deductibie
1 100%e ahcr $15 copay Not 1007 - after 515 copay g0 afler deductible
" N B i A ., )
= Routne Eye and Heanny Exam ionce per 24 monthst I covernd | lonce per 24 months) {gnee per 24 months)
I 100% after $15 copay ! ' 100% after $15 copay
. i 80% after deductible
Routine OB GY ™ Exam i fonce pet year ON : LORCE per ¥Ear on
il " Rowtine *am ; self-refemal 1o | Nat covercd self-refermal 1o (1per catendar yr.)
: nens otk providert 1 nerwork provideri
* MammogTapss . :
tone hasgiihe tor ages 25-30 i 100% after S15 copay * Not covered 1088, 0% after deductible
one per calendar vv ovcf age 4 ! 1
Physician sod Hospital Services | i ‘
P e Office Vs 108 o ahter S15 copay T(9, aner deductible | 100%0 after S15 copay BO% after deductible
i e Specialni- 100%5 aHer 515 copay g, after deducnible | 190% afier 515 copay 80% after deductibie
je Alterpy Tesung 100% after $15 copay i T0°, atter deductibic { 100%0 afier $15 copay 80% afler deductibie
1[H%c atter $13 copay . | 100%, afier S15 copay
e Dhagnostic N-ras and {ak icopas applies in office. no!  70% after deductible !(copa_v applies 1n office: no|  80% afier deductibie
cupas tor ingependent labi | icopav for independent Tab)
H 1 2 } -
e Hospaa! Inpanen: Semvies- 50°, ! On: afier deduchibie. plus I 100%0 after 5160 80% after deductibie
S250 per confinement copay per confinement
e Hospital Crulpanent semoias 100°%, 0% afier deductible | 100% 80% afier deductible
H . % c i .
i e Ambulanyy St g1t cerified by PCP Hf,(‘mdalz:lr‘g;‘::c:';:_] 1 100%. no copay 80% afier deductible
+ e Ouipangnt Mo A Teaer Teanny 100 0%, atter deductible | 160% 80% after deductible
| Hospital Alternatives
- lHﬁ:Tl ,T.‘J'r‘»ﬂ i v Mo “09, afier dedueuble | 100% 80% afier deductible
Do Privaw Dt Surern. Y0, tor 74 Atner deductibie. | lRefor 70 80% afler deductible
S -nout shitts per T e, lor M) shifts per T K-hour shitts per v1
; od . After deductible, 80%
fu Shalled Narsms 90%% tor 120 days :xﬁcr deductible. 100% for 60 days Up to maR MU
Convglesoer: bacn 07, for {20 davs
i 120 days per confinement
Afier deducnble, After deductibie,
B R 09, tor 0%, tor O da | 100° for 90 day
® Howpiew 1npats 901 gav hfefime maximum * | Lfcume maximum 80% for 90 day
lstetirne masimum | lifetime maximurn

The Medical Plans
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OUT-OF-AREA

» Hospice Outpauent

90% up 10
£5.000 lifenrme maximum

After deductble,
70%0 up 10
$5.000 hfeume maximum

CHOICE

100%: up 10 )
$5.000 hifenme maximum ,

COMPREIIENSIVE

After deductubic.
30%; up o
$5.000 leume mavimam

» Durable Medical Equipment

0% 1f ordered by PCP

707 afier deduchble

| 10074 if ordered bv PCP

KU¥ 5 after deducnbic

!
|
\
!

e Shont Term Rehabilntauca

$0% for 60 days per vear
if certified by PCP

Afer deducuble. 700,
far 60 days per ¥1

(for acute coudinons only|  (fof acute conditions oniv)

100° s after $15 copay
for 60 days per vest
If cerufied by PCP
i for acute condinons only)

80% afler deducabic

m Inpanent Alcohal Drug Treaoment
troverage for associate I
a d dependents) ‘

Q0%
1o maxamurm 45 days

A fter deductble. 70%
for 45 days per s1. up 10
$230 pi confinement

Afer 5100 copay
per confinerment i
100%0 10 maxumum
7 courses of Traonent |

Afier deductible. 30%4
for 45 days per v1.

ou \cahol Dre J §0% (na deducuble)
* Qumpatien ["‘ cohol Lirug geagmen: After $20 copay. After deducubie, 1006 \p 1o $500;
teoverage Jor associate 100% for 20 visits per yr. | 50% for 20 visats per vear - 50% (after deductibled
and dependenta for expenses over $500
o Inpaucmt Treaoment of 90%s for 43 days per yr A h n deducnble, 10020 for 45 davs per yr. + afier deducti
Mental and Nerm ous Conditions lmust be precernfied} 70°. for 45 days per vt (must be precernfied) 8% cuble
80% (00 deductibie)
& Qurpanent Treatmene of l After 820 copay., A fter deductble, After $25 copay. up o 3500,
Mental and Neraus Condiions | 100% for 20 visits per y1 | 50%a for 20 visits per year | 100%s for 20 visuts per yr. 50% (afier deductible)
! for expenses over 5500

Please note:

All maximums are cornbined for mental health and chemical dependency expenses. Also,
menral health and chemical dependency amountsdo nor apply to your out-of-pocket maxi num

These chars disptas only a general description of your benefits under each of your American

Water Works plan options. Should there be a conflict berween the benefits shown on the charts
and those descnibed in the legal plan documents. the terms of the tegal documents will be used to
determine covcrages and benefits.

Associates who have an HMO other than Elect Choice should obtain a package from Hinan

Resources contaiming 3 summary of benefits.

{14 The Medcal Plan-
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PLAN FEATURES .
FEATL ) In-Nctwork Out-Of-Network
- 3200 single
Dedactibies Mone 5600 family
P $1.00C sinple
Ot of Pocket Limits $1.000 fam v $3.000 per person
Lifetiese Maximum Beaeft Unhriuted Unlumed
Physician and Fospital Services
(Except Meatal Health/ .
Chemical Dependency)
» Office Visits tnon-surgicall ‘ E00Po after §15 copay 70%¢ after deductible
* Speciabists toffice visits: ! 100% after 515 copav 0% sfier deducuble
» Allergy Testung and Treatment by 100F0 after 515 copav 70% afler deductible
Phvsician
« Diagnosuic \-rav and Lab tother | .
than Phvscian's Qfficen 1 100% 70% afier deductible
. S P { R
+ Hospita! Inpanent Sernvwes : {(Semu-private room) 0%, afier deducnble, plus $250 per confinerment
» Quipatient Surpeny and Reialed i 1005, 70% after deductible
Charpes
« Emergency Room Care | o g N 100% after $25 deductible,
(RO corCragye Lor AON-Cmereencicsy) 100% after S25 copay. warved if confined wiaived if confined
| = Ambulance M1 80%%
1 Phvsigian In-Hospitdi Semoaces 9%, 0%, afier deductible

Preventive Care

» Routine Ezams L naer Aec
{sell Daby- et perovCar ,
J iy wCORd gt , Vsl per i

I vearwoape "

100% after §15 copas

Not covered

s Routing Ersme Ay -
1] roultne guarm o DS monin.
TN L e T AR AR

100%: aRer S5 copay

Not covered

lmmmunizatons

1005 aher $15 copas

Not covered

Rounnc €18 Oy N §aurr

{} routine £xam pot 12 monthy
inciuding Par smoar and retted
L deess

100°0 after 18 copas

Mot covered

s Mammogranh
(one basvehine lar ages 3339
ong Per calendar v et gy 30

100% . atter 515 copas

Not covered

Hospital Alternatives

i s Durabiv Medioz Pawemem:

RO o tf ordered by PCP

' 0% : .
» Homu Hyalin Car, ‘ 1120 viaits per ¥ 1 ® B0% {120 visits per ¥y7.)
#0%r for F0)
= Praate Duts Sursers K_howr shatts per v7 ® 80% for 70 shifts per yr.
o Shilled Nurang .
Convateseent baonm 80°, for 60 davs per 1 B0% for 60 days
RO%a for 80% for 90 day
* Hospicy lapanent 9{} dav Inleime maximum lifetime maximun
e Hospice N ! H0% up 1o s up i
] spice Lutpaiens ' 5£5.000 bifetime mazimum 35.000 Jifetime maximum
80% after deductible

Mexta! Beaich manunug

- 34

The Medical Plans
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P REFERRED BENEFITS NOXN- 3 o 3 S
PLAN FEATURES Pl RR ENEFITS NON-PREFERRED BENEFITS
¢ 0% for 45 days per vr. After deducnble and $250 per confinement copas
» [npauem Coverage {2 caurses of trezunent per hfeame) 70" for 45 davs per vy
c Afeer $20 copav, ( Aler deducrdie.
* Outpauent Coverage 100% for 20 visits per v+ I 5076 for 20 sisits per vear
. 10% gepenc copay 8% (no deducubie; a1 pon-parmcipaung
o Rewil Program (34-day supply} 0% b.rfnd- cpopav o -
» Mail Order Program (90-day supply 35 gevenic copay Not covered
from Express Scnipts) 315 brand-name copay
Provider wieated Member wtiated
. First $150 per occurrence
None I not coversd |
Bl Provider nutated { Member wniated l

*Please note: Coverage maximums up to a certain number of days/visits per calendar year are
reached by combining either preferred or nen-preferred benefits up to the limit for one or the other.
but not both. Example: if preferred benefit isfor 60 days and non-preferred benefit isfor 60 days
the maximum benefit is 60 days. not 120 days. Non-preferred benefits may be reduced if you fail
to precertify inpatient admissions and certain procedures and rests. For a list of these procedures.
contact Member Services.

Thisisonly a brief summary of the preferred and non-preferred benefits available through
Open Choice. Some restrictions may apply. For more specific information about the coverage
details. including limitations, exclusions and other plan requirements. please contact Member

Services.

Your Bi-Weekly Contributions

The contnbution schedule for the Managed Choice. HM O Elect Choice,

and Our-of-Area Comprehensive Medical Plans ts shown below.
i 2002 Bi-Weekly Cost®~
| Medical and Dental Plans Single.. | Family:.
]
i i |
| Aerna™anaged Chorce Plan (PPO in Peona. 1L} and Aetna Dental PPO £6.92 $18.46 j'
| HMO Elect Choice Aerna Dental PPO $6.92 $18.46 |

Our-of-.Area Comprehensive and Aetna Dental PPO 56.92 $18.46

i Aerna Dental PPO only (542.24) ($43.86)
. Medical and Dental Opt-out Option | (346.16) | ($46.16)

* These contributions also apply t0 ether HM Os throughout American Water Works

16 The Medical Plan:
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Ratesaresubject tochange. If an associate resides in an area where Managed Choice 15 not
available, contributionsfor the Out-of-Area Comprehensive Medical Plan will be paid at the
Managed Choice rate, but the benefit levels will reflect the Out-of-Area Comprehensive Medical
Plan. Upon the death of an active associate. Arnencan Water Works will pay for the cost of this
coverage for the surviving spouse and dependent children for 18 months. This time period w1l
count toward the 36-montbh COBRA period.

When youw enrolf in a
medrcal plan you are
automatically enrolled in
Amencan Water Works
Dental and Prescription
Drug Plans You also
have the option of
dectining medrcal and
denial coverage for
yourself or your elgible
dependents

Enrolling For Medical Coverage

When enrolling for medical coverage. you will need to complete an
American Water Works Benefit Enrollment Form if you want to
participate in either:

The Managed Choice Plan.
m The HMO Elect Choice. or
m The Out-of-Area Comprehensive Medical Plan
e TheMedical Opt-Out Option

If you are newly hired and you want to enroll in a medical plan, you
must return your completed enrollment form to your Human
Resources office within 31 days of your eligibility date. Y our
eligibility date is the first day of the month following completion of
one full month of continuous employment.

If vou do nor submit the completed form. vou will not be enrolled in
the Medical Opt-Out Option and will not receive the $100 credit per
month. You will nor beable to enroll into amedical plan until the next
Open Enrollment penod.

The annual Open Enroliment Period isan important oppertunity to
review your coverage levelsand make changes to meet your benefit
needs for the next Plan Year.

Coverage levels are defined as™ Single' or "' Family.™ " Eligible
Family" isdefined as yourself. your spouse. and any eligible
dependents.

All plans provide reasonable access to primary care. specialists, and
network hospitals. The standard for distance from an associate's home
to aPnmary Care Physician that isaccepting new patientsisas
follows:

The Medical Plans 17
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< Urban Ares Raral Ares
Adult Physician
(includes Family Practice and 3 in 8 miles 2in 12 miles
General fnternal Medicinel
Pediatrician | 2in8miles | 2in12miles
OB/GYN [ 7in8miless ' 7ini2miles |
Hospital lintomiles | 1in15miles

Qualified Fannl y Status Changes

You may enroll in a Plan as a new hire or during the annual Open
Enrollment period. However, if you or your family have aqualified
family status change. you may add or drop dependents consistent with
the qualified event. You must contact your Human Resources
Department to notify them of your Qualified Family Status
Change within 31 days after the change has occurred. A new
benefit form must be completed.

Note. 4 Qualified Family Status Change does nor atlow you ro change
veur current medical plan. 4 Medical Plan is defined as Managed
Choice. HMO Elecr Choice. or rhe Qut-of-4rea Comprehensive H an.

A "qualified family status change" occursif:

s A childisborn or adopted.

# Your spouse or child dies.

m A stepchild or foster child joinsyour family.

m You get married.

= You get divorced or legally separated.’

s You change from full-time to pan-rime employment.
You change from part-time ro full-time employment.

m  You take an unpaid leave of absence.

s You return from an unpaid leave of absence.

» Your dependent child marries.*

= Your dependent child loses hisor her eligibility {i.e., reacheshisor
her 19th binhday—-or 23rd binthday if he or she isafull-time
student—or graduates from college before reaching his or her 23rd
birthday).*
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=2 You become disabled.
® Your spouse loses hisor her job

B You receivea' Qualified Medical Child Suppon Order
(QMCS0).™ See 108 for more details.

®  You may change your plan if you move o aservice area where
your current medical plan is nor available.

'These events could resulr in an immediate loss of efigibility for
dependents.

The Medical Plans 1
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The Managed Choice Plan

The Managed Choice Plan isa point-of-service plan that offers both
in-network and out-of-network coverage. The level of benefits you
receive depends on whether or not your care is coordinated by your
Primary Care Physician (PCP). The Plan is self-insured by American
Water Works. When acompany pays claimsusing itsoun funds. the
plan isconsidered to be “self-insured.” Aema provides certain
administrative services under the Plan. The Managed Choice Plan
emphasizes preventive care. and provides associates with access to
higher levels of benefits.

For you to receive the advantages of the Managed Choice Plan. your
care must be provided or coordinated by a PCP. PCPs include general
practitioners, family practitioners, internists. and pediatricians from
your own community. If you live in adesignated areaand enroll in the
Plan. you and each covered member of your family select aPCP. To
learn which physicians are in the network. call Aemaat (800) 292-
4366 or log on to the Aema website a uuu..aema.com and click on
DacFind.

Y our PCP provides you with the type of care traditionally provided by
atrusted family doctor who knows your health history andis
concerned about each aspect of your health care needs and
preferences. |f vou need specialized care or advice, your PCP will
refer you to an appropriate network specialist.
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DATA REQUEST 1 #21
NON-UNION
Page 30 of 229

How the Managed Choice Plan Works

With Managed Choice. you firs: choose a Primary Care Physician
(PCP) from a “network™ of health care providers. Y our PCP will
either provide or coordinate your medical care. When your PCP
coordinatesyour care:
e You receive a higher level of reimbursement for your medical
expenses than vou would receive if you chose a physician not
in the network,

You do not have to meet an annual deductible. and

Y our PCP or other in-network healthcare providers fiie all your
claims,

e Your PCPinitiatesall required precenification.

e Noclamstofile

e You will not experience any reduction in benefits under the
""reasonable and customary" rule because health care providers
in the network are allowed to charge only the special rates that
Aema has negotiated with them. (Seethe Glossary for a
definition Of "' reasonable and customary charge™.)

You may recewe an You must contact your Primary Care Physician before you receive any
;‘Ww&' O8'GYN exam medical care in order to receive the preferred level of benefits under
fOm & nefwars Drov e the Managed Choice Plan. except in rhe following situations:

wgnour areferra 07 your f .
peP * Oncea year. you may receive an annual OB/GYN exam from a

network prouder without a referral from your PCP. To leam
which physicians are in rhe network, call Aemaat (800) 292-
4366 or log on to the Aetna website af_ www aetna.com and

click on DocFind.
Expenses incurred for one rourine GB/GYN exam given by a

Preferred Care Provider without referral by your Primary Care
Phvsician will be considered a Covered Medical Expense.

Contact with your Primary Care Physician may take place after
medical care is given to treat an "emergency condition,”" as
defined in this Summary Plan Descnprion.

L. nder the Managed Choice program. you may still receive care from
any provider you choose (just as you could under a traditional plan),
thisiscaled going out of nework. but if you do:

e You will have to meet an annual deductible,
s Your level of benefits reimbursable will be lower,

e You will have to file your own claims,

24  The Managed Chorce Plan
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o You will need to initiate precenification for inpatient
hospitalization and certain outpatient procedures. and

e You will be responsible for any expenses in excess of
""reasonable and customary charges.”

Choosing a Primary Care Physician (PCP)

Asa participant in the Managed Choice program, you can select a
Primary Care Physician (PCP) by accessing the Aema website at
uww.aetna.com or by calling Aema at (800) 2923366.

You select a PCP for yourself and for each participating family
member, either someone who is close to home. work or someone
whose office hours are convenient for you.

Because different members of your family may need different types of
hedlth care. the network includes a varietv of PCPs:

o Family practitioners and general practitioners have expenise in
family care. with an emphasis on preventive medicine and
health management.

» Internists have expertise in adult internal medicine
e Pediamicians have expenisein the treatment of children.

Each member of your family may have a different PCP. For instance,
vou may choose an internist for yourself and a pediamcian for your
children. However. each PCP must be chosen from among those listed
on the Retna website at www .aetna.com or by calling Aema at (800)
292-4366.

The Managed Choice Plan 25
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When You Need a Specialist

If you need specialized care. your PCP will refer you to a specialist in
the Managed Choice nerwork. Remember. in order to receive the
highest level of benefits. you must use aspecialist who belongs to the
network, and your PCP must refer you to him or her. There are

three exceptions to this rule:

e (hce ayear. you may choose an obstemcian or gynecologist
from the Aema website a uuu..aerna.com or by caling Aetna
at (800) 2924366 and make an appointment directly with him
or her for aroutine gynecological exam.

s Onceever). 23 months, you may receive a complete, routine
eye exam from an ophthalmologist or optometrist participating
in the Managed Choice network.

e |f you need medical service or treatment that is not available
within the Managed Choice network. your PCP may
recommend a specialist who does not belong to the network.

In this case. your PCP must obtain precenification from Aetna
and you'll receive the higher level of benefits.

Summary of Managed Choice Advantages

You and each covered family member select a PCP from among those listed on the Aetna
website @ www actna com or by calling (800)2924366. When you need care, you may choose
to receive. ..

Care provided or caordinated by Care NOT provided or coordinated

vour PCP (In-Network) ol by yvour PCP (Out-of-Network)

Cadll adoctor other than your PCP. The
doctor will either treat you or refer you

Call your PCP first The PCP will either treat | |
| to another doctor.

you Of refer vou to an in-network speciaist. |

!f The plan pay ~ higher benefits. . The plan pavs lower benefits.

E You don'r need e fite clams. ¢, You must fileclaims yourself.

i if precerutfication 1s required. your PCP 0o If precenification isrequired, you must start the
i will handle 13 for vou. .| process yourself.

Wou do not necd 1o wo m about : | You must pay all charges in excess of “reasonab
! “reasonable and customan™ limits. } and customary"* limits.

l 26 The Managed Chotce Plan
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Coveragefor Dependents Who Live Outside
the Network Area

#your child s away at l TheManaged Choice option has special provisions to meet the needs
schoo!. you should sefect of any of your covered dependents who live outside the network area.
a PCP from fhe area In general, when selecting PCPs for your out-of-area children.
where you five ang routine . . . .

consider these guidelines:

care may be arranged

dunng school breaks e If your child isaway at school, you should select a PCPfrom
the area where you live and routine care may be arranged
during school breaks. If your child needs medical care during
the school year. he or she should visit the school infirmary and
cal thein-network PCP for a referral to alocal physician or
hospital. Benefitswill be paid at the in-network level.

o Ifyour child lives permanently outside the network area (with
another parent or stepparent. for example) your child may visit
any doctor in the local area. and benefitswill be paid at the out-
of-network level. Or, if you are enrolled in Managed Choice,
and a Managed Choice network isavailable in that area, your
child may select a PCP from the local network and receive the
higher level of benefits. Call Member Servicesat (800)292-
4366.

o Covered Medical Expenses for dependents covered under this
Plan who permanently reside outside the Service Area include
the rypes of expenseslisted under Non-Preferred Care.
Benefits will be paid a 70% after deductible. except that
QOutpauent Treatment of Alcoholism. Drug Abuse, and Mental
Disorders u-ill be paid at 50%. There is no coverage for
Routine Physical Exam Expenses. Routine Eye Exam
Expenses. and Routine Hearing Exam Expenses.

Coverage When You're Away From Home

In a non-eme-gent. If vou're away from home (out of a Managed Choice network area)

stuation alwavs calt your and you need medical care in a hon-emergency situation, you should
PCP first call your PCP. He or she will certify the care you need so that you can

get the higher Levd of benefits. If you get health care without calling
your PCP first, the Plan pays only the lower level of benfits.

The Managed Choice Plan 27
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In Case of Emergency

In case of emergency. get the care you need from the nearest health
care facility or physician. Then, contact your PCP to authorize and
follow up on your care. A life-threatening medical emergency is
defined as™a sudden and unexpected life-threatening medical
condition that requires immediate medical or surgical care in order to
prevent death or a severe health crisis.”" Examplesinclude
convulsions, excessive bleeding, serious bums, and suspected heart
attack

You will bepaid at the Plan's higher benefic level for emergency care
- 24 hoursaday, 365 days a year - whether you are @ home or away.
When you need emergency care. it's important that you don't delay
seeking immediate care at the nearest appropnate facility. Just
remember to call your PCP (or have someone do so on your behalf)
within 48 hours — or not later than the next business day if the
emergency occurs on a Friday or Saturday - afrer you receive the care.
If you fail to call your PCP. you will be eligible only for *out-of-
nerwork™ benefits. after meeting the annual deductible.

When You Get Careon Your Own

The Managed Choice program also lets you arrange health care on
your own, without going through your PCP. Thisis called self-
referral. However. when you self-refer, you will have to pay alarger
share of the cost of your care. even if you self-refer to a network
provider. You will also haveto:

e Satisfy an annual deductible.
= Pay for the services rendered,

o Fileaclaim form each time you self-refer in order to receive
reimbursement.

= Call Member Services to precertify hospital or other facility
admissionsand certain surgical procedures and treatments (See
page 29 for a list of these proceduresand treatments). If you
do not follow precertification procedures, your benefits will be
reduced.
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Precertification

Precertification isan important feature of the Managed Choice Plan.

Y our PCP coordinates your care and will obtain any necessary
precertification. However. if you elect to get care from an out-of-
network provider — bypassing vour PCP - you will have to initiate the
precertification process yourself. Inorder to receive the highest level
of benefits available. you must contact Aema Member Services a
(800) 292-4366 to precertify any hospital adm:ssions and certain
outpatient surgical procedures. reatments, and tests. The purpose of
this process is to review the medical necessity of a procedure and to
approve an appropriate length of stay.

Precertification isrequired for:

All hospital and convalescent facility admissions.
m Home health care. hospice care. and skilled nursing care

= Inpatient treatment for substance abuse and menial disorders.
a Cenain outpatient surgeries. reatments. and tests. These include:

« Allergy immunotherapy

« Bunionectomy

» Carpa twnnel surgery

» Colonoscopy

» Coronan angiography

» CT scan - spine

» Dilation and curentage (D&C)

* Hemorrhoidectomy

+ Knee anhroscopy

= Laparoscopy (pelvic)

e MRI - knee

+ MRI - spine

= Septorhinoplasty

¢ Tympanostomy tube

s Upper gastrointestinal endoscopy

The Managed Choice Plan 29
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Torequest precertification of an admission or procedure. call the
precert telephone number listed on your ID card. or call Aetna
Member Services. toll-free. at (800) 2923366 to be directed to the
Patient Management site for your area

To request precertification of an out-of-network admission or
procedure, just call the precert telephone number listed on your 1D
card or Aema Member Services. toll-free. a (800)292-4366. Sou
should call at least 14 days before any scheduled admission or
outpatient procedure, or assoon asyou're aware that you need medical
care. Incase of emergency, you or a family member should contact
Aema Member Services within 48 hours after the admission or
procedure.

When you call. you will speak to a Nurse Consultant who will ask you:
¢ Your name and Social Secunity number.

o Therelationship of the patient to you,

¢ What type of surgical procedure or test you need,

¢ Thename and telephone number of your doctor, and
e When the procedure is scheduled

The Nurse Consultant will review the medical necessity of the
proposed inpatient admission, the proposed surgical procedures and
treatments. or the proposed inpatient treatment for substance abuse and
mental disorders. He or she will compare information about your case
with generally accepted medical standards.

Mentaf Health and Substance Abuse admissions ar e precertified
by Magelian at (800) 424-4047.

If. 1n accordance with such standards. the proposed inpatient
adrmission or treatment ismedically necessary. it will be certified by
the Nurse Consultant. On the other hand. if other treatment ismore
appropnate, aternative treatment settings may be suggested. See page
29 for more information regarding precenification.

I vou do not call Aetna Member Services to precertify a hospital
admission or any of the proceduresor rests listed. you will be
responsible for a separate 150 penalty charge. in addition to your
deductible. before benefitsare paid for covered services. This penalty
charge will not be applied toward your deductible or your out-of-
pocket limit.

If your hospital stay is longer than the approved period, you must
notifi Aetha Member Services as soon as you are aware of the need to
extend your length of stay. The Nurse Consultant can then work with
your doctor to extend the certification of your hospital stay.
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Precertification Requirementsfor
Non-Preferred Care

Y ou must obtain precenification for the following types of Non-
Preferred Care to avoid areduction in benefits paid for that care:

a Hospita Admissions

a  Treament Facility Admissions

a  Convalescent Facility Admissions

& Home Health Care Expenses

s Hospice Care Expenses and Skilled Nursing Care

Failure to precertify will result in a$150 reduction in benefits. Thisis
known as the " Excluded Amount.” which applies separately to each
nvpe of expense listed above.

Understanding Your Share of Medical
Expenses

American Water Works Medical Plans have been carefully designed to
provide quality care and the most value from each dollar spent by you
and the Company. It 1s important that you understand how weshare
the costs of these valuable benefits.

A deductible is the amount you must pay before the Plan beginsto pay
benefits for covered expenses. All deductibles are calculated on an
annua basis and must be met every year. The Managed Choice Plan
drductibles apply only to servicesthat are not coordinated by your
PCP. Copayments do not count toward meeting the annual
deducuibles.

m Calendar Year Deductible- 5200

This Calendar Year Deductible applies to all expenses incurred for
Son-Preferred Care and for care for dependents that permanently
reside outside the Service Area covered under this Plan.
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Family Deductible Limit = $600

An added benefit may be paid if:

* Covered Medical Expenses are incurred by personsin your
family,

e These expensesare applied against the separate Calendar Y ear
Deductibles, and

e Inacalendar year. they exceed the Family Deductible Limit.

The added benefit is 70%c of the amount that exceeds the Family
Deductible Limit. It does nor count against any person's Maximum
Benefit.

This is theamount you pay for each hospital confinement. The
Inpatient Hospital Deductible will be applied only once to each
hospital confinement, regardless of cause, which is separated by less
than 10 days from another confinement.

Expenses used to meet the Inpatient Hospital Deductible cannot be
used to meet any other applicable deductible. Expenses used to meet
any other applicable deductible cannot be used to meet the Inpatient
Hospital Deductible.

Inpatient Hospital Deductible - $250 per confinement (out of
nerwork only)

This Inpatient Hospital Deductible applies to Inpatient Hospital
Confinements. including Inpatient Alcoholism, Drug Abuse, and
Mental Disorder confinementsincurred for Non-Preferred Care
and for care for dependents who permanently reside outside the
Service Areacovered under this Plan.

However. for a confinemenr of a well newborn child that starts on
the day of binh, the Inpatient Hospital Deductible will not exceed
the hospital's actual charge for board and room for the first day of
confinement on which the child's coverage isin force. To
maintain continuous coverage on the newborn, you must add
him/her to the Plan as a dependent within 31 days of birth.

s  Emergency Room Deductible=$25

This Emergency Room Deductible applies to Hospital Expenses
incurred for emergency care provided by a Non-Preferred Care
Provider and for care for dependents who permanently reside
outside the Service Area covered under this Plan.
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After you meet the applicable annual deductible. you and the
Company share the remaining expenses through a copayment (copay)
or coinsurance.

After you meet the applicable annual deducrible. you and the
Company share the remaining expenses through a copay.

Under the Managed Choice Plan. when you visit your PCP or other
network providers. vour share of the cost isreferred to asa copayment.
This copay is a flat fee for certain network services. If you are
admitted to a network hospital or hospital alternative. generally you
will be covered a 90%. You are responsible for the remaining 10%.,
up to the annual out-of-pocket expense limit.

Y our in-network coinsurance and cepayment amounts do not apply to
your out-of-network deductible and coinsurance limits. Also.
deductiblesand coinsurance limits are higher if you choose out-of-
network care.

A separate Hospital Emergency Room copay of $25 applies to each
visit for emergency care to a hospital's emergency room. Thiscopay
will be waived if the person isadmitted to the hospital asan inpatient
immediately following avisit to a hospital emergency room.

Thereisalimit to the share of medical expenses you have to pay
during each calendar year. This expense amount isknown asthe’" out-
of-pocket'. limut.

Copayments and deductibles do nor count toward these out-of-pocket
limits. If you reach your out-of-pocket limit within a calendar year.
your covered expenses will be paid at 100%. for the remainder of that
year. If you do not reach your out-of-pocket limit. you must start
accumulating expenses over again, beginning a SO each January.

However, any expense not determined to be a covered expense aswell
as mental health and chemical dependency charges, and
nrecertification penalties cannot be applied to your out-of-pocket limit.

The Managed Choice Plan provides an unlimited Lifetime Maximum
Benefit for you and each covered member of your family.

The Managed Choice Plan 33




American Wafer Works
pays the maonty of your
medical and denial
benefits costs.

Your Bi-Weekly
Contributions

34 The Managed Choice Pian

DATA REQUEST 1 #21
NON-UNION
Page 40 of 229

Your share of the cost (your conwibution) of your benefitsis paid each
pay cycle, through convenient pretax payroll deductions. Presax
means that your contributions are withheld before federal (andin most
cases. state and local) income and FICA taxes are withheld. This
reduces your taxable income and the amount of tax you pay. Asa

result, the impact oéalour contribution on your take-home pay is
substantially reduced.

Benefits Payable

After any applicable deductible or copay amount. the benefits paid
under this Plan in a calendar year are paid a the Payment Percentage
which appliesto the rvpe of Covered Medical Expense which is
incurred. except for any different benefit level which may be described
later in this Summary Plan Descniption. If any expense iscovered
under one type of Covered Medical Expense. it cannot be covered
under any other rvpe. The Payment Percentage applies after any
deductible or copay amounts.

If @ hospital or other health care facility does not separately identify
the specific amounts of its room and board charges and its other
charges. your Plan will use the following allocations for the purposes
of calculating your benefits:

e Room and board charges 40%
e Other charges 60%

Payment Limits

The following limits apply to Covered Medical Expenses except:
e Expenses applied against any deductible or copay amount.

e Expenses incurred for the effective treatment of alcoholism or
drug abuse. or for the treatment of mental disorders, while not
confined as a full-time inpatient.
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When a person's Covered Medical Expensesincurred for Preferred
Care, for which no benefits are paid because of the Pavinent
Percentage, reach 51.000 in acalendar year. benefits will be payable at
100% for his/her Covered Medical Expensesto which this limit
appliesand which are incurred for Preferred Carein the rest of that

calendar year.

When a person's Covered Medical Expenses incurred for Non-
Preferred Care, for which no benefits are paid because of the Payment
Percentage, reach 53.000 in acalendar year. benefits will be payable at
100% for his/her Covered Medical Expenses to which this limit
appliesand which are incurred for Non-Preferred Care in the rest of

that calendar year.

When afamily's Covered Medical Expenses incurred for Preferred
Care, for which no benefits are paid because of the Payment
Percentage, reach 53.000 in a calendar year. benefits will be payable at
100% for their Covered Medical Expensesto which this limit applies
and which are incurred for Preferred Care in the rest of that calendar
year.

e Thereisno family out-of-pocket limit for Non-Preferred Care

expenses. Individua out-of-pocket limitswill apply.

Benefit Maximums

The following limitations apply to some of the benefits under the
Managed Choice Plan:

e Convalescent Care
60 days per calendar year

e Maximum Private Duty Nursing Care
70 eight-hour shifts per calendar year

« Home Health Care

120 visits per calendar year (a' visit" is considered to be four
hours or less in duration)

e Hospice Care
90 days Inpatient per calendar year
£5,000 Outpatient Lifetime Maximum
e Short-Term Rehabilitation
60 days per calendar year if certified by PCP

The Managed Choice Plan 35




DATA REQUEST 1 #21
NON-UNION
Page 42 of 229

e Private Reom Limit
Theinstitution's semi-private rate

* Lifetime Maxi mumBenefit
Unlimited

Covered Expenses

Charges made by a hospital for providing room. board. and other
hospital servicesand supplies for a person who isconfined asafull-
time inpatient are covered. They must be for the treatment of an injury
or illness.

I npatient
Hospital Care

For Preferred Care

Inpatent agrmissions musi
be precertihed (G quakhfy

for the maximum penefit If a pnvate room is used. the daily room and board charge is covered if

the person's Preferred Care Provider requests the private room and the

payable
request is approved by Aema.
|f these procedures are not met. any pan of the daily board and room
charge which is more than the Private Room Limit is not covered.
For Son-Preferred Core
Not included is any charge for daily room and board in a private room
over the Semi-Private Room Limit.
Outpatient Charges made by ahospital for hospital services and supplies which
Hospital Care are provided for a person who is not confined as a full-time inpatient
arc covered.
Conval escent Charges made by a convalescenr facility for the following services and
Facility Care supplies are covered. They musr be furnished to a person while

confined to convalesce from an illness or injury.

a Room and Board. This includes charges for services, such as
general nursing care. made in connection with room occupancy.
Not included isany charge for daily board and room in a private
room over the Private Room Limit.

Pracertifical:nr o°
convalescen! fal’,
ServiCes 1S necessan (o
recewe the maun— .

i‘f”e’” Dayadis 3. ine ® Use of specia treatment rooms
an
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s X-ray and lab work
s Physical, occupational. or speech therapy
s Oxygen and other gas therapy

s Other medical services usually given by a convalescent facilin.
Thi s does not include private or special nursing. or physicians.
services.

m Medica supplies

The Plan does not cover convalescent facility charges made for
treatment Of:

a Drug addiction

& Chronic brain syndrome
s Alcoholism

x  Senility

» Menta retardation

s Any other mental disorder

Home health care expenses are covered if:

s Thecharge ismade by a home health care agency.

m Thecareis given under a home health care plan. and
a Thecareisgiven to aperson in hisor her home,
Home health care expenses are charges for:

a Pan-time or intermittent care by an R.N.. or by an L.P.N. if an
R.N. is not available.

Pan-time or intermittent home health aide services for patient care.
= Physica. occupational. and speech therapy.

=& Thefollowing expenses are covered to the extent they would have
been covered under this Plan if the person had been confined ina
hospital or convalescent facility:

o medical supplies, drugs, and medicines prescribed by a
physician: and
e lab services provided by or for a home health care agency.

There isamaximum of 120 visits covered in a calendar year. Each
visit by anurse or therapist isone visit. Each visit of up to 4 hours by
3 home health aide isone visit.

The Plan does nor cover charges made for.

= Services or supplies that are not a pan of the home health care
plan.
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a  Services of a person who usually lives with vou or :1s a member of
your or your spouse's family.

®  Servicesof asocia worker.

e Transportation.

The charges made by your Primary Care Physician for a routine
physical exam given to you. your spouse. or vour dependent child are
included in Covered Medical Expenses.

A routine physical exam isa medical exam given by a physician for a
reason other than to diagnose or treat a suspected or identified injury
or illness. Included are:

» X-raysand laboratory and other tests given in connection with the
exam. and

m Materials for the administration of immunizations for infectious
illness and testing for tuberculosis.

To qualify asacovered physical exam. the physician's exam must
include at least:

m A review and wrnizten record of the patient's complete medical
history,
= A check of all body systems. and

a A review and discussion of the exam results with the patient or
with the parent or guardian.

For all exams given to your child under age six. Covered Medical
Expenses will include charges for:

e Up:o six examsin the first year of the child's life.
m  Upto rwo examsin the second year of the child's life, and
& Oneexam per year during the next four years of the child's life.

For dl exams given to your child age six and over, Corered Medical
Expenses will not include charges for more than one exam in a period
of 24 consecutive months.

For all exams given to you or your spouse. Covered Medical Expenses
will not include charges for more than one exam in a period of 24
consecutive months.

Nat covered are charges for:
a  Servicesand supplies furnished by a Pion-Preferred Health Care
Provider.

® Services which are covered to any extent under any other part of
this Plan or any other group plan sponsored by American Water
Works.

» Services which are for diagnosis or treatment of a suspected or
identified injury or illness,
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s Examsgiven while the person is confined in a hospial or other
place for medical care,

® Services not given by a physician or under hisor her direction.
Medicines, drugs. appliances, equipment. or supplies.

#& Psychiamc, psychological. personality. or emotional testing or
exarms,

a Exams inany way related to emplovment,

¥ Premarital exams.

m Vision, hearing. or dental exams. or

m A physician's office visit in connection with immunization or
testing for tuberculosis.

Covered Medical Expenses include charges for a complete eye exam.
including refraction that 1s furnished by a legally qualified
ophthalmologist or optomemst panicipating in the Managed Choice
network. You do not need areferral from your PCP.

Covered Medical Expenses will not include charges for more than one
eye exam in aperiod of 24 consecutive months.
Nor included are chargesfor;

Any eye exam to diagnose Or treat an illness or injury,

s Drmgs or medicines,

m Any services or supplies which are included as covered expenses
under any other benefit section included in this
Plan or under any other plan of group benefits provided through
American Water Works.

s Anv services or supplies for which benefitsare provided under any
Workers Compensation taw or any other law of similar purpose,
whether benefits are payable for all or only pan of the charges,

Any service or supply which does not meet professionally accepted
standards.

s Any service or supply received while the person isnot covered,

s Any exams given While the person isconfined in a hospital or
other facility for medical care.

s Any eyeexam required by an employer asacondition of
employment. or that an employer isrequired to provide under a
labor agreement or that is required by any law of a government, or

m Any service or supply furnished by a Non-Preferred Health Care
Provider.
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Covered Medical Expensesinclude charges for an audiomemc ¢xam.
The services mug be performed by a Managed Choice network
physician who is certified asan otolaryngologist or otologist. Or by an
audiologist who either:

Islegally qualified in audiology. or
® Holdsacertificate of Clinical Competence in Audiology from the

American Speech and Hearing Association in the absence of any
applicable licensing requirements. and

s Performs the exam at the written direction ofa legally qualified
otolaryngologist or otologist.

Covered Medical Expenses will not include charges for more than one
hearing exam in a period of 24 consecutive months.

Not includedare charges for:
m Any ear or hearing exam to diagnose or treat an illness or injury,
» Drugsor medicines.

®  Any hearing care service or supply which is acovered expensein
whole or in part under any other pan of this Plan or under any
other plan of group benefits provided through American Water
Works.

Any heanng care service or supply for which a benefit is provided
under any Workers' Compensation law or any other law of like
purpose. whether benefits are payable for al or only part of the

charges.

a Any hearing care serviceor supply which does not meet
professionally accepted standards.

m  Anv service or supply received while the person is not covered,

Any exams given while the person is confined in a hospital or
other facility for medical care.

= Any exam required by an employer asa condition of employment,
or that an employer isrequired to provide under a labor agreement
or that isrequired by any law of a government. or

® Any service or supply furnished by a Non-Preferred Health Care
Provider.

Covered Medical Expenses include charges incurred for one routine
Pap smear and related laboratory expenses each calendar year.

Covered Medical Expenses include chargesincurred by afemale age
35 or over for aroutine mammogram as follows, provided you have a
referral from your Pnmary Care Physician:
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One baseline mammogram. if the person 1s at least ape 35 but iess
t han 40;

Onemammogram each calendar year. if the person is age 40 or
over.

On October 21,1998. a new federal law. the Women's Health and
Cancer Rights Act. became effective. The law requires group health
plans that provide coverage for mastectomies to also cover
reconstructive surgery and prostheses following mastectomies. We are
pleased to inform you that Aema isalready in compliance with the
law.

The law mandates that a member receiving benefits for a medically
necessary mastectomy who elects breast reconstruction after the
mastectomy, will also receive coverage for:

e Reconsuuction of the breast on which the mastectomy has been
performed

e Surgery and reconstruction of the other breast to produce a
symmetrical appearance

e Prostheses

e Treatment of physical complications of all stages of
mastectomy. including lymphedemas

This coverage will be provided in consultation with the attending
physician and the patient. and will be subject to the same annual
deductibles and coinsurance provisions that apply for the mastectomy.

The charges made by a physician or hospital for avasectomy or tubal
ligation for voluntary sterilization. even though not incurred in
connection with the diagnosis or treatment of an illnessor injury, are
Covered Medical Expenses. Not covered are charges for the reversal
of a sterilization procedure.

Expenses incurred for one routine gynecological exam given by a
Preferred Care Provider without referral by your Primary Care
Physician will be considered a Covered Medical Expense. Chargesfor
one self-referred exam per calendar year will be paid at the preferred
level of benefits. Anv subsequent visits or treatment must be on
referral by your Primary Care Physician in order for the preferred level
of benefits to apply to that care. The routine gynecological exam,
including one Pap smear and related |aboratory expenses, isconsidered
Office Care. No coverage is provided if the exam isgiven by a Non-
Preferred Care Provider.
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Pregnancy expenses must be incurred while the person is covered
under this Plan. If expensesare incurred after the coverage ceases.
they will be considered for benefits only if sansfactory evidence is
furnished to Aema that the person has been totallv disabled since her
coverage terminated.

Any pregnancy benefits payable by previous group health coverage
will be subtracted from health benefits payable for the same expenses

under this Plan.

Coverage for abortionsis limited to those abortions performed because
thelife of the mother would be in danger if the fetus were carred to
term and to those abonions which result in medical complications.

The Medical Plan will cover certain expensesonly in the event of
injury. Chargesfor root canal therapy: routine tooth removal (which
does not involve cutting of the bone); and in-mouth appliances.

crowns. bridgework. dentures, tooth restorations. and any related
fitting or adjustment services (whether or not their purpose isto relieve
pain) are covered if they are required as theresult of injury to the
mouth. jaw. or teeth.

The Medical Plan does not cover charges to remove. repair, replace,
restore. or reposition teeth which are lost or damaged in the course of
biting or chewing. Chargesto repair, replace, or restorefillings,
crowns. dentures. or bridgework are not covered by the Medical Plan.
Non-surgical periodontal treatment isexcluded. asare chargesfor
dental cleaning: in-mouth scaling. planing. or scraping; and

.mvofunctional therapy (muscletraining therapy to correct or control

harmful habits).

The following services and supplies furnished for the treatment of the
mouth. jaws. jaw joints. teeth. and supporting tissues (including bones,
muscles. and nerves) are Covered Medical Expenses and not pan of
the Dental Plan. For these expenses, " physician™ includes adentist;
however. they require a PCPreferral in order to be covered under the
NMedical Plan.

& Surgery needed to treat a fracture, dislocation. or wound or to cut
out teeth partly or completely impacted in the bone of thejaw.
Covered surgery may cut out teeth that will not erupt through the
gum. as well as other teeth that cannot be removed without cuning
into bone.

Also covered are surgenes that cut out the roots of a tooth without
removing the enure tooth. as well as removing cysts, tumors, or
other diseased tissues while cuning into the gums and tissuesof the
mouth. Thisisonly covered when not done in connection with the
removal. replacement. or repair of teeth. Covered surgery may
also alter the jaw. jaw joints. or bite relationships by a cuning
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procedure when appliance therapy alone cannot result in functional
Improvement.

Non-surgical treatment of infections or illnesses. This does not
include those of or related to the teeth.

®  Denta work. surgery. and onhodontic trearment needed to remove.
repair, replace. restore. or reposition narural teeth damaged. Jost or
removed, and other body tissues of the mouth fractured or cut due
toinury. Theaccident causing the injury must occur while the
person iscovered under the Medical Plan.

Any such teeth must have been free from decay or in good repair
and firmly attached to the jawbone at the time of the injury.

The treatment must be done in the calendar year of the accident or the
next one.

1f crowns (caps), dentures (falseteeth). bridgework. or in-mouth
appliances are installed due to such injury. Covered Medical Expenses
include only charges for the following:

a thefirst deniure or fixed bridgework to replace lost teeth.

m thefirst crown needed to repair each damaged tooth, and

m an in-mouth appliance used in the first course of orthodontic
treatment after the injury.

Except as provided for injury. the Medical Plan does not cover charges
for in-mouth appliances. crowns. bridgework. dentures, tooth
restorations. or any related fining or adjustment services, whether or
not the purpose of such services or supplies isto relieve pain. In
addition. the Medical Plan does not cover root canal therapy or routine
tooth removal (not needing cutting of the bone).

The charges made by an R.N. or L.P.N. or anursing agency for

“<kitled nursing services™ are included as Covered Medical Expenses.

o other charges made by an R.N. or L.P.N. or a nursing agency are

covered. Asused here. "skilled nursing services” means these

SCrVices:

s Visiting nursing care by an R.N. or L.P.N. Visiting nursing care
means aVvisit of not more than 4 hours for the purpose of
performing specific skilled nursing tasks.

» Pnvate duty nursing by an RIN. or L.P.N. if the person's condition
requires skilled nursing care and visiting nursing care is not
adequate.

Benefits will not be paid during a calendar year for private duty

nursing for any shifis in excess of the Private DUty Nursing Care

Maximum Shifts. Each period of private duty nursing of up to eight

hours will be considered one private duty nursing shift.
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Not included as* skilled nursing care” is.

m That part or al of any nursing care that does not require the
education, training, and technical skillsof an R.N. or L.P.N.. such
astransportation. meal preparation, charting of vital signs. and
companionship activities;

m  Any privateduty nursing care. given while the person isan
inpatient in a hospitat or other health care facility:

m Careprovided to help a person in the activities of daily life. such as
bathing, feeding, personal grooming. dressing. getting in and out of
a bed, chair, or toileting;

= Careprovided solely for skilled observation. excluding one penod

per day of up to 4 hours for no more than 10 consecutive days
following the occurrence of:

e achange in patient medication.

e the need for urgent or emergency medical services provided by
a physician or the

o onset of symptoms indicating the likely need for such services.

* surgery, or

e release from inpatient confinement:

m Any service provided solely to administer oral medicines, except
where applicable law requires that such medicines be administered
by an RN. or L.P.N.

Charges made for the following inpatient services furnished to a
person for hospice care when given as a pan of a Hospice Care
Program are included as Covered Medical Expenses.

Inpatient Care

Room and board and other services and suppliesfurnished to a person
while afull-time inpatient for pain control and other acute and chronic
svmptom management.

Not included is any charge for daily room and board in a semi-private
room over the Private Room Limit. Inpatient hospice care islimited to
a total of 90 days for all confinements.
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Facility and Physician Expenses
The Plan covers charges madeon its own behalf by a.

Hospice facility
Hospital

Convalescent facility or
Physician

Outpatient Care

The Plan covers charges made by a Hospice Care Agency for the
following outpatient servicesand supplies. if they are precenified up

to alifetime maximum of $3,600.

Part-time or interminent nursing care by an R.N. or L.P.N. for up
to eight hoursin any one day.

Medical social services under the direction of a physician. These
include:

e assessment of the person's social. emotional. and medical
needs, and the home and family situation:

e identification of the community resources which are available
10 the person;

e assisting the person to obtain those resources needed to meet
the person's assessed needs.

Psychological and dietary counseling.
Consultarion or case management services by a physician.
Physical and occupational therapy.

Part-time or intermittent home health aide servicesfor up to eight
hours in any one day (these services consist mainly of caring for
the person.).

Medical supplies. drugs. and medicines prescribed by a physician.

Charges made by the providers below for Outpatient Care, hut only if
the provider is not an associate of a Hospice Care Agency and such
agency retains responsibility for the care of the person:

s A physician for consultant or case management services.

A physical or occupational therapist
A Home Health Care Agency for:

e physical or occupational therapy;
e pan-time or interminent home health aide services for up to

eight hours in any one day (these servicesconsist mainly of
caring for the person);
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e medical supplies, drugs. and medicines prescnbed by a
physician;
* psychological and dietary counseling.
Not included are charges made:
» For bereavement counseling
a For funeral arrangements
n For pastoral counseling

e For financial or legal counseling. These include estate planning or
the drafting of a will.

m  For homemaker or caretaker services. These are services which
are not solely related to care of the person. Theseinclude: sitter or
companion services for either the person who isill to other
members of the family, transportation, housecleaning. and
maintenance of the house.

a For respite care. Thisis care furnished during a period of time
when the person's family or usual caretaker cannot, or will not.
attend to the person's needs.

The charges made by:
s A physician. or
a A licensed or cenified physical. occupational. or speech therapist,

for Short-Term Rehabilitation servicesto treat acute conditions are
Covered Medical Expenses.

Short-term rehabilitation services consist of:
a Physical therapy.

e Occupational therapy, or

s Speech therapy.

furnished to a person who is not confined asan inpatient in a hospital
or other facility for medical care. This therapy shall be expected to
result in significant improvement of the person's condition within 60
days from the date the therapy begins.

The charges for Short-Term Rehabilitation services are Covered
Medical Expensesfor no longer than the Short-Term Rehabilitation
Maximum Days for each person during any one calendar year.

Nor covered are charges for:

» Services which are covered to any extent under any other part of
this Plan.

s Any services which are covered expenses in whole or in part under
any other group plan sponsored by an employer.
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Servicesreceived while the person is confined in ahospitai or
other facility for medical care.

& Services not performed by a physician or not under his direct
supervision.

Servicesrendered by a physical, occupational, or speech therapist
who resides in the person's home, or who is a pan of the family of
either the person or the person's spouse.

m Services rendered for the treatment of delays in speech
developmenf unlessresulting from:

e illness.
® injury, or
e congenital defect

a Specia education including lessons in sign language. to instruct a
person whose abiliry to speak has been lost or impaired to function
without that ability.

& Any services not provided in accordance with a specific treatment
plan that:

e Detailsthe treatment to be rendered and the frequency and
duration of the treatment.

o Provides for ongoing reviews and is renewed only if therapy is
still necessary.

If treatment isreceived in the emergency room of a hospital whilea
person is not a full-ume inpatient. and the treatment is emergency care,
Covered Medical Expenses for charges made by the hospital for such
wreatment Will be paid a the Payment Percentage.

" Emergency care’ means the first treatment given in a hospital's
emergency room nght after the sudden and. at that time. unexpected
onset of a change in a person's physical or mental condition that
requires hospital level care because:

s Thecare could not safely and adequately have been provided other
than in a hospital. or

Adequate care was not available elsewhere in the area at the time
and place it was needed. and

= If the hospital level care were not given could. as determined by
Aetna. reasonably be expected to result in:

e lossof life. limb or
e significant impairment to bodily function or

e permanent dysfunction of a body part.
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If treatment iS received in the emergency room of a hospital while a
person isnot a full-time inpatient and the treatment IS not emergency
care, no benefitswill be paid.

Other covered medical expensesinclude:

m Charges made by a physician.

® Diagnostic lab work and X-rays.

m  X-ray, radium. and radioactive isotope therapy

= Anestheticsand oxygen.

® Rental of durable medical or surgical equipment. Not included are
charges for more than one item of equipment for the same or
similar purpose.

s "Durable Medical and Surgical Equipment is equipment that
is made to withstand prolonged use and to be used mainly in
the treatment of an illness or injury. It must besuited for use in
the home and not normally of use to persons who do not have
an illness or injury. Such equipment shall not be used in
altering air quality or temperature. or for exercise or training.

a The purchase. repair. or replacement of durable medical and
surgical equipment and accessories needed to operateit.

® Theinitia purchase of such equipment and accessoriesis covered
only if Aema isshown that long term use is planned and the
equipment cannot be rented. or it is likely to cost less to buy it than
to rent it.

m  Repair or replacement of such purchased equipment and
accessories. Replacement will be covered only if Aemaisshown
that it is needed because of a change in the person's physical
condition. or it is likely to cost less to buy a replacement than to
repair the existing equipment or to rent like equipment.

8 Anificial imbs and eyes. (however eyeglasses. hearing aids,
onhopedic shoes. or other devices to suppon the feet are not
included).

m  Professional ambulance service to transport a person from the
place where he isinjured or smcken by illness to the first hospital
where treatment is given.
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Pre-Existing Conditions

Pre-Existing Conditions do not apply under any Aetna Plan

Certification for Hospital Admissions

Covered Medical Expenses incurred on any day not cenified during
the confinement will be paid as followsif

w A person becomes confined in a hospital as a full-rime inpatient.
and

m It has not been cenified that such confinement (cr any day of such
confinement) is necessary. and

s The confinement has not been ordered and prescribed by:
e your Primary Care Physician. or

o aPreferred Care Provider upon referral by your Primary Care
Physician.

Hospital Expenses Incurred During the Confinement

If certification has been requested and denied for pan of the
confinement. no benefits will be paid for Hospital Expenses incurred
for room and board for that day(s). Benefitsfor all other Hospital
Expenses will be paid a the Payment Percentage.

If cenification has not been obtained. medically necessary expenses
will be paid at the lower benefit level.

Other Hospital Expenses

Espenses. up to the Excluded Amount (such as the deductible or any
applicable penalty). will not be deemed to be Covered Medical
Expenses. Benefits for such expensesin excess of the Excluded
Amount will be pard at the Payment Percentage.

If cenification has not been requested and the confinement (or any day
of such confinement) is necessary. Hospital Expenses, up to the
Excluded Amount, will not be deemed to be Covered Medical
Espenses. Benefits for al other Hospital Expenses will be payable at
the Payment Percentage.
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Other Covered Medical Expenses

Benefitswill be paid at the Payment Percentage

Whether or not a day of confinement iscertified. no benefit will be
paid for expenses incurred on any day ofconfinement as a full-time
inpatient if excluded by any other terms of this Plan. except that. if
certification has been giver for aday of confinement. the exclusion of
services and supplies because they are not necessary will not be
applied to expenses for hospital room and board.

In the event of an urgent admission. you, the person's physician. or
the hospital must call Aema Member Services for certification before
the person is confined as a full-time inpatient.

An urgent admission isthe result of an injury caused by an accident.
the diagnosis of an illness. or the onset of. or change in. an illness.

The person's condition does nor require emergency medical care. but
is severe enough to require confinement in a hospital within two weeks
of the date the physician determines that confinement is required.

A “non-urgent admission™ isone which is not an emergency admission
or an urgent admission.

When acovered person isconfined as a full-time inpatient as the result
of an emergency admission. you. the person's physician, or the
hospital must call Aetna Member Services to request certification
within 48 hours of the start of the confinement. [f the physician cannot
request certification within 38 hours. the call must be made as soon as
reasonably possible. Thel8 hour requirement is extended to 72 hours
when the confinement stanson aFnday or Saturday.

An admssion is considered to be an emergency when the physician
admits the person to the hospital right after the sudden and, at that
time. unexpected onset of achange in the person’'s physical or mental
condition which could be life threatening or result in significant
impatrment or permanent dysfunction if the person is not immediately
confined as a full-time hospital inpatient.

tf. 1 your physician's opinion. it is necessary for you to be confined
for a longer time than already certified. you. the physician, or the
hospital may reguest that more days be cenified by calling the precert
number on your 1D card or Aetna Member Services at (800) 292-4366.
This must be done no later than on the last day that hasalready been
cenified.

Wrinen notice of the number of days certified will be sent promptly to
the hospital. A copy will be sert to you and the physician.
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Facilin Expenses

Certification for Convalescent Facility
Care, Home Health Care, Hospice Care,
and Skilled Nursing Care

Covered Medical Expenses will be paid as follows if incurred:

m  Whileaperson is confined in a convalescent facility or a hospice
facility; or

m For aserviceor asupply for home health care, hospice care, or
skilled nursing care when a person is not confined as an inpatient;
and

s |t hasbeen cenified that such confinement or careis necessary;
and

a Theconfinement or care has been ordered and prescribed by:
e your Pimary Care Physician. or

¢ aPreferred Care Provider upon referral by your Primary Care
Physician.

If certification has been requested and denied. no benefits will be paid
for Convalescent Facility Expenses or Hospice Care Facility Expenses
incurred for board and room. Benefits for all other Convalescent
Facility Expenses or Hospice Care Faciliry Expenses incurred during
the confinement w1l be paid at the Payment Percentage.

If certification has not been requested and the confinement (or any day
of such confinement) is not necessary. no benefits will be paid for
Convalescent Facility Expenses or Hospice Care Facility Expenses
incurred for board and room. Asto all other Convalescent Facility
Expenses or Hospice Care Facility Expenses incurred during the
confinement:

m  Expenses. up to the Excluded Amount, will not be deemed to be
Covered Medical Expenses.

s Benefitsfor al other such expenses will be paid at the Payment
Percentage.

If certification has not been requested and the confinement (or any day
of such confinement) is necessary. convalescent Facility Expenses or
Hospice Care Facility Expensesincurred during the confinement, up to
the Excluded Amount, will not be deemed to be Covered Medical
Expenses. Benefits for al other such expenses incurred duringthe
confinement will be paid a the Payment Percentage. Asto all other
Covered Medical Expenses incurred during the confinement, benefits
will be paid a the Payment Percentage.
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If certification for a service or supply has been requested and denied
or if certification bas nor been requested and the service Of supply 15
not necessary, no benefits will be paid for the denied or unnecessars

service or supply.

If certification has nor been requested for aservice or supply and the
service or supply isnecessan. benefits for the necessary service or
supply will be paid as follows:

s Expensesincurred for the service or supply. up to the Excluded
Amount, will not be deemed to be Covered Medical Expenses.

m Benefits for all other Covered Medical Expenses incurred for the
serviceor supply will be paid at the Payment Percentage.

Whether or not a day of confinement or a service or supply has been
cenified, no benefit will be paid if the charges for such confinement or
service or supply are excluded by any other terms of this Plan. except
that. to the extent that a day of confinement has been certified, the

exclusion of services and supplies because they are not necessary will
not apply to:

a Convalescent Facility Expenses for room and board. or

e HospiceCare Facitity Expenses for room and board.

To the extent that such service or supply has been certified for home
health care. hospice core. or skilled nursing care. rhe exclusion of
services or supplies because they are not necessary will not apply to
such service or supply.

If aperson’s physician believes that the person needs more days of
confinement or services or supplies beyond those which have been
already cerified you must call to cenify more days of confinement or

services or supplies

Prompt wntren notice will be provided to you of the days of
confinement and services or supplies which have been certified

If services and suppliesfor hospice care provided to a person have
been cenified and the person later requiresconfinement in a hospital
for pain control or acute symptom management, any other certification
requirement in this Plan will be waived for any such day of
confinement in a hospitai.
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Certification for Certain Procedures and
Treatments

Certification of the necessity of certain procedures and treatments 1s
required:

a

a

a

Before the procedure is performed. or

Before the treatment starts. unless such procedure or treatment has
been ordered and prescribed by:

Y our Primary Care Physician. or

A Preferred Care Provider upon referral by your Primary Care
Physician.

When any of the procedures or treatments shown below are to be
performed on an inpatient or outpatient basis. Covered Medical
Expenses incurred in connection with the performance of the
procedure or treatment will be payable asfollows:

a

If the procedure or treatment is not necessary. no benefitswill be
payable whether or not certification has been requested.

If certification has been requested and the procedure or treatment is
necessary. benefits will be payable at the Payment Percentage.

If certification has not been requested and the procedure or
treatment IS necessary. expenses incurred in connection with its
performance. up to the Excluded Amount. will not be considered to
be Covered Medical Expenses. Benefits for Covered Medical
Expenses in excess of the Excluded Amount will be payable at the
Payment Percentage.

The following procedures or treatments require certification before

they are performed. regardless of whether done on an inpatient or
ourpatient basis

a

O o = o O

Allergy immunotherapy
Bunionectomy

Carpal tunnel surgery
Colonoscopy

Corona? angtography

CT scan - spine

Dilation and curettage (D&C)
Hemorrhoidectomy

Knee arthroscopy
Laparoscopy (petvic)
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MRI - knee
MRI - spine
® Septorhinoplasty
®  Tympanostomy tube
s Upper gastrointestinal endoscopy

You, or the provider performing the procedure or treatment. must call
the precert number on your 1D card or Aema Member Services at
(800) 292-4366 to request certification.

If the procedure or treatment is performed due to an Emergency
Condition. the call must be made:

m Before the procedure or treatment is performed. or

Not later than 48 hours after the procedure or treatment is
performed, unless the call cannot be made within that time. In that
case. the call must be made assoon asit is reasonably possible. In
the event the procedure or treatment is performed on a Friday or
Saturday. the 48-hour requirement will be extended to 72 hours.

If the procedure or treatment is performed for any condition other than
an Emergency Condition. the call must be made at least 14 days before
the date the procedure isto be performed or the treatment isto start. If
1t 15 not possible to make the call during the specified time. it must be
made as soon as reasonably possible before the date the procedure or
treatment isto be performed.

Written notice of the certification decision will be sent promptly to
you and the provider performing the procedure or treatrnent. This
decision will be valid for 60 days from the date you receive the notice.
lithe procedure or treatment is to be performed after this 60 day
period. certification must again be requested. as described above.
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Facility Room
and Board
Expenses

Other Facility
Expenses
incurred for the
Services of a
Physician

Certification for Hospital and Treatment
Facility Admissionsfor Alcoholism, Drug
Abuse, or Mental Disorders

Covered Medical Expenses for the effective treatment of alcoholism.
drug abuse, or mental or nervous disorders will be paid as follows if
incurred:

a Whileaperson is confined in a hospital or treatment facility. and
® It has not been certified that such confinement is necessary. and
m Theconfmement has not been ordered and prescribed by:

e your Primary Care Physician. or

e aPreferred Care Provider upon referral by your Primary Care
Physician.

If certification has been requested and denied. or if certification has
not been requested and the confinement (ora n day of it) isnot
necessary. No benefits will be paid.

If cenification has not been requested and the confinement is
necessary, such expenses. up to the Excluded Amount. will not be
considered Covered Medical Expenses.

If certification has been requested and dented. or if certification has
not been requested and the confinement is necessary. such expenses,
up to the Excluded Amount. will not be considered Covered Medical
Lapenses.

It certification has not been requested and the confinement is not
necessary. NO benefits will be paid.

Whether or not aday of confinement iscertified. no benefitswill be
pa\-able for Covered Medical Expenses incurred on any day of
confinement as a full-time Inpatient if excluded by any other terms of
this Plan. except that. if certification has been given for any day of
confinement. the exclusions of services and supplies because they are
not necessary will not be applied to hospital and treatment facility
room and board.
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"Emergency Care" means the first reatment given in a hospital's
emergency room for the sudden and unexpected onset of achange in a
person’s physical or mental condition which:

m  Requires hospital level care because the care could not safely and
adequately have been provided other than in a hospital. or

m  Adequate care was not available elsewhere in the areaat thetime
and place it was needed. and

m Ifhospital level care were not given could, as determined by
Aema. reasonably be expected to result in:

e lossof lifeor limb, or
e significant impairment to bodily function. or
e permanent dysfunction of a body pan

Ifthe person's physician believes that the person needs more days of
confinement beyond those which have already been certified,
additional days of confinement must be certified. This must be done
no later than on the last day that has already been cenified.

Treatment of Alcoholism, Drug Abuse, or
Mental Disorders

If a person is a full-ume mpatient either in ahospital or treatment
facility. then the coverage is as shown below.

Expenses for the following are covered:

s Treatment of the medical complications of alcohoiism or drug
abuse. such ascirrhosis of the liver, delirium tremens, or hepatitis.

a  Effective treatment of alcoholism or drug abuse.
s Treatment of a mental disorder

® Room and Board. Not covered isany charge for daily room and
board in a private room over the Private Room Limit.

m  Other necessary services and supplies
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Such expensesare covered:

If they are incurred during the first 45 days of all such
confinements during any one calendar year.

For alcoholism and drug abuse. benefitswill be paid for only two
courses of treatment during your lifetime.

Benefits will be paid at the Payment Percentage.

Expenses incurred for the effective treatment of alcoholism or drug

Outpatient : ( (
Treatment abuse or the treatment of mental disorders while the person is not
confined asa full-time inpatient in a hospital or treatment facility will
be considered Covered Medical Expenses.
Benefitswill be paid at the Payment Percentage. Benefitswill nor be
paid for more than the Special Outpatient Calendar Y ear Maximum
Visitsin any one calendar year.
Submitting Claims
| vou shouic fue vou All claims must be filed within rwo years from *he date of the incurred
clam{s) gunng tne expense. Your claims must be in writing, and you must give proof of
calenda- yearmwnit e thenamre and extent of the expense. You may obtain Medical Plan
{ SEIViCe 07 ireAlmert was Benefits Request forms from your Human Resources representative.
providec

How Your Benefits Are Paid

Amencan Water Works has contracted with Aemato assist in
admimistering benefits under the Managed Choice Plan. asthe Claims
Admimstrator. Your claimswill be paid as soon as Aetnareceivesthe
necessary wnnen proof supponing your claim. In order to speed
claims processing, Aetna will pay medical benefits directly to the
provider unlessyou specify that you want the benefits paid to you. |f
vou areaminor. or otherwise legally unable to give a valid release,
Aetna may make payment to any of your relatives whom it determines
to be fairly entitled to the payment.

With the exception of the copayment for physician office visits, you
should never pay a provider directly until you receive an EOB.
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|58 The Managed Charce Plan

How to Filea Medical Claim

Fast processing of your out-of-nerwork claim depends on complete.
accurate information on your Benefits Request form. When filing a
claim, please remember to:
Complete al applicable sections of your Benefits Request form.
Any unanswered questionswill cause delay in processing your
claim;
s Besuretoinclude your Socia Security number on all claims.
including claims for vour dependent(s). Also be suretosign the
form: and

# Anach the itemized hill to theform. An itemized bill must include
the following information:

e the patient's full name,

e thepatient's relationship to you.

e the date service was provided.

e the name of the health care professional providing service.
e the provider's taxpayer identification number.

o thetype of service provided.

o thenature of theillnessor injury. and

s thechargesfor the service or treatment (multipleexpenses
should be itemized).

If any of this information 1s missing. write it on the bill yourself and
sign your name. Your health care provider should complete the
phvsiciar/supplier section of the claim form if he or she has not given
vou an nemized statement.

If vou have ' other group™ or Medicare coverage that pays benefits
prior to American Water Works Plan, you will need to provide Aema
with a copy of the other carner’s EOB reflecting the benefits paid
under the other coverage on the expenses being submitted for payment
under the Managed Choice Plan.

Once you have completed the Medical Plan Benefits Request form and
artached the itemized hills. send everything to:

Aetha
PO. Box 3929
Allentown, PA 18106-9861

If you have any questions about the status of your claim, call Aema
Member Services at (800) 292-4366.
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The HMO Plan

The HMO Elect Choice Plan isan in-network plan. The Plan is self-
insured by American Water Works. When a company pays claims
using its own funds. the plan isconsidered to be " self-insured.” Aema
provides certain administrative services under the Plan. The HMO
Elect Choice Plan emphasizes managed care. and provides associates
with access to the highest levels of benefits.

For you to receive the advantages of the HMO Elect Choice Plan. your
care must be provided or coordinated by a Primary Care Physician
(PCP). PCPsinclude general practitioners. family practitioners.
internists, and pediamcians from your own community. If you livein
adesignated area and enroll in the Plan, you and each covered member
of your family select aPCP. To learn which physiciansare in the
network. call Aema at (800) 292-4366 or log on to the Aetna’s website
at www.aetna.com and click on DocFind. When prompted to select a
Health Plan on the website, choose Elect Choice EPO.

Y our PCP provides you with the type of care traditionally provided by
atrusted family doctor who knows your health history and is
concerned about each aspect of your health care needs and
preferences. If you need specialized care or advice, your PCP will
refer you to an appropnate nerwork specialist.

How the HMO Elect Choice Plan Works

With the HMO Elect Choice Plan, you must choose a Primary Care
Physician (PCP) from anetwork™ of health care providers. Y our PCP
will either provide or coordinate your medical care. When your careis
coordinated by your PCP:

® You receive the highest level of reimbursement for your medical
expenses.
O You do not have to meet an annual deductible.

All claimsare filed for you by your PCP or other in-network health
care providers.

s Your PCPinitiates al required precenification.
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Y ou must contact your Primary Care Physician before you receive any
medica care, however;

® You may receive an annual OB/GYN exam from anerwork
provider without a referral from your PCP. To learn which
physiciansare in the network, call Aemaat (800) 2921366 or log
on to the Aema's website a www .aetna.com and click on
DocFind.

= |Inanemergency, go to the nearest emergency facility. If adelay
would not be harmful to your health call your PCP. Notify
Member Services as soon as possible after treatment.

62 The HMO Elect Choice Plan

Choosing a Primary Care Physician (PCP)

Asaparticipant in the HMO Elect Choice program. you must select a
Pnmary Care Physician (PCP) by accessing the Aema's website at
wuu..aema.com or by calling Aema at (800) 2924366. When
prompted to select a Health Plan on the website. choose Elect Choice
EPO.

You select a PCP for yourself and for each participating family
member. either someone who is close to home or work or someone
whose office hours are convenient for you. Because different
members of your family may need different types of health care, the
network includes a variety of PCPs:

s Family practitioners and general practitioners have expertise in
family care. with an emphasis on preventive medicine and health
management.

m Internists have expertise in adult internal medicine.
m Pediatricians have expertise in the treatment of children.

Each member of your family may have a different PCP. For instance,
vou may choose an internist for yourself and a pediamcian for your
children. However. each PCP must be chosen from among those listed
on the Aetna’s website at www.aetna.com or by calling Aema at (800)

2924366.

You may change your PCP at any time simply by calling Member
Sen-ices. toll-free. a (800) 2924366.
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When You Need A Specialist

If you need specialized care. your PCP will refer you to a specialisr in
the HMO Elect Choice network. Remember. in order to receive the
highest level of benefits. you must use a specialist who belongsto the
network, and your PCP must refer you to him or her. Thereare

three exceptions to this rule:

m Onceayear, you may choose an obstemcian or gynecologist from
the Aetna’s website at wns.aema.com or by calling Aema at (800)
292-4366 and make an appointment directly with him or her for a
gynecological exam.

m  Onceevery 24 months. you may receive a complete eye exam from
an ophthalmologist or optomemst panicipating in the HMO Elect
Choice network.

If you need medical service or treatment that is not availablewithin the
HMO Elect Choice network. your PCP may recommend a specialist
who does not belong to the network. In this case, your PCP must
obtain precertification from Aemaand you'll receive the higher level
of benefits.

Summary of HMO Elect Choice Advantages

m You and each covered family member select a PCP from the
Aewna’s website a www.aetna.com or by calling Aetna at (800)
292-1366.

m  When you need care. call your PCP first. Care will be provided or
coordinated by your PCP (In-Network). The PCP will either treat
you or refer vou to an in-network specialist.

m The plan pays higher benefits.
= Youdon't need tofile claims,
= |f precertification is required. your PCP will handle it for you,

= Youdo not need ro worry about "' reasonable and customary"'
limits.
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Coverage for Dependents Whe Live Outside
the Network Area

The HMO Elect Choice option has special provisions to meet the
needs of any of your covered dependents that live outside the network
area. In general, when selecting PCPs for your out-of-area children.
consider these guidelines:

If your child isaway at school, you should select a PCP from thearea
whereyou live and routine care may be arranged during school breaks.
If your child needs medical care during the school year. he or she
should visit the school infirmary, and call the in-network PCP for a
referral to alocal physician or hospital. That way, benefits will be
paid at the in-network level.

Coverage When You're Away From Home

If you're away from home (out of the HM O Elect Choice network
area) and you need medical carein asituation that iS not an
emergency, you should call your PCP. He or she will certify the care
you need so that you can get the higher level of benefits. If you get
health care without calling your PCP first. the services will not he

covered by Aetna.

| n Case of Emergency

In case of emergency. get the care you need from the nearest health
care facility or physician. Then. contact your PCP to authorize and
follow up on your care. A life-threatening medical emergency is
defined as" a sudden and unexpected life-threatening medical
condition that requires immediate medical or surgical carein order to
prevent death or asevere hedlth crisis."" Examplesinclude
convuisions, excessive bleeding. serious bums, and suspected heart
artack. When you need emergency care. it's important that you don't
delay seeking immediate care at the nearest appropriate facility. Just
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remember to call your PCP (or have someone do so on your behalf)
within 48 hours— or not later than the next business day if the
emergency occurs on a Friday or Saturday — after you receive the care.
If you fail to call your PCP. the serviceswill nor be covered by Aetna.

Precertification

Certain services must be precertified with the HM O Elect Choice Plan.
Y our PCP will coordinate your care and obtain any necessary
precertification. The purpose of this process is to review the medical
necessity of a procedure and to approve an appropriate length of stay.

Precertification is required for:
m  All hospital and convalescent facility admissions.

s Home health care. hospice care. and skilled nursing care
» |npatient treatment for substance abuse and mental disorders.
m Certain outpatient surgeries. treatments. and tests. These include:
e Allergy immunotherapy
¢ Bunionectomy
e Carpal tunnel surgery
¢ Colonoscopy
o Coronary angiography
e CT scan -spine
e Dilation and curertage (D&C)
e Hemorrhotdectomy
e Knee arthroscopy
e Laparoscopy (pelvic)
MR - knee
e MRI - spine
o Septorhinoplasty
Tympanostomy rube
o Upper gastrointestinal endoscopy
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If your hospital stay islonger than the approved period. you musr
notify Aema Member Servicesas soon asyou are aware of the need to
extend your length of stay. The Nurse Consultant can then work with
your doctor to extend the certification of your hospital stay.

66 The HMO Elect Choice Plan

Copayments

Under the HMO Elect Choice Plan, when you visit your PCP your
share of thecost is referred to asa copayment. Y our share of the cost

is $15 and the Plan pays 100% theredfter.

A separate Hospital Emergency Room copay of 535 appliesto each
visit for emergency care to a hospital's emergency room. This copay
will be waived if the person is admitted to the hospital as an inpatient
immediately following a visit to a hospital emergency room.

Lifetime Maximum Benefit

The HM O Elect Choice Plan provides an unlimited Lifetime
Maximum Benefit for you and each covered member of your family.

Your Bi-Weekly Contributions

Y our share of the cost (your contribution) of your benefitsispaid ona
bi-weekly basis. through convenient prerax payroll deductions. Pretax
means that your contributions are withheld before federal (andin most
cases. stateand local) income and FICA taxes are withheld. This
reduces your taxable income and the amount of tax you pay. Asa
result. the impact of your contribution on your take-home pay is
substantially reduced. Please refer to page 16 for the contribution
schedule.
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Routine Physical
Exams

Covered Expenses

Y ou must obtain precertification of home health care to receive the
maximum benefit payable by the Plan.

Home health care expenses are covered if:

e Thechargeismade by a home health care agency.

m Thecareis given under a home health care plan. and
B Thecareisgiven toaperson in hisor her home.
Home health care expenses are charges for:

s Part-timeor intermittent care by an RN.. or by an L.P.N. if an
R.N. isnot available.

s Part-time or intermittent home health aide services for patient care.
m Physical. occupational. and speech therapy.

= Thefollowing expenses are covered to the extent they would have
been covered under this Plan if the person had been confined in a
hospital or convalescent facility:

e medica supplies, drugs. and medicines prescribed by a
physician: and
e labservicesprovided by or for a home health care agency.

s There isa maximum of i20 visitscovered in acalendar year. Each
visit by a nurse or therapist isone visit. Each visit of up to 4 hours
bv a home hedth aide is one visit.

The Plan does nor cover charges made for:

s Services or suppliesthat are not a pan of the home health care
plan.

» Services of a person who usually lives with you or isa member of
your or your spouse's family.

m  Services of asocial worker.
»  Transportation.

The charges made by your Primary Care Physician for aroutine
physical exam given to you. your spouse. or your dependent child are
included as Covered Medical Expenses.
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The charges made by your A routine physical exam isa medical exam given by a phvsician for a
Primary Care Physrcran for  reggon other than to diagnose or treat a suspected or identified injury

a routine physical exam or illness. Included are:

grven {o you your spouse ] ] _ .

or your dependent child m X-raysand |laboratory and other tests given in cousection with the
may be included as exam, and

| Covered Expenses m Materids for the administration of immunizations for infectious
illness and testing for tuberculosis.

To qualify asacovered physical exam, the physician's exam must
include at least:

a A review and written record of the patient's complete medical
history,

m A check of al body systems. and

m A review and discussion of the exam results with the patient or
with the parent or guardian.

For all exams given to your child under age six, Covered Medical
Expenses will include charges for:

e Uptosix examsin the first year of the child's life.

m Upto two exams in the second year of the child's life. and
a Oneexam per year during the next four years of thechild's life.

For all exams given to your child age six and over. Covered Medical
Expenses will not include charges for more than one exam in a period
of 24 consecutive months.

For all exams given to you or your spouse. Covered Medical Expenses
will not include charges for more than one exam in a period of 24
consecutive months.

Not covered are chargesfor:

a Services and supplies furnished by a Non-Preferred Health Care
Provider.

s Services which are covered to any extent under any other part of
this Plan or any other group plan sponsored by American Water
Works,

m Serviceswhich are for diagnosis or treatment of a suspected or
identified injury or illness,

a Examsgiven while the person is confined in a hospital or other
place for medical care.

m  Services not given by a physician or under hisor her direction,
m Medicines. drugs. appliances. equipment, or supplies,

m Psychiatric, psychological, personality, or emotional testing or
exams,

s Exams in any way related to employment,
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m Premarital exams.
m Vision, hearing. or dental exams. or

m A physician's officevisit in connection with immunization or
testing for tuberculosis.

Covered Medical Expensesinclude charges for a complete eye exam.
including refraction that is furnished by a legally qualified
ophthalmologist or optomemst participating in the HMO Elect Choice
network. You do not need a referral from your PCP.

Covered Medical Expenses will not include charges for more than one
eye exam in a period of 24 consecutive months.

Not included ore chargesfor:
m  Any eyeexam to diagnose or treat an illness or injury,
» . Drugs or medicines.

s Any services or supplies which are included as covered expenses
under any other benefit section included in this
Plan or under any other plan of group benefits provided through
American Water Works.

s Any servicesor supplies for which benefits are provided under any
Workers' Compensation law or any other law of simifar purpose,
whether benefits are payable for al or only pan of the charges,

m Any service or supply which does not meet professionally accepted
standards.

m Any service or supply received while the person is not covered,

s Any exams given while the person is confined in a hospital or
other facihty for medical care,

®  Any eye exam required by an employer as acondition of
employment. or that an employer is required to provide under a
labor agreement or that is required by any law of a government, or

m  Any serviceor supply furnished by a Non-Preferred Health Care
Provider.

Covered Medical Expenses include charges for an audiometric exam.
The services must be performed by an HMO Elect Choice network
physician who is certified as an otolaryngologist or otologist, or by an
audiologist who either:

m Islegally qualified in audiology, or

s Holds acertificate of Clinical Competencein Audiology from the
American Speech and Hearing Association in the absence of any

applicable licensing requirements, and
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m  Performsthe exam at the written direction of alegally qualified
otolaryngologist or otologist.

Covered Medical Expenses will not include charges for more than one
hearing exam in aperiod of 24 consecutive months.

Not included are charges for:
m  Any ear or hearing exam to diagnose or treat an illness or imury,

= Drugs or medicines,

m Any hearing care service or supply which is a covered expense in
whole or in part under any other part of this Plan or under any
other plan of group benefits provided through American Water
Works,

m Any hearing care service or supply for which a benefit is provided
under any Workers' Compensation law or any other law of like
purpose, whether benefits are payable for al or only part of the
charges.

Any hearing care service or supply which does not meet
professionally accepted standards.

Any service or supply received while the person is not covered,

m  Any exams given while the person is confined in a hospital or
other facility for medical care,

Any exam required by an employer as a condition of employment,
or that an employer is required to provide under a labor agreement
or that isrequired by any law of a government. or

m  Any service or supply furnished by a Non-Preferred Health Care
Provider.

Covered Medical Espenses include charges incurred for one routine
Pap smear and related |aboratory expenses each calendar year.

Covered Medical Espenses include charges incurred by a female age
35 or over for a routine mammogram as follows:

s One baseline mammogram. if the person isat least age 35 but less
than 40;

m  One mammogram each calendar year. if the person isage40 or
over.

On October 21, 1998. a new federal law, the Women's Health and
Cancer Rights Act. became effective. The law requires group health
plansthat provide coverage for mastectomies to also cover
reconstructive surgery and prostheses following mastectomies. Weare
pleased to inform you that Aetna isalready in compliance with the
law.
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Thelaw mandates that a member receiving benefits for a medically
necessary mastectomy who el ects breast reconsrmction after the
mastectomy, will also receive coverage for:

s Reconstruction of the breast on which the mastectomy has been
performed

e Surgery and reconstruction of the other breast to produce a
symmetrical appearance

o Prostheses

e Treatment of physical complications of all stages of
mastectomy, including lymphedernas.

This coverage will be provided in consultation with the attending
physician and the patient, and will be subject to the same annual
deductibles and coinsurance provisions that apply for the mastectomy.

The charges made by a physician or hospital for a vasectomy or tubal
ligation for voluntary sterilization, even though not incurred in
connection with the diagnosis or treatment of an illness or injury, are
Covered Medical Expenses. Not covered are charges for the reversal
of asterilization procedure.

You may visit your HMO Elect Choice network gynecologist oncea
year for a routine exam. without areferral from your PCP.

Charges for one self-referred exam per calendar year will be paid at
the highest level of benefits. Any subsequent visits or treatment must
be on referra by your Primary Care Physician in order for the highest
level of benefitsto apply to that care. The routine gynecological
exam. including one Pap smear and related laboratory expenses, is
considered Office Care.

Pregnancy expenses must be incurred while the person iscovered
under this Plan. If expenses are incurred after the coverage ceases,
they will be considered for benefitsonly if satisfactory evidenceis
furnished to Aema that the person has been totally disabled since her
coverage termnated.

Any pregnancy benefits payable by previous group health coverage
will besubtracted from health benefits payable for the same expenses
under this Plan.

Coverage for abortionsis limited to those abortions performed because
the life of the mother would be in danger if the fetus were carried to
term and to those abortions which result in medical complications.
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The Medical Plan will cover certain expenses only in the event of
injury. Charges for root canal therapy: routine tooth removal (which
does not involve cutting of the bone); and in-mouth appliances.

crowns, bridgework, dentures, tooth restorations. and any related
fining or adjustment services (whether or not their purpose isto relieve
pain) are covered if they are required as the result of injury to the
mouth, jaw, or teeth.

The Medical Plan does not cover charges to remove. repair. replace,
restore, or reposition teeth which are lost or damaged in the course of
biting or chewing. Charges to repair. replace. or restore fillings,
crowns, dentures, or bridgework are not covered by the Medical Plan.
Non-surgical periodontal treatment is excluded. as are charges for
dental cleaning: in-mouth scaling. planing. or scraping: and
miyofunctional therapy (muscle training therapy to correct or control
harmful habits).

Thefollowing services and supplies furnished for the treatment of the
mouth. jaws, jaw joints, teeth. and supponing tissues (including bones,
muscles. and nerves) are Covered Medical Expenses and not part of
the Dental Plan. For these expenses. "' physician™ includes a dentist;
however. they requirea PCP referral in order to be covered under the
Medical Plan.

®  Surgery needed to treat a Fracture. dislocation. or wound or {0 cut
our teeth partly or completely impacted in the bone of the jaw.
Covered surgery may cut out teeth that will not erupt through the
gum. as well as other teeth that cannot be removed without cutting
into bone.

B Also covered are surgeries that cut out the roots of atooth without
removing the entire tooth. as well as removing cysts. tumors, or
other diseased tissues while cuning into the gums and tissues of the
mouth. Thisisonly covered when not done in connection with the
removal. replacement. or repair of teeth. Covered surgery nay
atso alter the jaw. jaw joints. or bite relationships by a cutting
procedure when appliance therapy alone cannot result in functional
Improvement.

m  Non-surgical treatment of infections or illnesses. Thisdoes not
include those of or related to the teeth.

m  Denta work. surgery. and orthodontic treatment needed to remove,
repair. replace. restore. or reposition natural teeth damaged, lost or
removed. and other body tissues of the mouth fractured or cut due
to imury. The accident causing the injury must occur whilethe
person is covered under the Medical Plan.

Any such teeth must have been free from decay or in good repair
and firmly attached to the jawbone at the time of theinjury.

The treatment must be done in the calendar year of the accident or the
next one.
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If crowns (caps), dentures (fal seteeth). bridgework. or in-mouth
appliances are installed due to such injury, Covered Medical Expenses
include only chargesfor the following:

a the first denture or fixed bridgework to replace lost teeth.
m the first crown needed to repair each damaged tooth. and

m anin-mouth appliance used in the first course of orthodontic
treatrnent after the injury.

Except as provided for injury. the Medical Plan does not cover charges
for in-mouth appliances, crowns. bridgework. dentures. tooth
restorations, or any related fining or adjusunent services. whether or
not the purpose of such servicesor suppliesisto relieve pain. In
addition, the Medical Plan does not cover root canal therapy or routine
tooth removal (not needing cutting of the bone).

The charges made by an R.N. or L.P.N. or a nursing agency for
""skilled nursing services" are included as Covered Medical Expenses.
No other chargesmade by an R N or L.P.N. or a nursing agency are
covered. Asused here. " skilled nursing services™ means these
services:

= Visiting nursing care by an R Nor L.P.N. Visiting nursing care
means a visit of not more than 4 hours for the purpose of
performing specific skilled nursing tasks.

a  Private duty nursing by an R Nor L.P.N. if the person's condition
requires skilled nursing care and visiting nursing careis not
adequate.

Benefits will not be paid dunng a calendar year for private duty
nursing for any shiftsin excess of the Private Duty Nursing Care
Maximum Shifts. Each period of private duty nursing of upto eight
hours will be considered one private duty nursing shift.

Not included as' skilled nursing care” is

s That part or al of any nursing care that does not requirethe
education. training. and technical skills of an R N or L.P.N., such
as transponation. meal preparation. charting of vital signs, and
companionship activities:

m Any private duty nursing care. given while the person is an
inpatient in a hospital or other health care facility;

m Care provided to help a person in the activities of daily life, such as
bathing. feeding. personal grooming, dressing, getting in and out of
abed .chair. or toileting;

m Care provided solely for skilled observation, excluding one period

per day of up to 4 hours for no more than 10 consecutive days
following the occurrence of:
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e achange in patient medication.

» the need for urgent or emergency medical services provided by
aphysician or the

e onset of symptoms indicating the likely need for such services.

e surgery, or
e release from inpatient confinement:
a Any service provided solely to administer oral medicines. except

where applicable law requires that such medicines be administered
by an R.N. or L.P.N.

Charges made for the following inpatient services furnished to a
person for hospice care when given asa pan of a Hospice Care
Program are included as Covered Medical Expenses.

Inpatient Care

Room and board and other services and supplies furnished to a person
while a full-time inpatient for pain control and other acute and chronic

Symptom management.

Not included is any charge for daily room and board in asemi-private
room over the Private Room Limit. Inpatient hospice care islimited to
a total of 90 days for al confinements.

Facility and Physician Expenses

The Plan covers charges made on its own behalf by a
m Hospice facility

s Hospita

» Convalescent facility or

s Physician

Outpatient Care

The Plan covers charges made by a Hospice Care Agency for the

following outpatient services and supplies. if they are precertified up

to a lifetime maximum of $5.000.

s Pan-time or intermittent nursing care by an R.N. or L.P.N. for up
to eight hours in any one day.

m  Medical social services under the direction of a physician. These
include:
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assessment of the person's social. emotional. and medical
needs, and the home and family situation:

identification of the community resources which are avatiable
to the person:.

assisting the person to obtain those resources needed to meet
the person's assessed needs.

Psychoiogical and dietary counseling
Consultation or case management services by a physician.
Physical and occupational therapy.

Pan-time or intermittent home health aide services for up to eight
hoursin any one day. These consist mainly of caring for the
person.

Medical supplies. drugs. and medicines prescribed by a physician.

Charges made by the providers below for Outpatient Care. but only if
the provider is not an associate of a Hospice Care Agency and such
agency retains responsibility for the care of the person:

a A physician for consultant or case management services.

m A physica or occupational therapist
A Home Health Care Agency for:

physical or occupational therapy:

pan-time or intermittent home health aide servicesfor up to
eight hoursn any

one day (theseservices consist mainly of caring for the
person};

medical supplies. drugs, and medicines prescribed by a
physician:

psvchological and dietary counseling.

Not includedare charges made.

For bereavement counseling

For funeral arrangements
For pastoral counseling

For financial or legal counseling. These include estate planning or
the drafting of a will.

For homemaker or caretaker services. These are serviceswhich
are not solely related to care of the person. These include: sitter or
companion services for either the person whoisill or other
members of the family. transportation, housecleaning, and
maintenance of the house.
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m Forrespitecare. Thisiscarefurnished during a period of time
when the person’s family or usual caretaker cannot. or will not.
attend to the person's needs.

The charges made by:
& A physician, or
m A licensed or certified physical. occupational. or speech therapist.

for Short-Term Rehabilitation servicesto treat acute conditions are
Covered Medical Expenses.

Short-term rehabilitation servicesconsist of:
» Physical therapy,

s Occupational therapy, or

s Speech therapy,

furnished to a person who is not confined asan inpatient in a hospital
or other facility for medical care. Thistherapy shall be expected to
result in significant improvement of the person’'s condition within 60
days from the date the therapy begins.

The charges for Shon-Term Rehabilitation services are Covered
Medical Expensesfor no longer than the Short-Term Rehabilitation
Maximum Days for each person during any one calendar year.

Not covered arechargesfor.

m  Services which are covered to any extent under any other pan of
this Plan.

= Any services which are covered expenses in whole or in part under
any other group plan sponsored by an employer.

a  Services recerved while the person is confined in a hospital or
other facility for medical care.

m  Services not performed by a physician or not under hisdirect
supervision.

®»  Services rendered by a physical. occupational, or speech therapist
who resides in the person's home, or who is a pan of the family of
either the person or the person's spouse.

s Services rendered for the treatment of delaysin speech
development. unless resulting from:

m illness,
s injury. or
m congenital defect.

»  Special education including lessons in sign language, to instructa
person whose ability to speak has been lost or impaired to function
without that ability.
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& Any services not provided in accordance with a specific treatment
plan that:

e Details the treatment to be rendered and the frequency and
duration of the treatment.

e Provides for ongoing reviews and is renewed only if therapy 1s
still necessary.

If treatment is received in the emergency room of a hospital whilea
person isnot afull-time inpatient. and the treatment is emergency care.
you pay $35 ($0 if admirtted).

""Emergency care" means the first treatment given in a hospital's
emergency room right after the sudden and. at that time. unexpected
onset of achange in aperson’s physical or mental condition that
requires hospital level care because:

m Thecarecould not safely and adequately have been provided other
than in a hospital. or

» Adequate care was not available elsewhere in the area at the time
and place it was needed. and

= If the hospital level care were not given could. asdetermined by
Aema. reasonably be expected to result in:

e lossof life. limb or
» significant impairment to bodily function or

e permanent dysfunction of a body pan

If treatment is received in the emergency room of a hospital whilea
person is not a full-nme inpatient and the treatment is not emergency
care. no benefits will be paid.

Other covered medical expenses inciude:

a  Charges made by a physician.

w Diagnostic fub work and X-rays.

® X-ray. radium. and radioactive isotope therapy
m  Anesthetics and oxvgen.
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m  Rental of durable medical or surgical equipment. Not included are
charges for more than one item of equipment for the same or
similar purpose.

e "Durable Medical and Surgical Equipment™ is equipment that
is made to withstand prolonged use and to be used mainly in
the treatment of an illness or mjury. it must be suited for use in
the home and not normally of use to personswho do not have
anillness or injury. Such equipment shall not be used in
altering air quality or temperature, or for exercise or training.

m  The purchase, repair. or replacement of durable medical and
surgical equipment and accessories needed to operate it.

& Theinitial purchase of such equipment and accessories iscovered
only if Aemaisshown that long term use is planned and the
equipment cannot be rented, or it islikely to cost lessto buy it than
to rent it.

e Repair or replacement of such purchased equipment and
accessories. Replacement will be covered only if Aemais shown
that irisneeded because of a change in the person's physical
condition. or it islikely to cost less to buy a replacement than to
repair the existing equipment or to rent like equipment.

s Artificial [imbs and eyes.(however eyeglasses. hearing aids,
orthopedic shoes. or other devices to support the feet are not
covered).

m Professional ambulance service to transport a person from the
place where he isinjured or stricken by illness to the first hospital
where treatment is given.

Pre-Existing Conditions

Pre-Existing Conditions do not apply under any Aetna Plan.
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Certification for Hospital Admissions

Inpatient hospital confinements must be precenified to qualify for the
highest level of benefits.

Covered Medical Expenses incurred on any day not cenified during
the confinement will be paid asfollowsif:

m A person becomes confined in a hospital as a full-time inpatient.
and

m It has not been cenified that such confinement (or any day of such
confinement) is necessary. and

m Theconfinement has not been ordered and prescribed by:
e your Primary Care Physician. or

o aPreferred Care Provider upon referral by your Primary Care
Physician.

Hospital Expenses Incurred During the
Confinemen

If certification has been requested and denied for part of the
confinement. no benefits will be paid for the day(s)} not certified.

if certification has nor been regquested and the confinement (or any day
ol SUCh confinementt is nor necessary, no benefits will be paid.

Other Covered Medical Expenses

In the event of an urgent admission. you, the person's physician, or the
hospital must call the precen number on your ID card or Aema
Member Services for certification before the person isconfined asa
full-time inpatient.
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An urgent admission isthe result of an jury caused by an accident.
the diagnosisof an illness. or the onset of, or change in. an illness.

The person's condition does not require emergency medical care. but
is severe enough to require confinement in a hospital within two weeks
of the date the physician determines that confinement is required.

A ""non-urgent admission is one which is not an emergency admission
or an urgent admission.

When a covered person is confined asa full-time inpatient as the result
of an emergency admission, you, the person's physician. or the
hospital must call the precen number on your ID card or Aema
Member Services to request cenification within 48 hours of the start of
the confinement. |f the physician cannot request cenification within
38 hours, the call must be made as soon as reasonably possible. The
38 hour requirement is extended to 72 hours when the confinement
starts on a Friday or Saturday.

An admission is considered to be an emergency when the physician
admits the person to the hospital right after the sudden and. at that
rime. unexpected onset of a change in the person's physical or mental
condition which could be life threatening or result in significant
impairment or permanent dysfunction if the person is not immediately
confined as a full-time hospital inpatient.

If. in your physician's opinion. it is necessary for you to be confined
for a longer time than already cenified. you, the physician. or the
hospital may request that more days be cenified by calling the precert
number on your ID card or Aetna Member Services at (800)292-4366.

.This must bedone no later than on the last day that has already been

certtied.
Wrinen notice of the number of days cenified will be sent promptly to
the hospital. A copy will besent to you and to the physician.

Facility Care, Home Health Care, Hospice
Care, and Skilled Nursing Care

Precertification is required for confinements in a convalescent facility
or hospice facility. and for home health care and outpatient hospice
care. If precertification is not obtained. services will not be covered.

Covered Medical Expenses will be paid as follows if incurred:

While a person is confined in a convalescent facility or a hospice
facility: or
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a Foraservice or asupply for home hedth care. hospice care. or
skilled nursing care when a person is not confined as an inpatient:

and

& |t hasnot been cenified that such confinement or care is necessan:
and

m Theconfinement or care bas not been ordered and prescribed by:
e your Primary Care Physician. or

® aPreferred Care Provider upon referral by your Primary Care
Physician.

If certification has been requested and denied. no benefits will be paid
for Convalescent Facility Expenses or Hospice Care Facility Expenses.

Benefits for all other Convalescent Facility Expenses or Hospice Care
Facility Expenses incurred during the confinement will be paid at the
Payment Percentage.

If certification has not been requested and the confinement (or any day
of such confinement) is not necessary. no benefits will be paid for
Convalescent Facility Expenses or Hospice Care Facility Expenses
incurred for room and board. Asto all other Convalescent Facility

Expenses or Hospice Care Facility Expenses incurred during the
confinement:

®  Expenses, up to the Excluded Amount. will not be deemed to be
Covered Medical Expenses.

s Benefits for al other such expenses will be paid at the Payment
Percentage.

If cenification has not been requested and the confinement (or any day
of such confinement) is necessary. convalescent Facility Expenses or
Hospice Care Faciliny Expenses incurred during the confinement, up to
the Excluded Amount. will not be deemed to be Covered Medical
Expenses. Benefitsfor al other such expensesincurred during the
confinement will be paid at the Payment Percentage. Astoall other
Covered Medical Expenses incurred during the confinement, benefits
will be paid a the Payment Percentage.

If cenification for a service or supply has been requested and denied or
if cenification has not been requested and the service or supply isnot
necessary. no benefits will be paid for the denied or unnecessary
service or supply

If cenification has not been requested for a service or supply and the
service or supply is necessary, benefits for the necessary service or
supply will be paid asfollows:
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s Expenses incurred for the service or supply. up to the Excluded
Amount, wilt not be deemed to be Covered Medical Expenses.

a Benefitsfor al other Covered Medical Expensesincurred for the
service or supply will be paid at the Payment Percentage.

Whether or not a day of confinement or a service or supply has been
certified, no benefit will be paid if the charges for such confinement or
service or supply are excluded by any other terms of this Plan. except
that, to the extent that aday of confinement has been certified. the
exclusion of services and supplies because they are not necessary will

not apply to:
» Convalescent Facilitv Expenses for room and board. or

» Hospice Care Facility Expenses for room and board.

To the extent that such service or supply has been certified for home
health care. hospice care. or skilled nursing care. the exclusion of
services or supplies because they are not necessary will not apply to
such serviceor supply.

If a person’'s physician believes that the person needs more days of
confinement or services or supplies beyond those which have been
already certified you must call to certify more days of confinement or
services and supplies.

Prompt wrinen notice will be provided to you of the days of
confinement and services or supplies which have been certified.

If servicesand supplies for hospice care provided to a person have
been certified and the person later requires confinement in a hospital
for pain control or acute symptom management. any other certification
requirement in this Plan will be waived for an): such day of
confinement in a hospital.

certification for Certain Procedures and
Treatments

Certification of the necessity of certain proceduresand treatments is
required:

»  Beforethe procedure is performed, or

s Before the treatment starts, unless such procedure or treatment has
been ordered and prescribed by:

® Your Primary Care Physician, or
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s A Preferred Care Provider upon referral by vour Pnimary Care
Physician.

When any of the procedures or treatments shown below are to be
performed on an inpatient or outpatient basis. Covered Medical
Expenses incurred in connection with the performance of the
procedure or treatment will be payable as follows:

a |If the procedure or treatment is not necessan. no benefits will be
payable whether or not certification has been requested.

m If certification has been requested and the procedure or treatment is
necessary, benefits will be payahle at the Payment Percentage.

a If certification has not been requested and the procedure or
treatment is necessary. expensesincurred in connection with its
performance, up to the Excluded Amount. will nor be considered to
be Covered Medical Expenses. Benefits for Covered Medical
Expenses in excess of the Excluded Amount will be payableat the
Payment Percentage.

The following procedures or treatments require cenification before
they are performed. regardless of whether done on an inpatient or
outpatient basis.

Allergy immunotherapy
Bunionectomy

Carpal tunnel surgery
Colonoscopy

Coronary angiography

CT scan - spine

Dilation and curettage (D&C)

Q9 9 9

Hemorrhoidectomy

Knee arthroscopy

Laparoscopy (pelvic)

MRJ - knee

MRI - spine

Septorhinoplasty

Tympanostomy tube

a Upper gastrointestinal endoscopy

You. or the provider performing the procedure or treatment, must call
the precert number on your |ID card or Aetna Member Services at
(800) 292-4366 to request certification.

O O 9 O 9 o o @
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If the procedure or treatment is performed due to an Emergency
Condition, the call must be made:

m Beforethe procedure or treatment is performed. or

Not later than 48 hours after the procedure or treatment is
performed, unless the call cannot be made within that time. In that
case, the call must be made as soon as it is reasonably possible. in
the event the procedure or reatment is performed on a Friday or
Saturday, the 48-hour requirement will be extended to 72 hours.

If the procedure or treatment is performed for any condition other than
an Emergency Condition. the call must be made at least 14 days before
the date the procedure is to be performed or the treatment isto start. If
it iIsnot possible to make the call during the specified time. it must be
made assw n asreasonably possible before the date the procedure or
treatment is to be performed.

Written notice of the certification decision will be sent promptly to
you and the provider performing the procedure or treatment. This
decision will be valid for 60 days from the date you receive the notice.
If the procedure or treatment is to be performed after this 60 day
period. certification must again be requested. as described above.

Certification for Hospital and Treatment
Facility Admissionsfor Alcoholism, Drug

Abuse, or Mental Disorders

Covered Medical Expenses for the effective treatment of alcoholism,
drug abuse. mental or nervousdisorders will be paid asfollowsif
incurred:

While a person isconfined in a hospital or treatment facility, and

It has not been cenified that such confinement is necessary, and
®  The confinement has not been ordered and prescribed by:

e your Primary Care Physician. or

e aPreferred Care Provider upon referral by your Primary Care
Physician.
If certification has been requested and denied. or if certification has
not been requested and the confinement (or any day of it) is not
necessary, no benefits will be paid.
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If certification has not been requested and the confinemenr is
necessary, such expenses, up to the Excluded Amount. will not be
considered Covered Medical Expenses.

If certification has been requested and denied. or if certification has
not been requested and the confinement is necessary. such expenses.
up to the Excluded Amount, will not be considered Covered Medical

Expenses.

If certification has not been requested and the confinement is not
necessary, no benefits will be paid.

Whether or not aday of confinement is certified. no benefits will be
payablefor Covered Medical Expensesincurred on any day of
confinement asafull-timeinpatient if excluded by any other terms of
this Plan, except that. if certification has been given for any day of
confinemenr, the exclusions of services and supplies because they are
not necessary will not be applied to hospital and treatment facility
room and board.

"Emergency Care" meansthe first treannent given in a hospital's
emergency room for the sudden and unexpected onset of achangein a
person's physical or mental condition which:

w  Requires hospital level care because the care could not safely and
adequately have been provided other than in a hospital. or

» Adequate care was not available elsewhere in the area at thetime
and place it was needed. and

s |f hospital level care were not given could. as determined by
Aema. reasonably be expected to result in:

» J|ossof lifeor limb. or
e significant impairment to bodily function, or
e permanent dysfunction of a body part.

If the person's physician believes that the person needs more days of
confinement beyond those which have already been certified,
additional days of confinement must be certified. This must be done
no later than on the last day that has already been certified.
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Treatment of Alcoholism, Drug 4buse, or
Mental Disorders

If a person isafull-time inpatient either in a hospital or treatment
facility, then the coverage isas shown below.

Expenses for the following are covered:

m  Treatment of the medical complications of alcoholism or drg
abuse, such as cirrhosis of the liver. delirium tremens. or hepatitis.

m Effective treatment of alcoholism or drug abuse.
m  Treatment of a mental disorder.

m Room and Board. Not covered isany charge for daily room and
board in a private room over the Private Room Limit.

m  Other necessary services and supplies.
Such expenses are covered:

If they are incurred during the first 45 days of al such
confinements during any one calendar year.

For alcoholism and drug abuse. benefits will be paid for only two
courses of treatment during your lifetime.

Benefits will be paid at the Payment percentage.

Expenses incurred for the effective treatment of alcoholism or drug
abuse or the treatment of mental disorders while the person is not
confined as a full-time inpatient in a hospital or treatment facility will
be considered Covered Medical Expenses.

Benefits will be paid at the Payment Percentage. Benefits will not be
pard for more than the Special Outpatient Calendar Year Maximum
Visits in any one calendar year.
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Submitting Claims

You should file your All claims must befiled within two {2} years from the date of the
clain(s) durng the incurred expense. Your claims must be in writing. and you must give
calendar year mwhrch tre  proof of the nature and extent of the expense. You may obtain

service or freatment was Medical Plan Benefits Request forms from your Human Resources
pmvrded. representative.

American Water Works has contracted with Aema to assist in
administering benefits under the HMO Elect Choice Plan, as the
Claims Administrator. Your claimswill be paid as soon as Aema
receives the necessary wnitten proof supporting your claim. In order to
speed claims processing. Aema will pay medical benefits directly to
the provider.

How Y our
Benefits Are Paid

How to kle a Medical Claim

When you use your PCP. you will not have to complete a Medical Plan
Benefits Request form. Your PCP will handle all claim filing for you.

I f vou have " other group™ or Medicare coverage that pays benefits
prior to Amencan Water Works Plan, you will need to provide Aetna
with acopy of the other camer's EOB reflecting the benefits paid
under the other coverage on the expenses being submitted for payment
under the HM O Elect Choice Plan.

Claims should be mailed to:

Aetna
PO. Box 3929
Allentown, PA 18106-9861

If you have any quesuons about the status of your claim, call Aetha
Member Services at (800) 292-4366.
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How The Out-of-Area Comprehensive
Medical Plan Works

The Out-of-Area Comprehensive Medical Plan option has been
designed to protect you against the cost of an illness or injury. The
Plan allows you to use any licensed doctor and hospital you choose.
The Out-of-Area Comprehensive Medical Plan is an insured medical
expense plan and isunderwritten by Aema. The provisions of the Plan
will remain effective only while you are covered under the plan. You
arenot eligiblefor this plan if you live in an area where a managed
care network has been established.

Understanding Your S#iare of Medical
Expenses

American Water Works Medical Plans have been carefully designed to
provide quality coverage and the most value from each dollar spent by
you and the Company. It isimportant that you understand how we
share the costs of these valuable benefits.

Deductibles All deductibles are calculated on an annual basis, and must be met

every year. ThereisaCalendar Year Deductible that appliesto each
_ person. An expense incurred in the last three montiis of a calendar

A °ed“‘:’;b’f s tt:e o mount year which is applied against a person's Calendar Y ear Deductible will

you pay before te Fan reduce his or her Calendar Year Deductible for the next year.

begrns to pay lor covered L. .

expenses. Plan Prescrl_ptlon Drug _copaymentS(_jo not count toward meeting the annual
deductibles. Applicable deductibles are shown on the Plan

deductibles are shown on .
the Plan Companson Comparison Chart on pages 13-14.

Chart on pages 13-14

Family This is the limit of Covered Medical Expenses that must be paid by

Deductible Limit persons in your family before the Plan beginsto pay benefits. These
expenses must first be applied against the separate Calendar Y ear
Deductibles, and when such expenses exceed the Family Deductible
Limit, the Plan then pays benefits at 80 percent of the remaining
covered expenses.
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Coinsurance

After you meet the annual
applicable deductible. you
and the Company share
the remaining expenses
through coinsurance

Out-Of-Pocket
Limit

There 1s a timit lo the
share of medical expenses
you have to pay durning
each calendar year This
expense amount is known
as the out-of-pocket it

Lifetime
Maximum
Benefit

Your Bi-Weekly
Contributions

American Water Works
pays the mayarity of your
medical and denta!
benefiis costs

DATA REQUEST 1 #21
NON-UNION
Page 95 of 229

Under the Out-of-Area Comprehensive Medical Plan. the company
pays 80% of the reasonable and customary cost for covered expenses.
and you are responsible for the remaining 20% of covered expenses.
up to the annual out-of-pocket expense limit.

The deductible does not count toward the out-of-pocket limit. If you
reach your out-of-pocket limit within a calendar year. your covered
expenses will be paid at 100% for the remainder of that year and the
next calendar year. If you do not reach your out-of-pocket limit, you
must start accumulating expenses over again. beginning at S0 each
January. However. mental health and chemical dependency charges
and precenitication penalties cannot be applied to your out-of-pocket
limit.

The Plan provides an unlimited Lifetime Maximum Benefit for you
and each covered member of your family.

Y our share of the cost (your contribution) of your benefitsis paid ona
bi-weekly basis. through convenient prerax payroll deductions. Prerax
means that your contributions are withheld before federal (and in most
cases. state and local) income and FICA taxes are withheld. This
reduces your taxable income and the amount of tax you pay. Asa
result. the impact of your contribution on your take-home pay is
substantially reduced. Please refer to page 16 for the conmbution
schedule.
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What Procedures
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Preeertified
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Precertification

Precenification is an important feature of the Out-of-Area
Comprehensive Medical Plan.

In order to receive the highest level of benefits available. you must
contact Aetna at (800)333-4432 or Member Services to precertify any
hospital admissions and certain outpatient surgical procedures.
treatments. and tests. The purpose of this process is to review the
medical necessity of a procedure and to approve a reasonable length of

stay.

Precenification is required for:
o All hospital admissions.

inpatient treatment for substance abuse and mental disorders.
e Cenain outpatient surgeries. treatments. and tests. These include:

e Allergy irnmunotherapy

e Bunionectomy

e Carpal tunnel surgery

e Colonoscopy

s Coronary angiography

e CT scan - spine

Dilation and curettage {D&C)

e Hemorrthomdectomy

e Kneearthroscopy

e Laparoscopy (pelvic)

e MRI - knee

e MRI - spine

e Septorhinoplasty

e Tympanostomy tube

e Upper gastrointestinal endoscopy
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Certification for
Hospital
Admissions

Inpatient hospital
confinements must be
precertified to qualify for
the highest level of
benefits paid bythe Pian
If precertification 1s no!
obtained benefits will be
reduced

When to Request
Precertification
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Hospital Expenses Ineurred During the Confinement

I f certification has been requested and denied. no benefits will be paid
for Hospital Expenses incurred for room and board. Benefits for al
other Hospital Expenses will be paid at the Payment Percentage.

If certification has not been requested and the confinement (orany day
of such confinement) is not necessary. no benefits will be paid for
Hospital Expenses incurred for room and board.

Other Hospital Expenses

Expenses. up to the Excluded Amount. will not be considered to be
Covered Medical Expenses. Benefits for such expenses in excess of
the Excluded Amount will be paid a the Payment Percentage.

If certification has not been requested and the confinement (or any day
of such confinement) is necessary. Hospital Expenses. up to the
Excluded Amount. will not be considered to be Covered Medical
Expenses. Benefits for all other Hospital Expenses will be payable at
the Payment Percentage

Whether or not aday of confinement iscertified. no benefit will be
paid for expensesincurred on any day of confinement as afull-time
inpatient if excluded by any other terms of this Plan. except that. if
certification has been given for aday of confinement, the exclusion of
services and supplies because they are not necessary will not be
applied to expenses for hospital room and board.

If the admission is a non-urgent admission. you or your doctor must
get the days certified by calling (800) 333-4432 or Aema Member
Services at least 14 days before the date the person is scheduled to be
confined asa full-time inpatient. if the admission isan emergency or
an urgent admission. you. the person's physician, or the hospital must
get the days certified. This must be done:

s Beforethe start of aconfinement as a full-time inpatient which
requires an urgent admission. or

= Not later than 48 hours following the start of a confinement asa
full-time inpatient which requires an emergency admission, unless
it isnot possible for the physician to request certification within
that time. In that case, 1t must be done as soon as reasonably
possible. In the event the confinement starts on a Friday or
Sarurday, the 48 hour requirement will be extended to 72 hours.

A "non-urgent admission™ is one which is not an emergency admission
or an urgent admission.
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How {0 Request
Precertification

To request precertification

of an admission or
procedure. just call {800)

333-4432 or Aelna

Member Services. tofl-free.

al (800) 292-4366.

TherelsA
Penalty If You
Don't Precertify
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If. in the opinion of the person’'s physician. it isnecessary for the
person to be confined for a longer time than already certified. you. the
physician, or the hospital may request that more days be certified by
calling the number shown on your ID card. This must be done no later
than on the last day that hasalready been certified.

Written notice of the number of days cenified will be sent promptly to
the hospital. A copy will be sent to you and to the physician.

When you call, you will speak to a Nurse Consultant who will ask you:
= Your name and Social Security number.

m Therelationship of the patient to you.

s What type of surgical procedure or test you need.

= Thenameand telephone number of your doctor. and

= When the procedure is schedul ed.

The Nurse Consultant will review the medical necessity of the
proposed inpatient admission. the proposed surgical procedures and
treatments. or the proposed inpatient treatment for substance abuse and
mental disorders. Heor she will compare information about your case
with generally accepted medical standards.

If. in accordance with such standards. the proposed inpatient
admission or treatment is medically necessary. it will be certified by
the Nurse Consultant. On the other hand. if other treatment ismore
appropriate. alternative treatment settings may be suggested.

If you do not call Aetna Member Services to precertify a hospital
admission or any of the procedures or tests listed. you will be
responsible for a separate 5150 penalty charge. in addition to your
deductible. before benefits are paid for covered services. This penalty
charge will 1ot be applied toward your deductible or your out-of -
pocket limit.

If certification has been requested and denied, no benefits will be paid

for Hospital Expenses incurred for room and board. Benefitsfor all
other Hospital Expenseswill be paid at the Payment Percentage.

If certification has not been requested and the confinement (or any day
of such confinement) is not necessary. no benefitswill be paid for
Hospital Expenses incurred for room and board.
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Ve T te If your hospital stay islonger than the approved penod. vou or your
Stay’lsLongeral  doctor must call (800) 333-4432 or Aema Member Services as soon as
Than you are aware of the need to extend your length of stay. The Nurse

Expected Consultant can then work with your doctor to extend the certification
of your hospital stay.

Expenses Covered by the Plan

Hospital Care Charges made by a hospital for providing room and board and other
hospital servicesand supplies to a person who is confined asa full-
time inpatient are covered by the Plan. Not included isany charge for

inpatient admissions must  daily room and board in a private room over the Private Room Limit.

be precertified  qualify
tor the maximum benefit
payable by the Plan

Charges made by a hospital for hospital servicesand suppliesgiven to
a person who isan outpatient are also covered by the Plan.

If an individual is confined asan inpatient in a hospital for non-

Weekend . ; ,

Hospital emergency treatment and the confinement begins on a Friday,

p_ ) Saturday, or Sunday, charges made for room and board by the hospital

Admissions for the following day of the confinement will be reduced by 50%. As
used here. *‘non-emergency™ means the treatment can be postponed
without undue risk to the patient. The following will not be included
as Covered Medical Expenses.

Thefirst Friday. Saturday, and Sunday of the confinement if it
begins on a Friday.

& Thefirst Saturday and Sunday of the confinement if it beginson a
Saturday.

s Thefirst Sunday of the confinement if it beginson a Sunday.
However, this limitation will not apply:

m Tothefirst Sunday of any confinement that begins on a Friday,
Saturday, or Sunday, unless the next following Monday isalegal
holiday.

If asurgical procedure is performed on the day of or the day
following the beginning of the confinement.
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Convalescent
Facility Care

Convalescent facility
coverageis limited t¢ 120
days per calendar year.

Home Health
Care
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Charges made by a convalescent facility for the following services and
supplies are covered if furnished to a person confined to conval esce
froman illness or injury. The confinement must start during a

" Convalescent Period."

w Room and Board. Thisincludes chargesfor services. such as
genera nursing care. made in connection with room occupancy.
Not included isany charge for daily room and board in a private
room over the Private Room Limit.

m Useof specia treatment rooms

s X-ray and lab work

m Physical, occupational. or speech therapy
®  Oxygen and other gas therapy

s Other medical services usually given by aconvalescent facility
Thisdoes not include private or special nursing. or physicians
services.

»  Medical supplies

Benefits will be paid for up to the maximum number of days during
any one Convalescent Period. Thisstarts on thefirst day apersonis
confined in a convaescent facility if he or she:

s Wasconfined in a hospital for at |least three days in arow, while
covered under this Plan for treatment of an illness or injury,

= |sconfined in the facility within 14 days after discharge from the
hospital, and

» [sconfined in the facility for services needed to convalesce from
the condition that caused the hospital stay. These include skilled
nursing and physical restorative services.

It ends when the person has not been confined in a hospital,
convalescent facility, or other place giving nursing carefor 90 days in
arow.

The Plan does not cover charges made or rrearment of:
»  Drug addiction.

#  Chronic brain syndrome

= Alcoholism

®  Senility

a  Mental retardation

»  Any other mental disorder

Home health care expenses are covered if:
s Thechargeis made by a home health care agency, and
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Home healfh care visits
are /imited to 120 17 a
calendar year. Each visit
by a nurse or therapist 1s
one visit. Each vrsit of up
to four hours by a home
health aide is one wvisit.

Pre-Operative
Testing
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m Thecareisgiven under a home health care plan. and
® Thecareisgiventoaperson in hisor her home.
Home health care expensesare chargesfor:

® Part-time or ntermittent care by an RN.. or by an L.P.N. if an
R.N. isnot available.

s Part-time or interminent home health aide services for patient care.

m Physical, occupational. and speech therapy.

The following expenses are covered to the extent they would have
been covered under this Plan if the person had been confined in a
hospital or convalescent facility:

m  Medica supplies. drugs. and medicines prescribed by a physician.
and

s Lab services provided by or for ahome health care agency

The Plan does nor cover home health care charges made for

m Services or suppliesthat are not apart of the home health care
plan.

» Services of a person who usually liveswith you or isa member of
your spouse's family.
s Services of asocial worker

m Transportation

Charges made by a hospital. surgery center. licensed diagnostic lab
facility, or physician. on its own behalf. to test a person while an
outpatient before scheduled surgery are covered if

a Thetestsare related to the scheduled surgery.

m Thetestsare done within the seven days prior to the schedul ed
surgery.
m The person undergoes the scheduled surgery in a hospital or

Surgery center: this does not apply if the tests show that surgery
should not be done because of his/her physical condition,

m Thecharge for the surgery isa Covered Medical Expense under
this Plan.

m Thetests are done while the person isnot confined as an inpatient
in a hospital.

m Thecharges for the tests would have been covered if the person
were confined as an inpatient in a hospital.

m Thetest results appear in the person's medical record kept by the
hospital or surgery center where the surgery is to be done, and

® Thetestsare not repeated in or by the hospital or surgery center
where the surgery is done.
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Birthing Center
Care

Hospice Care

The Pian covers Hospice

, Care for an indvidual who
15 dragnosedas faving ox
months or less to hive
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If the person cancels the scheduled surgery. benefits are paid at the
payment percentage that would have applied in the absence of this
benefit. They are paid as any other expense. 80%¢ after the deductible.

This Plan pays for charges made:

By abirthing center. Included are charges made. on itso m
behalf, for services and supplies furnished for:

e prenata care,

e delivery of achild or children. and
s postpartum care rendered within 24 hours afier the delivery.

By an operating physician. Included are charges for the services
shown below. Theservices must have been received in connection
with the above services and supplies furnished by the birthing
center:

« performing an obstetrical procedure.
e related pre- and postoperative care. and
e administering an anesthetic.
Charges by any other physician for the administering of an
anesthetic. This does not include a local anesthetic.
No benefit is paid for chargesincurred:
For the services of a physician who renders technical assistance to
the operating phvsician.

In connection with apregnancy for which pregnancy related
expenses are not included as a Covered Medical Expense.

Charges made for services furnished to a person for Hospice Care
when given as a pan of a Hospice Care Program are included as
Covered Medical Expenses when made on its own behalf by a

m Hospice facility
m Hogspita
m  Convalescent facility

The charges must be for room. board. and other services and supplies
furnished to a person while a full-time inpatient for pain control or
other acute and chronic symptom management. Any charge for daily
room and board in a Private Room which exceeds the Private Room
Limit isnot included. The charge for any day of confinement in
excess of the Maximum Number of Days (90day lifetime maximum)
for al confinements for Hospice Care isalso excluded.

In addition. the charges must be:
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m For servicesand supplies furnished to a person while not confined
as afull-time inpatient.

a Pan-time or intermittent nursing care by an R.N. or L.P.N. for up
to eight hours in any one day.

s Medical socia services under the direction of a physician. These
include:

assessment of the person's social. emotional. and medical
needs and the home and family situation.

identification of the community resources which are available
to the person.

assisting the person to obtain those resources needed to meet
the person's assessed needs.

psychological and dietary counseling.
consultation or case management services by a physician.
physical and occupationa therapy.

pan-time or intermittent home health aide services for up to
eight hours in any one day. These consist mainly of caring for
the person.

medical supplies. drugs. and medicines prescribed by a
physician.

m Charges made by the providers below. but only if the provider is
not an associate of a Hospice Care Agency and such agency retains
responsibility for the care of the person:

aphysician for consultant or case management services
aphysical or occupational therapist
a Home Health Care Agency for:

- physical or eccupationai therapy.

- part-time or intermittent home health aide services for up
to eight hoursin any one day (consisting mainly of caring
for the person).

- medical supplies, drugs, and medicines prescribed by a
physician.
- psychological and dietary counseling.

s Outpatient hospice care is subject to alifetime maximum of
55.000.

Not included are charges made:

s For bereavement counseling

n  For funeral arrangements
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a For pastora counseling

For financia or legal counseling. These include estate ptanning or
the drafting of a will.

w For homemaker or caretaker services. Theseare services which
are not solely related to care of the person. These include: sitter or
companion services for either the person who isill or other
members of the family, transportation. housecleaning. and
maintenance of the house.

m For respite care. Thisis care furnished during a period of time

when the person's family or usual caretaker cannot. or will not,
attend to the person's needs.

Mouth, Jaws, and  Thefollowing services and supplies furnished for the treatment of the
mouth. jaws. jaw joints. teeth, and supporting tissues (including bones.

Teeth muscles, and nerves) are Covered Medical Expenses and not part of
the Dental Plan. For these expenses. "' physician™ includes a dentist.
The Medical Plan covers = Surgery needed to treat a fracture, dislocation. or wound or to cut
certain freatments of the out teeth partly or completely impacted in the bone of the jaw.
mouth. jaws. and teeth Covered surgerv may cut out teeth that will not erupt through the
only in the event of injury gum, as well as other teeth that cannot be removed without cutting

Treatment must be of Gr ; b
related lo. the teeth Into bone.

mouth. jaws. jaw jomts. o g Also covered are surgeries that cut out the roots of a tooth without

i::ifg:ggn?ssunizs{::free:e removing the entire tooth, as well as removing cysts. tumors, or
and nerves) ' other diseased tissues while cutting into the gums and tissues of the

mouth. Thisisonly covered when not done in connection with the

removal. replacement. or repair of teeth. Covered surgery may
also ater thejaw. jaw joints. or bite relationships by acutting
procedure when appliance therapy alone cannot result in functional
improvement.

m Non-surgical treatment of infections or diseases. This does not
include those of or related to the teeth.

m Denta work. surgery, and orthodontic treatment needed to remove,
repair, replace, restore, or reposition natural teeth damaged, lost, or
removed.-and other body tissues of the mouth fractured or cut due
to injury. The accident causing the injury must occur while the
person 1s covered under the Medical Plan.

Any such teeth must have been free from decay or in good repair and
firmly attached to the jaw bone at the time of the injury.

The treatment must be done in the calendar year of the accident or the
next one.

If crowns (caps). dentures (fal se teeth), bridgework, or in-mouth
appliances are installed due to such injury, Covered Medical Expenses
include only charges for the following:

o thefirst denture or fixed bridgework to replace lost teeth,
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o thefirst crown needed to repair each damaged tooth. and

e anin-mouth appliance used in the first course of orthodontic
treatment after the injury.

The Medical Plan will cover certain expenses only in the event of
injury. Charges for root canal therapy: routine tooth removal (which
does not involve cutting of the bone): and in-mouth appliances.

crowns, bridgework, dentures. tooth restorations. and any related
fining or adjustment services (whether or not their purpose isto relieve
pain) are covered if they are required as the result of injury to the
mouth, jaw, or teeth.

The Medical Plan does not cover charges to remove. repair. replace.
restore, or reposition teeth which are lost or damaged in the course of
biting or chewing. Chargesto repair, replace. or restore fillings.
crowns, dentures, or bridgework are not covered by the Medical Plan.
Non-surgical periodontal treatment is excluded. as are chargesfor
dental cleaning; in-mouth scaling. planing. or scraping: and
myofunctional therapy (muscletraining therapy to correct or control
harmful habits).

Other Covered Other covered medical expensesinclude:
Medical Expenses w Servicesof a physician.

m Charges made by an R.N. or L.P.N. or a nursing agency for skilled
nursing care.

e Asused here. " skilled nursing care” means these services:

e visiting nursing care by an R.N. or L.P.N. Visiting nursing
care means a visit of not more than four hours for the purpose.

e privateduty nursing by an R.N. or L.P.N. if the person's
condition requires skilled nursing services and visiting nursing
care is not adequate.

Not includedas " skilled nursing care - is:

e that pan or all of any nursing care that does not require the
education. training. and technical skills of an R.N. or L.P.N.,
such as transportation. meal preparation, charting of vital signs,
and companionship activities,

e any private duty nursing care. given while the person isan
inpatient in @ hospital or other health care facility;

e care provided to help a person in the activities of daily life,
such as bathing, feeding, personal grooming, dressing, getting
in and out of a bed, chair, or toileting; or

e care provided solely for skilled observation, other than for a
period of up to 4 hours per day for no more than 10
consecutive days following the occurrence of:
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- changein patient medication.

- need for treatment of an emergency condition by a
physician. or the onset of symptoms indicating the likely
need for such treatment,

- surgery. or
- release from inpatient confinement: or

e any service provided solely to administer oral medicines.
except where applicable law requires that such medicines be
administered by an R.N. or L.P.N.

Drugs and medicines which by law need a physician's prescription
and are dispensed by a non-preferred pharmacy.

Diagnostic lab work and X-rays.

X-ray. radium, and radioactive isotope therapy.
Anesthetics and oxygen

Rental of durable medical or surgical equipment.

The purchase. repair. or replacement of durable medical and
surgical equipment. and accessories needed to operate it. The
initial purchase of such equipment and accessories is covered only
if Aetna isshown that:

e long term use is planned, and

¢ theequipment cannot be rented. ot

o itislikely to cost lessto buy it than to rent it
Replacement will be covered only if Aetnais shown that:

= it isneeded because of a changein the person's physical
condition. or

e itislikely to cost less to buy areplacement than to repairthe
existing equipment or to rent like equipment.

Not included are charges for more than one item of equipment for
the same or similar purpose.

"Durable Medical and Surgical Equipment' isequipment that is:

s« made to withstand prolonged use,

e made for and mainly used in the treatment of a disease or
injury.

* gsuited for use in the home,

e not normally of use to personswho do not have a disease or
injury.
e not for use in altering air quality or temperature, and

e not for exercise or training.
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= Artificial limbsand eyes (not including eye exams. eveglasses.
orthopedic shoes, or other devicesto support the feet).

m Professiona ambulance or railroad service within the United States
and Canada to transport a person from the place where he is
injured or stricken by an illness to the first hospital or sanitarium
where treatment is given.

m  Therapeutic injections of joints and tendons.
m  Casts, splints, trusses, braces. crutches, and surgical dressings.

Pre-Existing Conditions

Pre-Existing Conditions do not apply under any Aetna Plan.

Confinement for Treatment of Alcoholism or
Drug Abuse

Certain expenses for alcoholism or drug abuse treatment (coverage for
associate and dependents) are Covered Medical Expenses, if the
associate isafull-time inpatient in either a hospital or a treatment

facility.
Hospital Expenses for the following are covered:
Confinement » Treatment of the medical complications of alcoholism or drug

abuse. such ascirrhosisof the liver, delirium tremens, or hepatitis.

®» FEffective treatment of acoholism or drug abuse. Thisiscovered
only if thereis not a separate treatment facility section.

Treatment Certain expenses for the effective treatment of alcoholism or drug

Facilitv abuse are covered. They are covered if they are incurred in thefirst 45

Confi n~em ent days of full-time confinement in a calendar year. The expenses
covered are those for:
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» Roomand Board. Not covered isany charge for daily room and
board in a private room over the Private Room Limit.

a  Other necessary service and supplies.

This 45 days will be reduced by any days of hospital confinement for
effective treatment of alcoholism or drug abuse that are covered above

in the same calendar year. In addition. a separate Lifetime Maximum
benefit of 90 days appliesfor effective treatment of alcoholism or drug
abuse.

Expensesfor the treatment of a mental disorder are Covered Medical
Expenses to the extent shown below.

m If apersonisafull-time inpatient in a hospital. these expenses are
covered in the same way as those for any other disease.

» If apersonisnot afull-time inpatient in a hospital. treatment for
mental disorders for outpatient care will be paid & 100% of the
first $500.00 thereafter 50%. after you have reached the Medical
Plan deductible.

Submitting Claims

All ¢claims must be filed within two years from the date of the incurred
expense. Your claims must be in writing. and you must give proof of
the nature and extent of the expense. Y ou may obtain Medical Plan
Benefits Request forms from your Human Resources representative.
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How Your Benefits Are Paid

The Out-of-Area Comprehensive Medical Plan is an insured plan
underwritten by Aema.

Aetna paysyour claimsassoon asit receivesthe necessary written
proof supporting your claim. In order to speed claims processing.
Aetna will pay medical benefits directly to the provider unless you
specify that you want the benefits paid to you. If you are a minor or
otherwise legally unable to give avalid release. Aetna may make
payment to any of your relatives whom it determines to be fairly
entitled to the payment.

Howto Filea Medical Clain

Fast processing of your claim depends on complete. accurate
information on your Benefits Request form. When filing a claim under
the Out-of-Area Comprehensive Medical Plan. please remember to:

m  Complete al applicable sections of your claim form. Any
unanswered questions wiil cause delay in processing your claim;

a  Besureto include your Social Security number on al claims.
including claims for your dependent(s). Also be sureto sign the
form: and

s Attach the itemized hill to the form. An itemized bill must include
the following information:

e the patient's full name.

» the patient's relationship to you.

* the date service was provided.

s the name of the health care professional providing service,
e the provider’s taxpayer identification number.

e therype of serviceprovided,

e the nature of the illness or injury. and

e the charges for the service or treatment (multipleexpenses
should be itemized).

It any of thisinformation is missing. write it on the bill yourself and
sign your name. Y our health care provider should complete the
provider/supplier section of the Benefits Request form if he or she has
not given you an itemized statement.

If you have " other group™ or Medicare coverage that pays benefits
prior to American Water Works Plan. you will need to provide Aetna
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with a copy of the other carrier’s Explanation of Benefits reflecting the
benefits paid under the other coverage on the expenses being
submitted for payment under the Out-of-Ares Comprehensive Medical
Plan.

Once you have completed the Medical Plan Benefits Request form and
attached the itemized hills. send everything to:

Aetna
P.O. Box 3929
Allentown. PA 18106-9861

[fyou have any questions about the starus of your claim. call Aetna
Member Services at (800) 292-4366.
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General Exclusions Under All Aetna Plans

Coverage isnot provided for the following charges:

m Thosefor services and supplies not necessary. as determined by
Aetna, for the diagnosis. care. or treatment of the illnessor injury
involved. Thisapplieseven if they are prescribed. recommended.
or approved by the person's attending physician or dentist.

s Those for care. treatment. services. or supplies that are not
prescribed, recommended, and approved by the person's attending
physician or dentist.

a Thosefor, or in connection with. services or supplies that are, as
determined by Aetna. considered to be experimental or
investigational. A drug. device, procedure. or treatment will be
determined to be experimental or investigational:

o if thereare insufficient outcomes data available from controlled
clinical trials published in the peer reviewed literature to
substantiate its safety and effectiveness for the illness or injury
involved; or

o if required by the FDA, approva has not been granted for
marketing: or

* jf arecognized national medical or dental society or regulatory
agency hasdetermined. in writing. that it is experimental,
investigational. or for research purposes. or

« if the written protocol or protocols used by the treating facility
or the protocol or protocols of any other facility studying
substantially the same drug. device. procedure, or treatment or
the written informed consent used by the treating facility
studying the same drug, device. procedure, or treatment states
that it is experimental . investigational. or for research
purposes.

However. this exclusion will not apply with respect to services or
supplies (other than drugs) received in connection with an illness,
if Aetna determines that:

e theillness can be expected to cause death within one year, in
the absence of effective treatment: and

e thecareor treatment iseffective for that illness or shows
promise of being effective for that illness as demonstrated by
scientific data. In making this determination Aetna will take
into account the results of a review by a panel of independent
medical professionals. They will be selected by Aetna. This
panel will include professionalswho treat the type of illness
involved.
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Also, this exclusion will not apply with respect to drugs that:

¢ have been granted approval asan investigational new drug with
treatment status or

e have been granted approval as an investigational new drug with
cancer treatment status

if Aemadetermines that available scientific evidence demonstrates
that the drug is effective or shows promise of being effective for
theillness,

m Those for or related to services. treatment. education. testing. or
training related to learning disabilities or developmental delays.

m Thosefor care furnished mainly to provide asurrounding free from
exposure that can worsen the person's illness or injury.

®  Thosefor, or related to, the following types of treatment:
¢ prima therapy
e rolfing
e psychodrama
e megavitamin therapy
e bioenergetic therapy
e vision perception training
e carbon dioxide therapy

m Those for treatment of covered health care providers who
specialize in the mental health care field and who receive treatment
asa part of their training in that field.

a Those for services of aresident physician or intern rendered in that
capacity.

m Those to the extent they are not reasonable charges, as determined
by Aemna.

m Thosethat are made only because there is health coverage.

s Thosethat a covered person is not legally obliged to pay.
Those. as determined by Aetna. to be for custodial care.

m Thosefor services and supplies:

o furnished. paid for. or for which benefitsare provided or
required by reason of the past or present service of any person
in the armed forces of a government.

e furnished. paid for. or for which benefits are provided or
required under any law of agovernment. (Thisdoes not
include a plan established by a government for its own
associates or their dependents or Medicaid.)
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m Thosefor or related to any eye surgery mainly to correct refractive

errors.

Those for education, specia education. or job training. whether or
not given in afacility that also provides medical or psychiatric
treatment.

Those for plastic surgery. reconstructive surgery. cosmetic surgery.
or other services and supplies that improve. alter. or enhance
appearance, whether or not for psychological or emotional reasons.
except to the extent needed to:

e improve the function of a pan of the body that is not a tooth or
structure that supports the teeth, or

e ismaformed asaresult of:

= asevere birth defect (thisincludes harelip or webbed
fingersor toes), or

- adirect result of surgery performed to treat an illnessor
injury; or
e repair aninjury that occurs while the person is covered under
this Plan.

Surgery must be performed in the calendar year of the accident that
causes the injury or in the next calendar year.

Those that are for therapy or for supplies or for counseling fot
sexua dysfunctions or inadequacies that do not have a
physiological or organic basis.

Those for or related to sex change surgery or to any treatment of
eender identity disorders.

Those for or related to artificial insemination. in vitro fertilization,
or embryo transfer procedures.

Those for the reversal of a sterilization procedure.

Those for routine physical exams, routine vision exams, routine
hearing exams, routine dental exams, immunizations, or other
preventive services and supplies.

Those for or in connection with mamage, family, child, career,
social adjustment. pastoral, or financial counseling.

Those for acupuncture therapy. Not excluded is acupuncture when

itis:

e performed by a physician. and

* asaform of anesthesia in connection with surgery that is
covered under this Plan.

Those for or in connection with speech therapy. This exclusion
does not apply to charges for speech therapy that is expected to
restore speech to a person who has lost existing speech function
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(the ability to express thoughts. speak words. and form sentences)
as theresult of an illness or injury.

Any exclusion above will not apply to the extent that:

m  Coverageisspecifically provided by name in this Summary Plan
Description booklet. or

a Coverage of the charges isrequired under any law that applies to
the coverage.

These excluded charges will not be used when cal culating benefits.

The law of thejurisdiction where a person lives when aclaim occurs
may prohibit some benefits. If so. they will not be paid.

Any charge for a serviceor supply furnished by a Preferred Care
Provider in excess of such provider's Negotiated Charge for that
service or supply will not be a covered expense under the Plan of
benefits. This rule will not apply to any service or supply for which a
benefit is provided under Medicare before the benefits of the group
contract are paid. (7his paragraph is not applicabie to the Out-of-
Area Comprehensive Medical Plan. )

Coordination of Your Benefits
With Other Plans, Not Inciuding Medicare

Today. in many situations. both husbands and wives work. Therefore,
it iscommon for individual members of afamily to be eligible for
benefits under more than one group medical or dental plan. in such
situations the benefits of the various plans are ' coordinated™ to
determine how covered expense will be paid by vour American Water
Works Plan and the other plans. Thismay mean a reduction in
benefits under this Plan. The combined benefits will not be more than
the expenses recognized under these American Water Works Plans.

" Other plans" means:

®m  Any group medical or dental plan for which an employer paysall
or pan of the costs or makes payroll deductions.

& Anv plan that you purchase through a group such as AARP, or

s Any government program, coverage required or provided by any
law. or vehicle insurance (uninsurediunderinsured motorist and
casualtv/liability).

In a calendar year. your American Water Works Plan will pay:
= Itsregular benefits in full, or
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A reduced amount of benefits calculated as follows:

100% of ** Allowable Expenses' incurred by the person for whose
claim is made. less the benefits payable by the™ other plans.”
(Some plans may provide benefits in the form of services rather
than cash payments. If thisis the case. the cash value will be
used.)

" Allowable Expenses” means any necessary and reasonable health
expense, pan or al of which is covered under any of the plans
covering the person for whom the claim is made. Not included is any
expense in General Exclusions.

The difference between the cost of a private hospital room and the
semi-private rate isnot considered an Allowable Expense under the
above definition, unless the patient's stay in a private hospital room is
medically necessary. either in terms of generally accepted medical
practice or as specifically defined in this Plan.

When benefits under the primary plan (the plan that pays its benefits
first) are reduced because a covered person does not comply with the
Plan provisiens, the amount of the reduction will not be considered an
Allowable Expense.

Examples of such provisions include those related to penalties
resulting from the failure to comply with cost management provisions
of the Plan.

When other coverage exists in addition to your American Water
Works coverage, the following rules will be used to determine which
medical or dental plan is primary and paysfirst, and which medical or
dental plan issecondary and pays second:

m A plan with no rules for coordination with other benefits will pay
its benefits before a plan which contains such rules.

m A planthat covers a person as an associate pays before the plan
that covers the person as a dependent. However, there may be
situations where the person isa Medicare beneficiary and has a
working spouse. In such a situation.

e Thespouse's plan which covers the person as a dependent pays
firgt,

e Medicare pays second, and
e The plan covering the person as an associate pays third.

m Except in the case of adependent child whose parents are divorced
or separated. the plan which covers the person as a dependent of a
person whose birthday comes first in a calendar year will be
primary to the plan which covers the person asa dependent of a
person whose birthday comes later in that calendar year. If both
parents have the same birthday. the benefits of a plan which
covered one parent longer are determined before those of a plan
which covered the other parent for a shorter period of time.
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m If the other plan does not have therule described in the above
provision and, asa result, the plans do not agree on the order of
benefits, the rule in the other plan will determine the order of
benefits.

m Inthe case of adependent child whose parents are divorced or
separated:

e If thereisacourt decree which states that the parents shall
sharejoint custody of a dependent child. without stating that
one of the parents isresponsible for the health care expenses of
the child, the order of benefit determination rules specified in
the above provision will apply.

» |f thereisa court decree which makes one parent financially
responsible for the medical. dental. or other health care
expenses of such child. the benefits of a plan which coversthe
child as a dependent of such parent will be determined before
the benefits of any other plan which covers the child asa
dependent child.

e |f thereisnot such acourt decree:

If the parent with custody of the child has not remarried, the
benefits of a plan which covers the child as a dependent of the
parent with custody of the child will be determined before the
benefits of a plan which covers the child as a dependent of the
parent without custody.

If the parent with custody of the child has remarried, the
benefits of a plan which covers the child as a dependent of the
parent with custody shall be determined before the benefitsof a
plan which covers that child as a dependent of the stepparent.
The benefitsof a plan which covers that child as a dependent of
the stepparent will be determined before the benefits of a plan
which covers that child as a dependent of the parent without

custody.

m If theabove rules do not establish an order of payment, the plan
under which the person has been covered for the longest will be
deemed to pay its benefits first, except that the benefits of a plan
which covers the person as a

e laid-off or retired associate. or
o thedependent of such person.

shall be determined after the benefitsof any other plan which
covers such person as.

e an associate who is not laid-off or retired, or

» adependent of such person.
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w |f the other plan does not have a provision regarding laid-off or
retired associates and, as a result. each plan determines its benefits
after the other, then the previous paragraph will not apply.

m  The benefits of a plan which covers the person under aright of
continuation pursuant to federal or state law shall be determined
after the benefits of any other plan which covers the person other
than under such right of continuation.

a If the other plan does not have a provision regarding right of
continuation pursuant to federal or state law. and as a result, each
plan determines its benefits after the other. then the above
paragraph will not apply.

Aetna hastheright to release or obtain any information and to make or

recover any payment it considers necessary in order to administer this

provision.

When this provision operates to reduce the total amount of benefits
otherwise payable to you under this Plan during a calendar year, each
benefit that would be payable in the absence of this provision will be
reduced proportionately. Such reduced amount will be charged against
any applicable benefit limit of your American Water Works Plan.

Automobile Personal Injury Protection (Pl P)

If you are injured in an automobile accident and become eligible for
benefits under the persona injury protection (PIP) provision of an
automobile insurance policy. benefits under the American Water
Works Medical Benefits Plan are payable after the automobile
insurance policy benefits have been paid.

Subrogation

Asa condition to payment of benefits under this Plan for expenses
incurred by acovered person due to injury or illness for which athird
party may be liable:
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s The Plan shal, to the extent of benefitsit has been paid. be
subrogated to (has the right to pursue) al rights of recovery ot
covered persons against:

e such third party: or

e aperson's insurance camer in the event of a claim under the
uninsured or underinsured auto coverage provision of an auto
insurance policy.

m The Plan shall have the right to recover from the covered person
amounts received by judgment, settlement. or otherwise from: such
third party or his or her insurance camer: or any person or entity.
which includes the auto insurance camer which provides the
covered person's uninsured or underinsured auto insurance
coverage.

& The covered person (or person authorized by law to represent the
covered person if heor sheisnot legally capable) shall: execute
and deliver any documents that are required: and do whatever else
is necessary to secure such rights.

When an Active Associate | s Eligiblefor
Coverage Under Medicare

If an active associate or covered dependent is eligible for Medicare.
American Water Works Medical Plan will be primary and Medicare
will coordinate with it.

Coverage under American Water Works Medical Plan will be changed
for any person while eligible for Medicare. A person is™"eligiblefor
Medicare™ if he or she:

s Iscovered under it,
m Isnot covered under it because of:
e having refused it,
e having dropped it. or
e having failed to make proper request for it.

If an active associate or eligible dependent is covered under an
American Water Works Plan and iseligible for Medicare:

m  All health expensescovered under this Plan will be reduced by any
Medicare benefits that are available for those expenses. This will
be done before the health benefits of this Plan are calculated.

118 Pronisions That Applu to AN Aetna Medical Plans




DATA REQUEST 1 #21
NON-UNION
Page 120 of 229

m Charges used to satisfy a person's Medicare Pan B deducrible wiil
he applied under this Plan in the order received by Aema. Two or
more charges received at the same time will be applied starting
with the largest first.

m Medicare benefits will be taken into account for any active
associate or covered dependent while he or she iseligible for
Medicare. Thiswill be done whether or not he or sheisentitled to
Medicare benefits.

Any rule for coordinating " other plan™ benefits with those under this
Plan will be applied after American Water Works benefits have been
calculated under the above

Effect of Prior Coverage

If the coverage of any person under any pan of this Plan replaces any
prior coverage of the person, the rules below apply to that part.

"Prior coverage™ isany plan of group health or accident coveragethat
has been replaced by coverage under part or al of this Plan. It must
have been sponsored by your Employer. The replacement can be
completeor in part for the Eligible Class to which you belong. Any
such plan is prior coverage if provided by another group contract or
any benefit section of this Plan.
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When Coverage Is Terminated

Coverage under any section of this Plan will be in exchange for al
privileges and benefits provided under any like prior coverage. Any
benefits provided under such prior coverage may reduce benefits
payable under this Plan.

Coverage under either Plan terminates when the first of these events
happens.

» Theday your employment ends.
a When the group contract terminates as to the coverage

s  When you are no longer in an Eligible Class. (This may apply to
all or part of your coverage.)

m  When you fail to makeany required contribution

Under certain circumstances. American Water Works may continue
your coverage when you are not actively a work:

m If you are not at work due to illness or tnjury:

e American Water Works medical coverage will be continued for
the length of your disability payments. not to exceed 24 months
from the date you are disabled.

e If your employment terminates and you or your dependents are
totally disabled a the time of termination. coverage will
continue for up to 12 months for medical expenses related to
the disabling condition.

A dependent's coverage will terminate at the first to occur of:

s Thetermination of all dependents' coverage under the group
contract.

= When a dependent becomes covered as an associate.
m  When such person is no longer an Eligible Dependent

®  When your coverage terminates.
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Coveragefor Handicapped Dependent
Children

Health Expense Coverage for your fully handicapped child may be
continued past the maximum age for a dependent child if the child has
not been issued a personal medical conversion policy.

Your child isfully handicapped :f:

a Heor sheisnot able to earn his or her own living because of
mental retardation or aphysical handicap which started prior to the
date he or she reaches the maximum age for dependent children.

and
m He or she depends chiefly on you for support and maintenance.

Proof that your child isfully handicapped must be submitted to Aetna
no later than 31 days after the date your child reaches the maximum
ageof 19, or up to age 23 if attending school full-time.

Coverage will cease on the first to occur of:

m  Cessation of the handicap.

= Failure to give proof that the handicap continues.
m Failure to have any required exain

m  Termination of Dependent Coverage for your child for any reason
other than reaching the maximum age.

Aemawill have the right to require proof of the continuation of the
handicap. Aema also has the right to examine your child, at itsown
expense. as often as needed while the handicap continues. An exam
will not be required more often than once each year after two years
from the date your child reaches the maximum age.

Special Rules That Apply to an Adopted Child

Medical (ordental) coverage for an adopted child will become
effective on the date the child is placed with you for adoption, if you
make a written request for coverage within 31 days of hisor her
placement with your family. If the request is not made within 31 days,
coverage for the child will be subject to al the terms of this Plan and
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will only become effective if evidence of hisor her good health.
acceptable to Aema. is provided.

Any provision of this Plan which:

Requires evidence of good health which is acceptable to Aetna for
coverage to become effective.

m Delays coverage due to a confinement.

will not affect the initial health coverage for achild who meets the
definition of dependent as of the date the child is" placed for
adoption™ (this means the assumption and retention of alegal
obligation for total or partial suppon of achild in anticipation of
adoption of the child), provided:

m  Such placement takes effect after the dare your coverage becomes
effective, and

m You make written request far coverage for the child within 31 days
of the date the child is placed with you for adoption.

Qualified Medical Child Support Orders
(OMCSOs)

QMCSOs are usualy issued for children who reside with a former
spouse. A QMCSO designates the affected child as an " alternate
recipient.”

American Water Works must treat an alternate recipient asan eligible
dependent and must deduct any applicable contributicns from the
associate's pay. A QMCSO also requires the claim administrator to
issue claim payments directly to the health care provider, the alternate
recipient. or hisor her legal representative. The child may designate a
custodial parent or guardian to receive claim payments on hisor her
behalf. American Water Works is required to furnish an alternate
recipient or his or her legal representativea copy of the Summary Plan
Description.
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To be'qualified," amedical child support order must:
» Beissued by a court of competent jurisdiction.

m Include the name and last mailing address of both the associate and
the affected child.

= |dentify the health benefit plan subject to the order. and also the
applicable time period.

m Provide areasonable description of the type of benefits that must
be provided for the child. and

m  Not impose any benefits requirements that do not apply to other
Plan participants.

If a child meets the definition of an eligible dependent and you are
required to provide health care benefits for that child as the result of a
QMCSO, hisor her initial participation in an American Water Works
Medical Plan will not be affected by any provision that:

» Requiresevidence of good health as a condition of participation.
m Delays participation due to aconfinement. or
m Limits participation due to a pre-existing condition

However. for this special rule to apply. the QM CSO must be made on
or after the date your own participation becomes effective. Coverage
for the child will become effective on the date of such court order. |f
request is not made within 31 days. coverage for the child will be
subject to al of the terms of this Plan and will become effective only if
evidence of hisor her good health. acceptable to Aetna, isgiven to
Aetna

If you are the non-custodial parent, proof of claim for such child may
be given by the custodial parent. Benefits for such claim will be paid
to the custodial parent.

Adjustment Rule

If. for any reason. a person is entitled to a different amount of
coverage. coverage will be adjusted. Any increase is subject to any
active work rule or non-confinement requirements. Benefits for claims
incurred after the date the adjustment becomes effective are payable in
accordance with the revised Plan provisions. In other words, there are
no vested rights to benefits based upon provisions of this Plan in effect
prior to the date of any adjustment.
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Conversion to a Personal Policy if Your
Employment or Your COBRA Continuation
Ends

If your medical coverage ceases. under the Managed Choice. HMO
Elect Choice, or the Out-of-Area Comprehensive Medical Plan. you
may be able to convert your group coverage to a personal medical
policy underwritten by Aema. No evidence of insurability isrequired.
Y ou and your family members may convert when all coverage ceases
because your employment or COBRA continuation ceases or you
ceasetobein an eligible class. You may not convert if American
Water Works discontinues these Plans.

The personal policy may cover:
m Youonly, or

s Youand al of your family members who are covered under this
Plan when your coverage ceases, or

a If youdie beforeyou retire, al your family members. or your
spouse only, who are covered under either Plan when your
coverage ceases.

Also. if your own coverage continues, your dependents can apply if
they cease to be a dependent as defined in this Plan.

Y ou may convert when you become a retired associate. However, if
you elect to participate in American Water Works Retiree Medical
Plan, this conversion privilege will not again be available to you.

The personal policy must be applied for within 31 days after coverage
ceases or would otherwise cease without a provision to continue
coverage for retired associates. The 31 days start on the date coverage
actually ceases. even if the person is till eligible for benefits because
the person istotally disabled.

Aetnawill insure and administer the convened personal policy and
may decline to issue the personal policy if:

m Itisapplied for in ajurisdiction in which Aetnacannot issue or
deliver the policy.

=& On the date of conversion, a person is covered, eligible, or has
benefits available under one of the following:

e any other hospital or surgical expense insurance policy,

e any hospital service or medical expense indemnity corporation
subscriber contract.
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e any other group contract.
any statute. welfare plan. or program.

and which, with the converted policy, would result in overinsurance or
match benefits.

You do not have the right to convert if you have been covered under
this Plan for less than three months. Also. no person has the right to
convert if:

m  He or she has used up the maximum benefit. or

m Heor she becomes eligible for any other Medical Expense
Coverage under this Plan.

The personal policy. and its terms. will be of a type for group
CONVErsion purposes:

m  Asrequired by law or regulation. or

m Asthen offered by Aetnaaccording to American Water Works
conversion plan.

It will not provide coverage which is the same as coverage under this
Plan. The level of coverage may be lower and an overall Lifetime
Maximum Benefit will apply.

The persond policy may contain either or both:

a A statement that benefits under it will be cut back by any like
benefits payable under this Plan after your coverage ceases.

m A statement that Aetna may ask for data about your coverage
under any other plan. This may be asked for on any premium due
date of the personal policy. If you do not give the data, expenses
covered under the personal policy may bereduced by expenses
which are covered or provided under those plans.

m  The personal policy will state that Aetna has the right to refuse
renewal under some conditions. These will be shown in that
policy.

If you or your dependent want to convert, you can obtain aNotice d

Conversion Privilege and Request form from your Human Resources

representative. and send the completed form to the address shown on

the form.

If a person iseligible to conven. information will be sent about the
personal policy for which he or she may apply.

The first premium for the personal policy must be paid at the time the
person applies for that policy. The premium due will be Aema's
normal rate for the person's class and age. and the form and amount of
coverage.

The personal policy will take effect on the day after coverage
terminates under American Water Works Plan.
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Healthy Outlook Program

Aetna's Healthy Outlook Program provides educational materials and.
in some cases, individualized case management for members. with an
emphasis on health education and behavior modification for
modifiable risks. Members are encouraged to work closely with their
physician(s) to remain personally involved in their care. Associates
with one of the conditionslisted below may be identified as eligible
for program participation. For additional information or to take part in
this program call Aetna at (877) 526-9372.

s asthma

E congestive heart failure:
@ coronary artery disease
m diabetes: and

m |ow back pain

A "participant™ in this program is a covered person:
m  who has identified himself or herself: or
m  who has been identified by;

his or her attending physician or other health care provider; or
Aetna: or
his or her Emplover: and

m  who isapproved by Aetnaas a participant

Any visit or day calendar year maximum, or visit or day lifetime
maximum under this Plan will not be reduced. However. any dollar
calendar year maximum or dollar lifetime maximum under this Plan
will be reduced. Any applicable deductible will be waived.
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The Prescription Drug Benefit Program

The Prescription Drug Benefit program isadministered by Aema. The
program offers you two ways to receive medications - at a retail
pharmacy or by mail-order.

The Aema Prescription Management { APM) Program. For your

short-term and immediate prescription drug needs. yvou may use
local participating pharmacies that have agreed to charge
discounted prices.

The Mail Order Drug Program. For medications that you use on

an extended or regular basis. you may purchase up to a 90-day
supply through Express Scripts. They will be delivered to you via
mail or parcel dehvery.

Coverage under the Prescription Drug Program ends when your
American Water Works Medical Plan ieiminates.

What You Pay for Prescription Drugs

of 229

Description

Aetna Pharmacy Program

Mail Order Progt‘iﬁf "

g
-

s
=M

i Prescniption Need
!

Shon-term / immediate

Long-term / ongoing

t
[
|

i Cost to You

i 10% coinsurance (generic)
20% coinsurance (name-brand)

$5 (generic)
$15 (name-brand)

¢ Maximum Supply per
1 Prescription

| 34-day supply or 100 unit doses

90-day supply

T Claim Forms
. {Parucipating Pharmacy)

None

None

' Claim Forms
| (Non-Participating Pharmacy)

| Yes (through Direct
Reimbursement Request)

None

| Toll-Free Customer Service

Aetna Member Services
(800) 292-4366

Express Scripts
(877) 849-5521

Important \ore:  Coinsurance (20% and 10%) and copaymenrs (55 and $15) may not be applied to
Medica or Dental Plan deductibles or maximums. In addition. certain controlled substances and
other prescription medications may be subject to dispensing limitations and to the professional

judgment of the pharmacist.

The Prescription Drug Benefit Program 1.
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Covered Drugs

The Prescription Drug Program covers drug that require a physician’s
written prescription and are medically necessary for the treatment of
illness or injury.

e Covered drugs include, but are not limited to:
e Federal legend drugs.
e State resmcted drugs.
e Compounded medications,
Injectable drugs. including insulin. needles, and syringes. and

e Oral contraceptives

How to Use the Aetna Pharmacy
Management Program (APM)

Althoughyou may use any pharmacy you wish, if you use apharmacy
that panicipares in the APM network. you will receive discounted
prices. and you will not need to complete a claim form. When you
enrelt in the Managed Choice Plan. the HMO Elect Choice or the Out-
of-.Area Comprehensive Plan. you will receive a prescription 1D card
and adirectory listing panicipating pharmacies in your area.

Using a Simphy present your 1D card and pay 20% (brand names) or 10%

Participating (generic) of the discounted prescription cost for a 34-day supply of
medication. The Prescription Drug Plan pays 80% or 90%.

Pharmacy respecuively, of the discounted cost. There is no deductible to meet.
Use your ID card when you need medication immediately.

When you use a panicipating pharmacy. you'll have no claim formsto
complete and submit. and no waiting for reimbursement

130 The Prescription Drug Benefit Program
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Using a Non- When you have a prescription filled at a pharmacy that does ror

Participating panicipate in the AP M nve’Ol'ljl. you must pay the regular charge.

Phar macy Then, you must submit a claim form to Aetna at the address printed on
the back of the Prescription Benefits claim form.

The Plan will pay 8G% or 90% of theretail (non-discounted) cost of
your prescription. Your reimbursement should amve about two weeks
after you mail the claim form.

How the Mail Order Drug Program Woerks

The Mail Order Drug Program is designed to save you money on
medications that you use on an extended or regular basis. The
program allows you to receive up to a 90-day supply of a name-brand
medication for $15 and generic medicationsfor $5 per prescription.

Express Scripts administers the program. They maintain state-of-the-
an facilities throughout the country that are capable of dispensing
thousands of prescriptions each day.

Mail Order The mail-order feature provided gives you the convenience of
Drugs purchasing maintenance prescriptions by mail. Maintenance drugsare
those that are used on an ongoing basis.

How to Obtain To use the Mail Order Drug Program. simply follow these easy steps:

Mail Order s Complete Section | of the Express Scripts mail order form that is
Drugs available from your Human Resources representative.

m Return the form. along with your prescriptions and the appropriate
copayment to the Mail Order Drug Program administrator. The
address ison the order form.

a Your medications will be sent viamail or parcel delivery in about
two weeks. along with instructions for future refills.

The Prescription Drug Benefit Program 1
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Prescription Charges Not Covered

Thefollowing drugs and supplies are not covered under the
Prescription Drug Benefit Program.

*

Bandages

Braces

Cosmetics

Dietary supplements

Drugsintended for use in a physician's office or other setting
that is not the participant's home

Certain experimental or investigational drugs
Fertility drugs

Health and beauty aids

Heat lamps

Non-legend drugs

Norplant

Injectable drugs (other than insulin)

Prescriptions that a panicipant isentitled to receive without
charge under any Worker's Compensation or municipal, state,
or federal program.

Retin-A
Splints and artificial appliances
Appetite suppressants that are nor medically necessary

Any prescription medication that isalso available over the
counter

Devices and equipment

= In addition, certain controlled substances and other prescription
medications may be subject to dispensing limitationsand to the
professional judgment of the pharmacist.

132 The Prescription Drug Benefit Program
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Termination of Coverage

Your prescription drug coverage ends when your Medical Plan
terminates.

The Prescription Drug Benefit Program 1.




DATA REQUEST 1 #21
NON-UNION
Page 134 of 229

Explanation of Sgge Egpor&nt
Temunation of Covemg i

General Exclusmns

o N

Submjtung Clalms ko

Sen s
. - L} --
' -
- Wt o - -
= R -

- - } - - Ly




To help you take good
care of your teeth.
American Water Works
Dental Plan covers
preveniive, restorative,
mayor, and orthodontic
dental services
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An Overview Of the Plan

Your dental health is an important aspect of your overall health and
well-being. All associates and their dependents who enroll in any of
American Water Works Medical Plans are also enrolled in the Dental
Plan. Thisvaluable benefit isself-insured by American Water Works.
The provisions of the Plan will remain effective only while you are
covered under the group contract.

The Plan pays benefits for charges for dental services and supplies
incurred for treatment of a dental disease or imjury. These benefits
apply separately to each covered person.

The PPO dental plan offersin and out-of-network benefits.

Dental Plan Summary Chart

The following chart provrdes a summary of your dental benefit levelsand coverages.

Dental Benefits
.E Deducnbles j
e Individual i S50 annual
e Family : $100 annual
Preventive Care(Type A Expenses) 100% (nodeductible)
| . .
i Restorauve and Major Services 80% afier deductible
| (Type B Expenses)
' |
{ Calendar Year Maximum $1.000
\
i Orthodontia (Type C Expenses) ! 50%, after deductible (51.500 lifetime maximum)

The Dental Plan 13-




Expenses that exceed the
necessary and appropnate
level. as deterrmined by
Aerna. wili nor be covered
by lhe Plan.
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138 The Dental Pl

Covered Dental Expenses

The Plan pays a benefit for Covered Dental Expenses equal to the
Payment Percentage:

100% of Preventive (Type A) expenses.
80% of Restorative and Major Services (Type B) expenses.

50% of Orthodontia (Type C) expenses up to a lifetime maximum
of $1,500.

Only certain dental expenses are covered. These are the dentists
charges for the services and supplies listed below which. for the
condition being treated. are:

Necessary.
Customarily used nationwide. and

Deemed by the profession to be appropriate. They must meet
broadly accepted national standards of dental practice.

Type A Expenses - Preventive Services

Ora examsonce ever). six months. Thisincludes prophylaxis,
scaling. and cleaning of teeth.

X-rays for diagnosis. Also other X-rays not to exceed one full
mouth series in a 36-month period and one set of bitewingsin a é-
month period.

Type B Expenses - Restorativeand Major Services

Topical application of sodium or stannous fluoride for persons
under 15 years of age.

Space maintainers.
Non-surgical extractions.
Fillings.

Genera anesrhcrics given in connection with covered dental
services.

Non-surgical treatment of diseased periodontal structures.

Non-surgical endodontic treatment. This includes root canal
therapy.
Injection of antibiotic drugs.
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m Repair or recementing of crowns, inlays. bridgework. or dentures.

& Relining of dentures.

m Firstinstallation of removable dentures to replace one or more
natural teeth extracted while the person iscovered. Thisincludes
adjustmentsfor the 6-month period following thedare t h e were
installed.

m  Replacement of an existing removable denture or fixed bridgework
by a new denture, or the adding of teeth to a panial removable
denture. Note: the' Prosthesis Replacement Rule” below must be
met.

m Inlays, gold fillings, or crowns. Thisincludes precision
attachments for dentures.

m First installation of fixed bridgework to replace one or more
natural teeth extracted while the person is covered. Thisincludes
inlays and crowns as abutments.

a  Replacement of an existing removable denture or fixed bridgework
by new fixed bridgework. or the adding of teeth to existing fixed
bridgework. Note: the' Prosthesis Replacement Rule™ below must

be met.

Type C Expenses-Orthodontic Treatment

A dentist's charges for services and supplies for Orthodontic
Treatment are included as Covered Dental Expenses. In addition to all

other terms of this dental benefit:

= The benefit rate will be the Payment Percentage for Orthodontic
Treatment.
m  Benefits will not exceed the Onhodontic Maximum for all

expenses incurred by a family member in hisor her lifetime. (It
applies even if there isa break in coverage.)

For acuve associates who opt out of the Medical Plan. dental benefits may be purchased at the

fotlowng cost:
2002 Bi-Weekly Cost for Dental Coverage
Single Family -
S 2.30 : $ 3.92

The Dental Plan 13!




¥You should request an
Advance Ciaim Review of
any dental program that
will cost $150 or more.
The review wiif tell you and
your dentist what the Plan
will cover and how much
you rnust pay out of your
own pocket.
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140 The Dental Plan

Advance Claim Review

Before starting a course of treatment for which dentists”™ charges are
expected to be $150 or more. details of the proposed course of
treatment and charges to be made should be filed 1n acceptable form
with Aema. Forms are available from your Human Resources
representative. Aema will then estimate the benefits. Y ou and the
dentist will be notified of the estimated coverage before treatment
starts.

Some services may be given before an Advance Claim Review is
made (emergency treatments and oral exams. including prophylaxis
and X-rays).

A course of treatment isa planned program of one or more services or
suppliesto treat adental condition. The condition must be diagnosed
by the attending dentist as aresult of an oral exam. The treatment may
be given by one or more dentists. The course of treatment startson the
date a dentist first givesa service to correct or treat such dental
condition.

Note: Asa pan of the Advance Claim Review and as part of proof of

any clam:

s Aema has the right to require an oral exam of the person at itsown
expense.

a Youmust give Aetnaall diagnostic and evaluative material which
it may require. Theseinclude: X-rays. models. charts, and written
repons.

The benefits for a course of treatment may be for a lesser amount than

would otherwise be paid if an Advance Claim Review isnot madeor if
any required verifying material is not furnished. In thisevent, benefits
uill be reduced by the amount of Covered Dental Expenses that Aema
cannot verify.

Alternate Treatment

If alternate services or supplies may be used to treat a dental condition,
Covered Dental Expenses will be limited to those services and supplies
which:

a Arecustomarily used nationwide for treatment, and
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m Aredeemed by the profession to be appropriare for treatment.
They must meet broadly accepted national standard, of dental
practice. The person’s total current oral condition will be taken

into account.

The Limitations section has some examples of how this works. Please
refer to page 142 for more information.

Prosthesis Replacement Rule

Certain replacements or additions to existing derntures or bridgework
will be covered under this Plan. But proof satisfactory to Aema must

be given that:

s Thereplacement or addition of teeth isrequired to replace teeth
extracted after the present denture or bridgework was installed.
The person must have been covered when the tooth was extracted.

a The present denture or bridgework cannot be made serviceable.
Also, it must be at least five years old.

m Thepresent denture 1s an immediate temporary one to replace one
or more natural teeth extracted while the person iscovered and
cannot be made permanent. Replacement by a permanent denture
is needed. It takes place within 12 months from the date the
immediate temporary one was first installed.

Explanation of Some | mportant Plan
Provisions

Calendar Y ear Deductible

This s the amount of Covered Dental Expenses you pay each calendar
year before benefits are payable. There isa separate Calendar Y ear
Deductible for each person.

Family Deductible Limit

Thisisavaluable fearure of the Plan. It represents the limit of
Covered Dental Expenses that must be paid by persons in your family

The Dental Plan 14
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before the Plan beginsto pay benefits. When such expenses exceed
the Family Deductible Limit. the Plan then pays benefits a 80 percent
of the excess.

Coinsurance

Once the calendar year deductible has been met. you and the Plan
share the cost of most dental servicesthrough the coinsurance.
Coinsurance is the amount thar you must pay out of your own pocket
for covered services.

Calendar Y ear Maximum Benefit

This Plan hasa Calendar Y ear Maximum Benefit. That is the most
that is payablefor all dental expenses incurred by a person in a
calendar year. It applieseven if there isabreak in coverage.

Coordination of Benefits

Today, in many situations. both husbands and wives work. Therefore,
it iscommon for individual members of a family to be eligible for
benefits under more than one group medical or dental plan. Insuch
situations the benefits of the various plans are " coordinated" to
determine how covered expense will be paid by your American Water
Works Plan and the other plans. This may mean a reduction in
benefits under this Plan. The combined benefits will not be more than
the expensesrecognized under these American Water Works Plans.

In a calendar year. your American Water Works Plan will pay:
s lts regular benefits in full, or

® A reduced amount of benefits calculated as 100% of " Allowable
Expenses” incurred by the person for whom aclaim is made, less
the benefits payable by the " other plans.”” (Some plans may
provide benefits in the form of services rather than cash payments.

If this is the case. the cash value will be used.)
Limitations
When the Alternate Treatment part of this Plan applies, benefits will
be limited. Some examples of how thisworks follow.
Restorative and Reconstructive Services
m  Gold. Baked Porcelain. Crowns. and Jackets

Covered Dental Expenses will be limited to the chargesfor the
procedure using amalgam or like material, if it would restore a
tooth. Thislimit applieseven if you and the dentist choose some

other type of restoratton.
s Reconstruction

Covered Dental Expenses will be limited to the charges for the
procedure needed to eliminate oral disease and replace missing
teeth. Appliancesor restorations needed to increase vertical
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dimension or restore the occlusion are deemed to be optional.
They are not covered.

Prosthodontic Services
m Partia dentures

Covered Dental Expenseswill be limited to the chargesfor a cast
chrome or acrylic denture if thiswould satisfactorily restore an
arch. Thislimit applies even if you and the dentist choose a more

elaborate or precision appliance.

s Complete dentures
Covered Dental Expenses will be limited to the chargesfor a

standard procedure. Thislimit appliesevenif you and the dentist
choose personalized or specialized treatment.

Replacement of Existing Dentures

Thiswill becovered only if the existing denture cannot be used or
repaired. If it can be used or repaired. Covered Dental Expenses will
be limited to the charges for the services needed to make the denture
usable. The following exclusions apply.

Exclusions

Covered Dental Expensesdo not include. and no benefitsare payable

for:

s Any dental services and supplieswhich are covered in wholeor in
pan under any other pan of this Plan. or under any other plan of
group benefits provided by American Water Works.

= Treatment by someone other than alicensed dentist. But the Plan
will cover some treatments by a licensed dental hygienist that are
supervised by adentist. These are scaling of teeth, cleaning of
teeth. and topical application of fluoride.

m  Services or supplies that are cosmetic in nature. Thisincludes
chaiges for personalizauion or characteiization of dentures.

s The replacement of a prosthetic device that is lost, missing, or
stolen.

m  Any services or supplieswhich are for orthodontic treatment,
except as specifically provided.

m Servicesor suppliesto increase vertical dimension. Theseare
dentures. crowns. inlays and onlays. bridgework. or any other
appliance or service.

Sealanis

The Dental Plan 14%
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Termination of Coverage

The Dental Plan terminates when the Medical Plan terminates

144 The Dental Plan

Benefits After Termination of Coverage

Expenses incurred for the following after the person's coverage ceases
under this benefit section will be deemed to be incurred when ordered:

m Dentures
»  Fixed bndgework.
m Crowns.

Thisappliesonly if the item isfinally installed or delivered no more
than 60 days after coverage ends.

"Ordered" means;

m Impressions have been taken from which the dentures, crowns, or
fixed bridgework will be made. and

m Asto fixed bridgework and crowns. the teeth must have been fully
prepared if they will serve as retainers or suppon or if they are
being restored.

General Exclusions

Coverageis not provided for the following charges:

m Those for services and supplies not necessary, asdetermined by
Aetna, for the diagnosis. care. or treatment of the disease or injury
involved. Thisapplieseven if they are prescribed, recommended,
or approved by the person's attending physician or dentist.
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Those for care. treatment. services. or supplies that are not
prescribed, recommended. and approved by the person's attending
physician or dentist.

Those for. or in connection with, services or supplies that are. as
determined by Aetna. to be experimental or investigational. A
drug. device. procedure. or treatment will be determined to be
experimental or investigational if:

e there areinsufficient outcomes data available from controlled
clinical mals published in the peer reviewed literature to
substantiate its safery and effectiveness for the disease or injury
involved.

e asrequired by the FDA. approval has not been granted for
marketing.

e arecognized national medical or dental society or regulatory
agency hasdetermined. in writing. that it is expenmental.
investigational. or for research purposes. or

e the written protocol or protocols used by the nearing facility or
the protocol or protocols of any other facility studying
substantially the same drug. device. procedure, or treatment or
the written informed consent used by thetreating facility or by
another facility studying the same drug. device. procedure, or
treatment states that it is experimental. investigational. or for
research purposes.

Those for services of aresident physician. dentist. or intern
rendered in that capacity.

Those to the extent they are not reasonable charges. as determined
bv Aema.

Those that are made only because there is health coverage.

Those that a covered person isnot legally obliged to pay.
Thosefor services and supplies:

* fumished, paid for. or for which benefits are provided or
required by reason of the past or present service of any person
in the armed forces of a government.

e furnished. paid for. or for which benefits are provided or
required under any law of agovemment. (Thisdoes not
include a plan established by a govemment for itsown
associates or their dependents or Medicaid.) An exampleis
benefits provided. to the extent required by law, under " no-
fault" auto insurance law.

The Dental Plan 14
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m Those for plastic surgery. reconstructive surgery. COSMeticC surgery.
or other services and supplies which improve. alter. or enhance
appearance, whether or not for psychological or emotional reasons.
except to the extent needed to repair an injury which occurs while
the person is covered under this Plan. Surgery must be performed

& inthe calendar year of the accident which causesthe injury, or in
the next calendar year.

m Those for routine dental exams or other preventive services and
supplies
m Those for acupuncture therapy. Not excluded is acupuncture when

it is performed by a physician as a form of anesthesia in connection
with surgery that iscovered under this Plan.

m Those for sealants.

Any exclusion above will not apply to the extent that coverageis
specifically provided by name or coverage of the chargesis required
under any law that appliesto the coverage. These excluded charges
will not be used when calculating benefits.

The law of thejurisdiction where a person lives when a claim occurs
may prohibit some benefits. If so. they will not be paid.

Submitting Claims

You should file your All claims must befiled within two years from the date of the incurred
clann(s) dunng the expense. Your claims must be in writing. and you must give proof of
calendar year«mwnich ine the nature and extent of the expense. You may obtain Dental Benefits
service or Ireaiment was Request forms from your Human Resources representative.
provided.

How Your The Dental Plan isunderwritien and administered by Aetna. Y our

Are o.:q Clamswill be paid assoon as Aetna receives the necessary written
Benefits Paid 00 supponing your claim. In order to speed the claims processing,

Aetnawill pay dental benefits to you unless you specify that you want
the benefits paid to the provider.

146 The Dental Pian
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How to File a Dental Claim

Fast processing of your claim depends on complete. accurate information
on your Dentist s Statement form. When filing a claim under the Dental
Plan, please remember to:

a Complete dl items under applicablesections of your claim form
Any unanswered questions will cause delay in processing vour
claim;

a Besuretoinclude your Social Security number on al claims.
including claims for your dependent{s). Also be sure tosign the
form: and

s Arach theitemized bill to theform. An itemized bill must contain
the following information:

the patient's full name.
e thepatient’s relationship to you.
* the date service was provided.

e the name of the Dentist or other licensed health care
professional providing service.

o the provider's taxpayer identification number.
o thetype of service provided.
e the nature of the condition being treated. and

o thecharges for the service or treatment (multiple expenses
should be itemized).

If any of this information is misstng. write it on the bill yourself and
sign your name. Your dental provider should complete the provider
section ot the Benefits Regquest form if he or she has not given you an
itemized statement.

If you have " other group' coverage that pays benefits prior to the Plan,
you will need to provide Aetna with acopy of the other carrier's
Explanation of Benefits statement reflecting the benefits paid under
the other coverage on the expenses being submitted for payment under
the Plan.

Once you have completed the claim form and attached the itemized
bill(s} send evervthing to:

Aetna
P.O. Box 3929
Allentown, PA 18106-9861

If you have any questions about the status of your claim, cail Aema
Member Servicesat (800) 292-4366.
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Aetna admirusters the
Flexibie Spending
Accounts on behalf of
American Wafer Works

You can use your Healfh
Care Spendrng Accaunt (9
pay for meadical genial
vision and hearnng care
expenses tnaf are no:
otherwise covered by any
heaith care plan

Flexible Spending Accounts

American Water Works recognizesthat the high costs of health and
dependent care can at times be overwhelming. To help you meet these
expenses in the most cost-efficient manner. the Company offers rwo
programs which. allow you to use your own pretax dollars to pay for
qualifying health care and dependent care expenses.

Both programs provide for the establishment of spending accounts. to
which you can make voluntary contributions on a pretax basis.
Reimbursements are then made to you from these accounts to cover
the cost of your qualifving medical and dependent care expenses.

The Health Care Spending Account reimburses you. tax-free. for
most health-related expenses (including medical and dental) that are

not reimbursable through any health benefit plans for yourself or your
eligible dependents.

The Dependent Care Spending Account reimburses you, lax-free,
for most dependent day care expenses for your qualifying dependents.

Y our contributions to the Health Care and/or Dependent Care
Spending Accounts. aswell as the reimbursements that you receive
from them. are not subject to federal income tax or Social Security
taxes. and in most cases. stare income tax. although the contributions
ma) be subject to state and local taxes. depending upon whereyou
live.

The Health Care Spending Account

The Health Care Spending Account allows you to contribute money on
apretax basis to an account set up for you. If you (oryour eligible
dependents) incur qualifying health care expenses. which are not
covered. or are only partially covered. by insurance or any other
source. you will be reimbursed through the spending account for these
expenses. Because your contributions to the spending account are not
subject to federa tax. using the spending account allows you to pay for
qualifying medical expenses while at the same time reducing your
taxable income.
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Here is an example of the potential savings with a Health Care Spending Account:

With Account Without Account .

Annual Family Income | $40.000 $40.000
Pre-Tax Contributions to Account ! $500 None
Taxable Income } 839.500 i 540.000
Federal Income Tax | 53.585 1 53,660
Social Security Tax | 53.022 i $3.060
After-Tax Health Care Expenses ! None I $500
Net Soendable Income | 837.893 ' S32.780
Tax Savings ! $113 | S0
Eligibility All regular full-time associates are eligible to panicipate in the

To participate in the Health
Care Spending Account.
you must complete and
submit an enrollment form
within Ihe 31-day
enroliment pericd If a
signed form 1s nol recerved
withun this pencd
Amencan Warer Works wi!
assume that you have
decided not to pariicipate

n the Plan. and you wi
not be elrgrble lo
participate unbi me
following Plan Year

Eligible
Dependents

Health Care expenses
inncurred by your elrgrble
dependents can bg
resmbursed f N
expenses are nor covered
by any medical denial. or
prescaphon drug Plan
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spending accounts at the same time you become eligible to participate
in the Medical. Dental. and Prescription Dmg Plans. Y ou may enroll
by completing and signing the Flexible Spending Account section on
your Enroliment Form. If you are newly hired. you must enroll and
make your contribution election within the 3i-day enrollment period.
You will have the opportunity to change your elections in the fal of
every year. effective for the upcoming plan year. You are generally
not permitted to make changes to your election amount during the Plan
Year.

In addition to your own expenses, you can also be reimbursed from the
Health Care Spending Account for qualifying expenses incurred by an
eligible dependent. In general. an eligible dependent is your spouse or
any person whom you could claim as a dependent on your federa
income tax return. if you aredivorced. your children areeligible
dependents only if they receive more than half of their support from
you.




|

How the Account
Works

Contribution
Maximums and
Minimums

You may elecl to
contnibute up to $2 500 per
Ve o Me Heaith Care
Spendmg Account
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A special rule appliesif your dependent (other than your spouse) s
employed. He or she can be considered an eligible dependent only it'
hisor her annual grossincomeisless than 52.000. However. a
dependent child may earn more than 52.000 per year and still be
eligibleif he or she is not older than age 19 at the end of the Plan Year.
or not older than age 23 and a full-time student during each of tive
calendar months of the year. You should consult your own tax advisor
to determine whether your child is eligible to be your dependent.

It isimportant to remember that the spending account does not replace
your medical benefits. The spending account is a separate plan that
reimburses you for qualifying expenses that are not covered. or only
partially covered. by vour Medical or Dental Plan or by any other
source.

Assume that you are enrotled in one of American Water Works
Medical Plans. You estimate that you will have at least 5500 of non-
reimbursable medical. dental. and prescnption drug expenses during
the Plan Year. With this in mind, you contribute S500 to your health
care spending account in equal installments through payroll deduction.

When you have a non-reimbursable medical expense, you pay the hill.
You can be reimbursed for these expenses through the FSA by filinga
separate claim form or through automatic submission (see page 158).

You may elect to contribute up to 52.500 per year to the Health Care
Spending Account. There isa minimum contribution of 5120 per year.
Y our contributions will be deducted from your paycheck in equal
amounts throughout the Plan Year.

If your spouse (or someone related to you) also maintains a health care
spending account, whether through the Company or another employer,
this will not affect the maximum amount of your contribution. Y ou
may each contribute the maximum amount. Please note thereisa
different rule that applies to comtributions to the Dependent Care
Spending Account.

The amount available to you for reimbursement for qualifying
expenses from Januar) 1 of the Plan Year is the annual amount you
have elected to contribute to the spending account. even if the full
amount has not yet been deducted from your pay. For example, if you
elect to contribute 51.200 to the spending account. the entire $1.200
will be available to you for reimbursement of your eligible expenses
beginning Januar) |. Please note that there is a different rule for
reimbursements from the Dependent Care Spending Account.

Flexible Spending Accounts 15




Lke All the
Money In Your
Account

You must reques!
reimbursement by March
31 of the foifowing year for
health care expenses
incurred on or before
December 31 of each Plan
Year.
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The IRSrequires that any amounts remaining in your spending
account after the deadline for submitting claims for the Pian Year is
forfeited. You may not carry forward unused amounts to the next Plan
Year. and you may not transfer unused amounts from the Health Care
Spending Account to another plan or account. for example. to the
Dependent Care Spending Account. Therefore. you should carefuily
plan the amount of money you will contribute to your spending
account.

American Water Works aggregatesall forfeitures at the end of each
Plan Y ear and dismbutes them on an equal basis among the following
Plan Year's participantsas an addition to their accounts.

Y ou can start, stop. or change the automatic deductions from your
paycheck during the calendar year only if you have a change in status
(aslisted below). The change in status must be on account of. and
corresponds with, a change in status affecting eligibility. The
following eventsare changes in status:

®  Marriage, death of spouse, divorce, legal separation, or annulment;
= Birth, adoption. placement for adoption. or death of a dependent;

= Termination Or commencement of employment by you. your
spouse or dependent:

& Reduction or increase in hours of employment by you, your spouse
or dependent. including a switch between pan-time and full-time.
strike or lockout. or taking or returning from an unpaid leave;

s Dependent no longer qualifies because of age. student status, or
mamage:

m Change in residence or worksite of you. your spouse or dependent.

You can also start. stop. or change your automatic deductions during
the calendar year if the change corresponds with " special enrollment
rights" which may apply to you under HIPAA; if you experience a
COBRA event; if ajudgment, decree. or order resulting from divorce.
lepal separation. annulment or change in custody requires health
voverage for your dependent or dependent foster child; or if you
become eniitled to Medicare or Medicaid.
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Only "qualifying™ expenses can be reimbursed through the Health
Care Spending Account. Qualifying expenses are medical. dental, and
vision care expenses incurred by you or an eligible dependent in the
diagnosis, treatment. or prevention of disease. including prescription
drug expensesand transportation or lodging expenses incurred m
receiving treatment. Cenain other medical expenses not covered by
your medical insurance are also eligible expenses. such asthe cost of
eyeexams. Any deductiblesor copayments you have paid under any
type of health care plan. including HMOs and vision or dental plans.
arealso eligible expenses.

Remember. though. that the expenses you submit for reimbursement
may not be covered by any other insurance or any other source.
including a plan sponsored by your spouse's employer. Medicare.
Workers' Compensation. automobile insurance. or any reco ery or
settlement from a law suit.

Below isa list of some of the health care expenses eligible for
reimbursement from your spending account. For additional
information, call Aetna Member Services at (800) 2923366.

s Acupuncture

s Adoption

* Adult diapers

« Alcoholism treatment

+ Ambulance charges

s Arnificial insemination

» Binh control

+ Brallle books magazines

» Speciaized car equipment for disabled persons

¢ Chiropractic treatment

. Christian Science practitioners

e Coinsurance/deductibles

= Contact lenses/saline solution

+ Copayments

s Cosmetic Surgery:
- to treat illness/disease
- toimprove acongenital abnormality
- totreat injury from accident/trauma
- toimprove adisfiguring deformity

» Deductibles

Flexible Spending Accounts 15¢




Expenses Not
Eligible for
Reimbur sement
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o Dental treatment/orthodontia
e Drug addiction treatments

e Excessof reasonable and customary charges scheduled. annual.
or lifetime maximums

e Eyecarelexams

o Eyeglasses (prescription only)

e Guidedogs

e Hearing aidsiexams

e In-vitrofertilization

e Laboratory fees

¢ Nursing home costs

s Orthodontia (non-cosmetic only)

e Oxygen
Prescribed medicines

e Psychiatric treatment

e Smoking cessation programs prescribed by a physician and
prescription drugs for the treatment of addiction to nicotine and
for aleviation of the effects of nicotine withdrawal (Nore:
nicotine gum is not covered because it does nar require a
prescription by aphyvsician. Nicoderm/Habitrol patches
dispensed by a physician are eligible. )

e Speech therapy

e Sterilization

e Transplants (except hair)

e Vaccinations and immunizations

e Weight loss programs recommended by a physician to treat
obesity. provided the reimbursements are recognized by the IRS
as"legitimate" medically necessary expenses

e Well-baby care
e Wheelchairs
o X-ray fees

The Health Care Spending Account cannot reimburse any health care
expense that is not a qualifying expense. Expenses that cannot be
reimbursed include:

m Expenses of someone who is not an eligible dependent,
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Insurance premiums (including COBRA premiums).

Expenses in excess of the amount you have elected 1o contribute to
the Health Care Spending Account.

Expenses for general health purposes. such as fimess. exercise. or
health club dues unless recommended by a physician for a
particular medical condition.

Expenses for weight |oss programs un»/ess recommended by a
physician to treat obesity and the reimbursements are recognized
by the IRS as "legitimate” medically necessary expenses.

Vacation or travel costs to improve health.

Costsincurred to quit smoking unless prescribed by a physician for
the treatment of addiction to nicotine and for alleviation of the
effects of nicotine withdrawal.

Cosmetic surgery. unless necessary to correct adeformity whichis
congenital or which resulted from adisfiguring illness or an injury
resulting from an accident or trauma.

Bleaching/bonding of teeth
Non-prescription drugs
Contact lensinsurance
Vitamins

Dancing lessons

Diaper servicesfor children
Electrolysis

Funeral expenses

Hair transplants

Household help
Liposuction

Maternity clothes

Nicotine gum

Retin A unless prescribed by a physician for the treatment of ache
but not for aging

Rogaine for a specific medical condition, but not for cosmetic
purposes (that isto stimulate growth)

School tuition

Swimming lessons

Transponation costs of a disabled person to and from work
YMCANWCA memberships

Hexibl e Spending Accounts 15
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This list isintended to give you a general description of espenses not
eligiblefor reimbursement through the spending account. There mayv
be other expensesin addition to those listed above. which are not
eligible.

Y ou may be reimbursed from your Health Care Spending Account by
completing an FS 4 Health Care Reimbursement Separate Submission
Form. Check the appropriate section to have eligible espenses paid
from your spending account.

Any itemized bills that you submit should contain. a a minimum. the
following items:

s Thename of the patient and the associate
The date(s) the services were provided
A description of the serviceor item provided
# The name and address of the provider
® Thecost of the service or item
Send your completed form to:

Aetna
P.O. Box 3929
Allentown. PA 18106-9861

You will receive an Explanation of Payment (EOP) statement from
Aetnadetailing the starus of your account with each reimbursement.

If you take a Family and Medical Leave of Absence from American
Water Works. your contributions via payroll deductions to the Health
Care Spending Account will ordinarily stop. You may elect to
continue to make deposits to your spending account, on an after-tax
basisonly. by providing American Water Works with acheck for the
amount of your desired deposit.

If you leave American Water Works, your payroll deduction
contributions will cease. although you may elect to make after-tax
contributions to the Health Care Spending Account under COBRA.
You may till continue to submit claims for reimbursement of
expenses incurred before your date of termination.

If you retire, you must discontinue participation in the Health Care
Spending Account.




The cost of canng for your
dependents while you
worh can be more
affordable when you
participate i American
Wafer Works Dependent
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Eligibility

To participate in the
Dependent € are Spending
Acrount. sou must complety
and submit an enrollment
form withn the 31-dm
vrrollment perniod 11
staned Torm s e revened
1owathun that permd, Ameriesn
Woater Woork s will ussume
that vou have deaded not to
partscipate i the Plan. and
soi will snst pe cireible e
participate untl the tollewing

Plan Y car

Qualifying
Dependents

The Dependent Care Spending .Account

The Dependent Care Spending Account allows you to contribute
money on a pretax basis to an account set up for you. and to use that
money to pay for qualifying dependent care expenses. The amount
contributed to the Dependent Care Spending Account can be used to
reimburse you for most day care expenses vou might incur for your
qualifying dependents. Because conmbutions to the spending account
are not federally taxed, more of your paycheck will be available to you
to pay for these costs.

All regular full-time associates are eligible to participate in the
Dependent Care Spending Account. If you are newly hired. you must
enroll in the spending account and make your conmbution election
within the 31-day enrollment period. Y ou can enroll by completing
and signing the Flexible Spending Account section on your Enrollment
Form. You will have the opportunity to change your contribution
election in the fall of every year.

Expenses are reimbursable for care of the following qualifying

dependents:
s Your child or other dependent under the age of 13,

m Your spouse who is physically or mentally unable to care for
himself or herself. regardless of age. and

s Any other dependent, regardless of age, who lives with you and is
physically or mentally incapable of caring for himself/herself.

A "qualifying dependent™ for purposes of the Dependent Care
Spending Account means your spouse and any person that you claim
as adependent on your federal income tax return. A dependent may

Flexible Spending Accounts 15
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not be a person who lives outside of your home: therefore an
individual who lives in anursing home is not aqualifving dependent.

If you are divorced. your children are qualifying dependents only if
you (or your new spouse. if filing jointly) provide more than half of
their support. "' Support" includes food. clothing. shelter. education.
and medical care. Generaly. if you had custody of the child for most
of the year, the child isa qualifying dependent. provided he or she is
under theage of 13. Y ou should consult your tax advisor to determine
whether an individual qualifiesasyour dependent.

If two married or related American Water Works associates both
maintain Dependent Care Spending Accounts. an expense incurred on
behalf of their dependent may be submitted only to one spending
account for reimbursement. Double reimbursement is never permitted

Let's assume you know that your children will need daycare costing
51.400 during the year. so you elect to deposit $2.400C into your
Dependent Care Spending Account through payroll deduction. When
the first daycare bill becomes due. you pay the bill and submit a
reimbursement claim to Aema. along with a copy of the bill. Y ou will
then be reimbursed from your account. assuming that you havean
adequate balance in your account. If not. your claim will be pended
until such time as the balance in your Dependent Care Spending
Account issufficient to cover the bill.

Keep in mind. however. that because you will conmbute to the
spending accounr through payroll deductions. you will have a period
of increased expenses. You will have to pay your dependent care
provider. as well ashave payroll deductions. before receiving
reimbursements from your account.

Remember to plan your contribution carefully. since you will forfeit
any unused amounts. and you are not permitted either to change or
stop your contributions duning the year unless you have an eligible
change in family or employment status.

Generally. you may elect to contribute up to a maximum of $5,000 per
year. regardless of the actual number of qualifying dependents you
have. or 52.500 per year if you are married but file a separate tax
return. If your spouse also maintains a Dependent Care Spending
Account. whether through American Water Works or another
employer. and you fileajoint tax return, the 55.000 limit will apply to
the total contributions both of you make to your respective accounts.
For example. if your spouse contributes $4.000 to hisor her account,
you may contribute only $1,000 to your Dependent Care Spending

Account.




Special Rules

Determining How
Much to Deposit

Use All the
Money in Your
Account
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In addition, your Dependent Care Spending Account contribution can
never be more than your earned wages or yow spouse's eamed wages,
whicheverisless. If vour spouse is either afull-time student or
physically or mentally incapable of caring for himself or herself. your
maximum contribution to the spending account will be SI.200 per year
if you have one qualifying dependent. or 54.800 per vear if you have
two or more.qualifving dependents. A "full-time student™ as defined
by the IRS for the purposes of the Flexible Spending Account isan
individual who maintains status as a full-timeswdent at a college or
university during at least five months of the year.

The amount you elect to connibute will depend upon the amount you
anticipateyou will need to cover your dependent care expenses. You
should compare the tax benefit that you will receive with the
Dependent Care Spending Account to the benefit that you would
receive with the federal child and dependent care tax credit. and then
choose between them. For additional details about the federal tax
credit, you may wish to obtain IRS Publication 503 (**Child and
Dependent Day Care Credit') from your local IRS office.

You must request reimbursement by March 31 of the following year
for dependent care expenses incurred on or before December 31 of
each Plan Year. At the end of each calendar year. the IRS requires that
you forfeit any money left in your Dependent Care Spending Account.
Y ou may not carry forward unused amounts to the next Plan Y ear, nor
may you transfer unused amounts from your dependent care spending
account to another plan or account. for example. to the Health Care
Spending Account. For this reason. it is important that you carefully
plan your deposit amounts.

American Water Works aggregates all forfeitures at the end of each
Plan Year and distributes them on an equal basis among the following
Plan Year's participants as an addition to their accounts.

FlexibleSpending Accounts 16
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Eligible expenses include dependent care expenses that enable you and
your spouse to work or your spouse to attend school full-time while
you work. Such expenses include but are not limited to the following.
For additional information. call Aema Member Services at (800) 292-
4366.

m A qualified child or adult day care center that receives payment for
the care of more than six individuals who do not reside there.

® Wages paid to a baby-siner or companion. whether in your home
or elsewhere. during the time that you are working.

e A housekeeper whose duties include dependent care.

m A relative who cares for your dependents, but is neither your
dependent nor your child under age 19.

r  Someone who cares for an elderly or disabled dependent in your
home,

s Summer day camp expenses. provided that thecamp is NOT for a
specific educational purpose. such as learning tennisor computers,
and the care is necessary in order for you or your spouse to work
(or for your spouse to attend school full-time while you work),

®  Nursery school expenses. provided that the school is a state-
licensed facility.

Remember, the care must be necessary so that you and. if you are
married. your spouse can work. If your spouse does not work,
dependent care expenses are not eligible. unless you work and your
spouse is a full-time student or physically or mentally unable to care
for himherself.

Privare school rurion (except privatekinderganen) is not reimbursable.
Transportation COStSto and from the location where the care or programis

provided are a0 Nt rermbursable, Unlessthe transponation cast is part of
the cost of the program. Other expensesingligiblefor reimbursementare as

follows:

m  Expenses for food. clothing. education. or entertainment you incur
for the normali care of an eligible dependent, unless these expenses
are incidental and cannot be separated from the cost of care

m  23-hour-a-dav nursing home expenses

= Cost for child care that enables your spouse to do volunteer work
»  Private kindergarten expenses. or

m  Educational expenses for children in the first grade or higher

m  Overnight camp expenses

m  Payments for baby-siners when you are not working, such asin the
evening or on weekends

This list isintended to give you a general description of expenses not
eligible for reimbursement through the spending account. There may
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be other expenses in addition to those listed abo~ . which are nor
eligible.

You can start, stop. or change the automatic deductions from your
paycheck during the calendar year only if you have a change in status
(aslisted below). The change in status must be on account of. and
corresponds with. achange in status affecting eligibility. The
following events are changes in status:

® Marnage, death of spouse. divorce. legal separation. or annulment:
a Birth. adoption. placement for adoption. or death of a dependent:

m Termination or commencement of employment by you. your
spouse or dependent:

a Reduction or increase in hours of employment by you. your spouse
or dependent. including a switch between pan-time and full-time.
smke or lockout, or taking or returning from an unpaid leave;

m Dependent no longer qualifies because of age, student status, or
marriage:

Change in residence or worksite of you. your spouse or dependent.

You may also start. stop or change the automatic deductions because
of achange in cost or coverage. as follows:

e Significant increase or decrease in the cost of dependent care (only
if changed by a dependent care provider who is not an associate's
relative):

e Addition. €limination. or significant curtailment of the
Association's benefits (or those of the spouse or dependent's
employer) which reduces coverage:

e Enrollment period for spouse's or dependent's plan is different
than the Association’s (if the spouse or dependent makes changes
11 coverage).

Changing caregivers during the year does not constitute a qualified
change in family status. nor does the fact that your child reaches age
13 during the Plan Year. You should consider the possibility of these
events when you plan your payroll deductions.

You should submit a Dependenr Care Reimbursement Form to Aema,
along with proof of payment for the services (e.g., receipts. statements,
canceled checks. etc.). At a minimum, you must inform Aema of:

m Thedependent's name and age.

a The nature of the care provided,

m Thedae(s) the care was provided.
a Theamount paid for the care.

Flexible Spending Accounts 1€
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s Thedependent's relationship to you. and

m  Thenameand taxpayer identification number (or Social Security
number) of the care provider.

Claim forms are available from your Human Resources representative.
or from Aema. Remember that you are entitled to reimbursement only
after the care has been provided. If you pay for dependent care in
advance, you may not be reimbursed until the care has been provided.

Send your completed claim form:

Aetna
PO. Box 3929
Allentown, PA 18106-9861

You will receive an Explanation of Payment (EOP) statement from
Aema detailing the status of your account with each reimbursement

If you take a Family and Medical Leave of Absence from American
Water Works, your conmbutions via payroll deductions to the
Dependent Care Spending Account will stop. You may submit claims
for reimbursement for care provided through your last day of work
before your leave began.

If you leave American Water Works. you can still continue to submit
claims for reimbursement of expenses incurred before your date of
termination. Expenses for care provided after your date of termination
are not eligible for reimbursement. COBRA continuation coverage
does not apply to the Dependent Care Spending Account.

if you retire. you must discontinue participation in the Dependent Care
Spending Account.
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S ck Leave Policy

Effective July 1.2001. all current associates are eligible to bank their
sick leave under the existing policy effective June 30. 2001. Every
associateis eligible for 2 weeks of sick leave per calendar year.
Associates must use their two weeks of annual sick leave prior to
having to access sick timein their bank. The sick leave bank must be
used prior to going on short-term disabilin. Once the bank has been
exhausted. it will not be reinstated.

Short Term Disability I nsurance Benefits

After a waiting period. this Plan will pay the Short Term Disability
Insurance of 75% of base pay for each week of a disability. (unless
superseded by State Law). The absence must start while you are
covered under this Plan. A disability absence istime lost from work
because of a non-occupational injury or illness (or one which results
from work with Amencan Water Works).

American Water Works provides up to 26 total weeks of Short Term
Disability (STD) protection. thistotal includes your unused sick leave.
As a non-union associate. if you become disabled and you have not
used any of your sick leave. you will be paid 2 weeks of sick leaveat
full pay. after which vou will receive STD at 75% of pay. If you have
used any of your sick leave. you will begin receiving STD, at 75% of
pay. immediateiv after your sick leave is exhausted.

This benefit is provided at no cost to you

Note: Short Term Disabiline does NnOr begin untif an associate has used
the 2 weeks of sick leave and all accumulated banked rine.

Example: Tom has completed 10 years of service asof June 30,2001
and he suffers an illness that lasts 15 weeks:

o Forthefird 2 weeks. Tom will use the 2 weeks of sick |eaveat
100% of base pay.

e For the next 10 weeks. Tom will use hissick leave bank at
1002, of base pay.

e For the next 3 weeks. Tom will receive 75% of his base pay
under the new short-term disability benefit.

e |f Tom's disability had lasted more than 26 weeks, he would
start to receive long-term disability benefitsat 60% of hisbase
pay for as long as he remains disabled.

Short Term Disability (STD)
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The benefit amount will be reduced by any weekly amount vou are
eligible for under any Workers' Compensation or other like law for
time lost from work.

Benefits start after the first seven calendar days of a disability period
due to illness. including pregnancy. Benefits start on the first day of a
disability dueto injury. Aema must be contacted after you have been
absence from work 5 consecutive workdays. You will not be eligible
for STD benefits for any period of time in which you are eligible to
receive Company paid sick leave and in no event will the combination
of Company paid sick leave and STD benefits exceed 26 weeks.

A physician's certification that you are disabled because of the
condition will be necessary. Further. Aema may request an)
additional evidence it believesis necessary before deciding that
benefits are payable.

More than one disability absence will be pan of the same period of
disability:
a If it isdueto thesame or arelated cause. and

m [f it isseparated by less than two consecutive weeks of full-time
work.

You will beeligible for anew Maximum Period of Payment if:

» A new disability absence is due to a cause different from that of
any prior disability, and

m |t isseparated from the prior disability by at least one day of full-
time active work.

Limitations

No benefits are payable for:
m Days on which you do work for pay or profit.

= Any period of time you are not under the care of a physician. You
must have been seen in person and treated by a physician to be
deemed under hisor her care.
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Coverage for Occupational IlInessor Injury

This Plan pays a weekly benefit if you are absent from work. while
covered. because of an illness or injury resulting from employment
with American Water Works. However. the Weekly Benefit amount
will bereduced by the weekly amount for which you are ehigibie for
time lost under any Workers' Compensation law or any other similar
law or docmne. This benefit runs concurrentls with sick leave.

Submitting Claims

To apply for benefits under the Shon Term Disability Plan, you should
conract Aetna Managed Disability at (800)804-5329.

To receive disability benefits. you must file a claim within 31 days of
your disability. Benefits will begin as soon as Aema receivesthe
information to verify your disability.

While you are receiving Shon Term Disability. you may be required
periodically to provide Aetna with additional medical information
from your physician documenting your continued disability. Aema
also may require that an appointed physician examineyou in order to
verify your disability. 1t isyour responsibility to provide Aetnawith
the requested documentarion supporting your claim, or your benefits
will stop.

Short Tam Disability (STD) 1
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Long Term Disability

ThisPlan will pay a Monthly Benefit for a period of total disabiliry
caused by adisease or accidental bodily injury.

Eligibility

You are eligible if you are a regular full-time. non-bargaining
associate.

m Inaddition. to be eligible. you must be:

e Scheduled to work on aregular basis a least 35 hours per
week: and

e Working within the United States.

s Your Eligibilitv Date. if you are then eligible. isthe Effective Date
of thisPlan. Otherwise. it isthefirst day of the month. following
completion of one full month of continuous service.

= No person may be covered both as an associate and dependent and
no person may be covered as a dependent of more than one
associate.

Participation in the plans you select begins on the first day of the
month following completion of one full month of continuous service
with the Company, provided you are then actively working or would
have been able to work had you been scheduled to work that day. If
vou are on a layoff. on disabiliry. or on |leave of absence on your
ehgibility date. coverage will begin on the day you return to active
work.

Long Tam Disability 1
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Long TermDsability Benefits

Waiting Period

The Plan's Waiting Penod is the greater of
a Thefirst 26 weeks of a period of disability; and

a Theperiod of time when disability benefits are payable from any
short-term disability benefits or salary continuation program
sponsored by your Employer.

If. solely due to disease or injury. you are unable to earn more than
80% of your adjusted predisability earmings. you will not be deemed to
have performed the material duties of your own occupation on that
day

Scheduled Monthly LTD Benefit
The monthly benefit is60% of your monthly predisability earnings.

Any benefit actually payable may be reduced by "other income
benefits. See page 178.

Maximum Monthly Benefit Under this Plan
The maximum monthly benefit under this Plan is S15.000.

Effective Date of Coverage

Y our coverage will take effect on your Eligibility Date.
Active Work Rule

If you happen to beill or injured and away from work on the date your
coverage would takc effect. the coverage will not take effect until you
return 1o full-time work for one full day. Thisrule also appliestoan
Increase in your coverage.
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Total Disability

You are deemed to be totally disabled while either of the foliowing
applies toyou:

In the first 24 months of a period of disabitity:

You are not able. solely because of injury or disease. to perform
the material duties of your own occupation: except that if you start
work at a reasonable occupation you wili no longer be deemed
totally disabled.

After the first 24 months of a period of disabiliry:

You are not able. solely because of injury or disease. to work at
any reasonable occupation.

You will not be deemed to be performing the matenal duties of your
own occupation or working at a reasonable occupation on any day if:

m}

You are performing at least one but not all of the material duties of
your own occupation or you are working at any occupation (full-
time or part-time): and

Solely due to disease or injury. your income from either is80% or
less of your adjusted predisability earnings.

""Reasonable occupation™ is any gainful activity for which you are. or
may reasonably become. fitted by education. training. or experience.
It does not include work under an Approved Rehabilitation Program.

Long Term Disability 17
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A Period of Total Disability

A period of total disabilitv starts on the first day you are totally
disabled as a direct result of a significant change in your physical or
mental condition eccurring while you are covered under this Plan.

Y ou must be under the care of a physician. (Y ou will not be deemed
to beunder the care of a physician more than 31 days before the date
he or she has seen and treated you in person for the disease or injury
that caused the total disability.)

Your period of total disability endson thefirst to occur of:

» Thedate you are not totally disabled.

®» Thedate you start work at a reasonable occupation.

m  Thedate you fail to give proof that you are still totally disabled.
m  Thedate you refuse to be examined

m Thedate you cease to be under the care of a physician.

m Thedate you reach the expiration of the Maximum Benefit
Duration shown on the Summary of Coverage.

s Thedate you are not undergoing effective treatment for alcoholism
or drug abuse. if your disability is caused to any extent by
alcoholism or drug abuse.

s The date you have income from any employer or from any
occupation for compensation or profit equal to more than 80% of
your adjusted predisability earnings.

a Thedate you fail to give proof that you are unable to perform the
duties of any occupation for compensation or profit equal to more
than 80%5 of your adjusted predisability earnings.

m Thedate of your death.

s Theday after Aetna determines you are able to participatein an
Approved Rehabilitation Program and you refuseto do so.

Also. aperiod of total disability will end after 24 monthly benefitsare
payable if it isdetermined that the disability is. at that time, caused to
any extent by a mental condition (including conditions related to
alcoholism or drug abuse) described in the most current edition of the
Diagnostic and Statistical Manual of Mental Disorders. published by
the American Psychiatric Association (hereafter called DAV) .
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There are two exceptions to thisrule that apply if you are confined ax
an inpatient in a hospital or treatment facilin for rreatment of that
condition at the end of such 24 months.

s |If theinpatient confinement lasts less than 30 days. the penod of
total disability will cease when you are no longer confined.

a |f theinpatient confinement lasts 30 days or more. the penod of
total disability may continue until the date you have not been so
confined for that condition for a total of 90 davs during any 12-
month period.

The Separate Periods of Total Disability section below does not apply
beyond 24 months to periods of disability that are subject to the above

paragraph.

Separate Periods of Disability

Once a period of total disab:ility hasended. any new period of
disability will be treated - tparately.

However. 2 or more separate penods of total disability due to the same
or related causes. which are separated by less than 6 months, will be
deemed to be one period of total disability. Only one waiting period

will apply.

Any day on which. solely due to disease or injury. your incomeisless
than or equal to 80°% of your adjusted predisability earnings, you will
not. on that day. be deemed to be working at:

your own occupation: or
m any reasonable occupation.

Thefirst period will not be included if it began whileyou were not
covered under this LTD Plan.

Long Term Disability 1
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Other I ncome Benefits

Other income benefits are:

a 50% of any award provided under The Jones Act or The hlaritime
Doctrine of Maintenance. Wages and Cure.

Disability. retirement, or unemployment benefits required or
provided for under any law of agovernment. Examples are:

Unemployment compensation benefits.

Temporary Or permanent. partial or total disability benefits
under any state or federal workers' compensation law or any
other like law . which are meant to compensate the worker for
any one or more of the following: lossof past and future
wages: impaired earning capacity: lessened ability to compete
in the open labor market: any degree of permanent impairment:
and any degree of lossof bodily function or capacity.

Automobile no-fault wage replacement benefits to the extent
required by law.

Statutory disability benefits.

Benefits under the Federal Social Security Act. the Railroad
Retirement Act. the Canada Pension Plan. and the Quebec
Pension Plan.

Veterans' benefits

Disabiliny or unemployment benefits under:

any group insurance plan

any other type of coverage for persons in a group. This

includes both plans that are insured and those that are not.

= Full retirement benefits for which you are or may become eligible
under a group pension plan at the later of:

age 62: and
the plan's normal retirement date;

but only to the extent that such benefits were paid for by an employer.

= Retirement benefits received under any group pension plan, but
only to the extent that such benefits were paid for by an employer.
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Disability pavments that result from the act or emission of any
person whose action caused your disability. These pavments may
be from insurance or other sources.

Disability benefits under any group mortgage or group credit
disability plan.

Other income benefits include those. due to your disabilin or
retirement. which are payable to: you: your spouse: your children:
your dependents.

Effect of Increases in Other Income Benefits On Monthly Benefits

Increases in the level of other income benefits due to the follouing
will be considered "other income benefits':

* achange in the number of your family members:

e arecomputation or recalculation to correct or adjust your
benefit level as first established for the period of total
disability: or

e achange in the severity of your disability.

There may be cost of living increases in the level of other income
benefits received from a governmental source during a period of total
disability. These increases will not be deemed to be " other income
benefits."

There may be cost of living or general increases in the level of other
income benefits from anon-governmental source during a peried of
total disabitiry. These increases will not be considered other income
benefits to the extent thev are based on the annual average increasein
the Consumer Price index.

Other Income Benefits Which Do Not Reduce Monthly Benefits

The amount of any retirement or disability benefits you were receiving
from the follouing sources before the date you become disabled under
this LTD Plan will not reduce your monthly benefits:

e military and other government service pensions:
e retirement benefits from a prior employer; and
e veterans benefits for service related disabilities.

Also, theamount of any income or other benefitsyou receive from the
following sources will nor reduce your monthly benefits:

e profit sharing plans;
e thrift plans,

401(k) plans,
e Keogh plans:

Long Term Disability 13
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e employee stock option plans: or

e tax sheltered annuity plans.

Predisability Earnings

Thisis the amount of salary or wages you were receiving from
American Water Works on the day before a period of disability started.
calculated on a monthly basis.

It will be figured from the rule below that applies to you.

® If you are paid on an annual basis. your monthly salary is 1/12th of
your annual satary.

m If you are paid on an hourly basis. the calculation of your monthly
wages is based on your hourly pay rate multiplied by the number
of hours you are regularly scheduled to work per month: but not
more than 173 hours per month.

= |f you do not have regular work hours. the calculation of your
monthly salary or wages is based on the average number of hours
you worked per month during the last 12 calendar months(or
during your period of employment if fewer than 12 months); but
not more that 173 hours per month.

Included in salary or wagesare:

a Contributions you make through a salary reduction agreement with
your Employer to any of the following:

s An Interna Revenue Code(IRC) Section 125 plan for your fringe
benefits.

n  An IRC 401(k). 403(b). or 457 deferred compensation
arrangement.

m  An executivenonqualified deferred compensation agreement.
Not included in salary or wages are:

m  Awards and bonuses.

= Ovenime pay.

s Contributions made by your Employer to any deferred
compensation arrangement or pension plan.

A retroactive change in your rate of earnings will not result in a
retroactive change in coverage.
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Benefit Adjustment During Retuern to Work

If, while monthly benefits are payable. you have income from:
m any employer: or
a any occupation for compensation or profit:

which is more than 20%. of your adjusted predisability earnings: the
monthly benefit as figured above will be adjusted as follows:

» During thefirst 12 months that you have such income. the monthly
benefit will be reduced only to the extent the amount of that
income and the monthly benefit payable. as figured above. exceeds
100% of your adjusted predisability earnings.

a  Thereafter. the monthly benefit will be the product of the
following:

(A divided by B) x C where:

A = Your adjusted predisability earnings minus such income.
B = Your adjusted predisability earnings.
C = The monthly benefit figured without regard to this paragraph.

In figuning the monthly benefit.other income benefitsdo not include
tncome from any employer or income from any occupation for
compensation or profit

Maximum Benefit Duration

Unless your period of total disability ends earlier for one or more of
the reasonsstated 1n this booklet:

= |f your period of total disability starts prior to the date you reach
age 67. it will end with the calendar month in which you reach age

63.

m |f your penod of total disability starts on or after the date you reach
age 62, it will end with the expiration of the number of months of
total disability. after the waiting period is met, as figured from the
following Schedule:

Long Term Disability 1
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Maximum Benefit Duration Schedule

AgeVihen Period of Totd Months of Total Disability

Discbility Starts

! 62 but less than 63 42 months
' 63 but |ess than 64 : 36 months
| 64 but less than 65 L 30 months
65 but less than 66 ! 24 months

’ 66 but less than 67 | 21 months
| 67 but less than 68 i 18 months
i 68 but less than 69 \ 15 months
69 and over | 12 months

Pregnancy Coverage

Benefits are payable on the same basisas for a diseaseif afemale
associate. while covered under this Plan, is absent from active work
because of atotally disabling pregnancy-related condition. A
physician's certification thai the associate istotally disabled because of
the condition will be necessary. Further. Aetna may request any
additional evidenceit believes is necessary before deciding that
benefits are payable.

[l during the 3 months before coverage took effect. services are
rcndered or supplies are received in connection with a pregnancy or a
pregnancy is confirmed. the pregnancy isa preexisting condition
w hether or not the pregnancy commenced during that 3-month period.
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Adjustment Rule

If. for any reason. a person is entitled to a different amount ot
coverage. coverage will be adjusted as provided elsewhere in the plan
document on file with your Employer. Anv increaseis subject to any
Active Work Rule described 1n Effective Date of Coverage section of
this Summary of Coverage.

Benefits for claims incurred after the date the adjustment becomes
effective are payable in accordance with the revised plan provisions.
In other words. there are no vested rightsto benefits based upon
provisions of this Plan in effect prior to the date of any adjustment.

Limitations That Apply To Long Term
Disability Coverage

Long Term Disabilinv Coverage does not cover any disability that:

m Isduetointentionally self-inflicted injury (while sane or insane).

# Results from your commission of. or attempting to commit. an
assault. batten. or felon?.

s ls duerto war or anv act of war (declared or not declared).

e lsduero: insurrection: rebellion: or taking part in ariot or civil
commotion.

s Stans during the first 12 months of your current Long Term
Dusability Coverage. if it iscaused or contributed to by a
"preexisting condition." A diseaseor injury isa preexisting
condition if. during the 3 months before the date you last became
covered:

e it wasdiagnosed or treated: or
e services were received for the disease or injury; or

e you took drugs or medicines prescribed or recommended by a
physician for that condition.

On any day during a period of disability that a person isconfined ina
penal or correctional institution for conviction of a criminal or other
public offense. the person will not be deemed to be totally disabled,;
and no benefits will be payable.

Long Term Disability ¥
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Terminationd Coverage

Coverage under this Plan terminates at the first to occur of-

When employment ceases
When the group contract terminates as to the coverage

When you are no longer in an Eligible Class. (Thismay apply to
al or pan of your coverage.)

When you fail to make any required contribution

Ceasing active work will be deemed to be cessation of ernplovment. |If
vou are not at work due to one of the following, employment may be
deemed to continue up 1o the limits shown below.

If you are not at work due to disease or injury. your employment
may be continued until stopped by your Employer. but not beyond
12 months from the s:art of the absence.

If you are not at work due to temporary lay-off or ieave of absence,
your employment will be deemed to cease on your last full day of
active work before the start of the lay-off or leave of absence.

Benefits May Continue After Termination

If your coverage ceases during a period of total disability which began
while vou had coverage. benefits will be available as long as your
period of total disabiliry continues.




DATA REQUEST 1 #21
NON-UNION
Page 179 of 229

Survivor Benefit

If you die while totally disabled. this Plan will pay asingle. lump sum
benefit if there is an Eligible Survivor as defined below.

The benefit amount will be:

m 3 timesthe Monthly Benefit. not reduced by other income benefits.
for which you were eligible in thefull month just before the month
in which you die.

If you die before you are eligible for one full Monthly Benefit.
however. the benefir will be:

®» 3 timesthe Monthly Benefit. not reduced by other income benefits.
for which you would have been eligible if you had not died. for the
first full month after the month in which you die.

An Eligible Survivor is.

® Your legally marmed spouse at the date of your death

m If thereis no such spouse. your biological or legally adopted child
who, when you die:

e isnot married: and
* isdepending mainly on you for support: and

e isunder age25. Thisage limit will not apply if the child isnot
capable of self-sustaining employment because of mental or
physical handicap which existed prior to age 25.

How the Survivor Benefit Wili Be Paid

The benefit will be paid as soon as the necessary written proof of your
death and total disability statusis received.

s The benefit will be paid 10 your eligible surviving spouse, if any.
Otherwise. it will be paid in equal sharesto your eligible surviving
children.

®  Aetna. in its capacity as the provider of administrative services to
this Plan. may pay the benefit to anyone who. in Aetna's opinion, is
caring for and supporting the eligible survivor: or. if proper claim
is made. to an eligible survivor's legally appointed guardian or
committee.
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Assignment of Insurance

Coverage may be assigned only with the consent of Acina

How and When To Report Your Claim

m Youarerequired to submit a claim to Aema by following the
procedure chosen by your Employer. If the procedure requires that
claim forms be submitred. they may be obtained at your place of
employment or from Aetna. Y our claim must give proof of the
nature and extent of the loss. Aetha may require copies of
documents to support your claim. including data about any other
income benefits. You must also provide Aetna with authorizations
to alow it to investigate your claim and your eligibility for and the
amount of other income benefits.

®  You must furnish such true and correct information as Aetna may
reasonably request.

m  Thedeadline for filing a claim for benefitsis 90 days after the end
of the waiting period. If. through no fault of your own. you are not
able to meet the deadline for filing a claim. your claim will be
accepted if you file as soon as possible: but not later than 1 year
after rhe deadiine unlessyou are legally incapacitated. Otherwise,
late claims will not be covered.

Aetna hastheiight to rcquirc proof that:

® you. your spouse. child. or dependent has made application for all
other income benefits which you or they are. or may be, eligible to
receive relative to your disability and has made a timely appeal of
any denial through the highest Administrative level. Timely
appeal means making such an appeal as required, but in no case
later than 60 days from the latest denial:

m the person hasfurnished proofs needed to obtain other income
benefits;

m the person has not waived any other income benefits without
Aetna's written consent; and

m the person has sent copies of documents to Aetna showing the
effective dates and the amounts of other income benefits.
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Aemaalso reguires proof:

a of income you receive from any occupation for compensation ot
profit: and

s if your income from any such occupation is80¢%, or less of your
adjusted predisabiliry earnings. proof that vou are unable. due w0
disease or injury. to earn more than 80%. of your adjusted
predisability earnings.

In addition to the above. for purposes of Federal Socia Security. when

atimely application for benefits has been made and denied. a request

for reconsideration must be made within 60 days after the denial.
unless Aema states. in writing. that it does nor require you to do so.

Also. if the reconsideration is denied. an application for a hearing

before an Administrative Law Judge must be made within 60 days of

that denial unless Aetna relieves you of that obligation.

You do not have to apply for:
a retirement benefits paid only on areduced basis: or

disability benefits under group life insurance if they would reduce
the amount of group life insurance:

but. if vou do apply for and receive these benefits. they will be deemed
to be other income benefits for which proof is required.

If you do not furnish proof of other income benefits. your benefits may
be suspended or adjusted by the estimated amount of such other
income benefits.

How Benefits Will Be Paid

a  Benefits will be paid to you at the end of each calendar month
during the period for which benefits are payable. 1f a monthly
benefit would be less than $10. Aetha may make payments less
often. They may be made on a quarterly, semi-annual, or annual
basis. Benefitsfor a period less than a month will be prorated.
This will be done on the basis of the ratio, to 30 days, of the days
of eligibility for benefits during the month.

s Aetna in itscapacity asthe provider of administrative services to
this Plan. may pay up to $1.000 of any benefit to any of your
relatives whom it believes fairly entitled to it. Thiscan bedone if
the benefit is payable to you and you are a minor or not able to
giveavalid release. It can also be done if a benefit is payable to
your estate.

Long Term Disability 1t
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Examinations and Evaluations

Aema will have the right and opporunity to examine and evaluate any
person who isthe basis of any claim at all reasonable times while that
claimis pending or payable. This will be done at the Plan's expense.

Legal Action

s Nolegd action can be brought to recover under any benefit after 3
years from the deadline for filing claims.

®  Aemawill not trv to reduce or deny a benefit payment on the
grounds that a condition existed before a person’'s coverage went
into effect, if the loss occurs more than 2 yearsfrom the date
coverage commenced. Thiswill not apply to conditions excluded
from coverage on the date of the loss.

Recovery of Overpayments

If payments are made in amounts greater than the benefits that you are
entitled to receive, Aetna, in its capacity as the provider of
administrative services to this Plan. has the right to do any one or al of

the following:

m forequireyou to return the overpayment on request;

= to stop payment of benefits until the overpayment is recovered;
m totakeany legal action needed to recover the overpayment; and

s to placealien. if not prohibited by Law. in the amount of the
overpayment on the proceeds of any other rncome, whether on a
periodic or lump sum basis.
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Typesd Facility

Hospital
Thisisan institution that:

= mainly provides. on an inpatient basis. diagnostic and rherapeutic
facilities for surgical and medical diagnosis. treatment, and care of
injured and sick persons. and

m issupervised by a staff of physicians. and
m provides 24 hour aday registered nursing (RXN) service; and

a isnot mainly a place for rest. for the aged. for drug addicts, for
alcoholics. or a nursing home.

An ingtitution which does not provide complete surgical services, but

which meetsal thr other tests listed above. will also be deemed a

hospital if:

a it provides services chiefly to patients all of whom have conditions
related either by a medical specialty field or a specific disease
category: and

= whileconfined. the patient is under regular therapeutic treatment
by a physician for the injury or disease.

Treatment Facility

Thisisan institution {or distinct part thereof) that is for the treatment

of alcoholism or drug abuse and which meets fully every one of the

following tests:

® |t isprimariiy engaged in providing on 3 full-timeinpatient basis. a
program for diagnosis. evaiuation. and treatment of alcoholism or
drug abuse.

s It provides al medical detoxification services on the premises, 24
hours a day.

w It provides al normal infirmary-level medical services required
during the treatment period. whether or not related to the
alcoholism or drug abuse. on a 23-hour daily basis. Also, it
provides. or hasan agreement with a hospital in theareato
provide. any other medical services that may be required during
the treatment period.

= On acontinuous 24-hour daily basis. it is under the supervision of
astaff of physicians. and provides skilled nursing services by
licensed nursing personnel under the direction of afull-time
registered graduate nurse.

a |t prepares and maintains a written individual plan of treatment for
each patient based on adiagnostic assessment of the patient's
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medical, psychological and social needswith documentation that
the plan is under the supervision of a physician.

It meets any applicable licensing standards established by the
jurisdiction in which it islocated.
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Life Insurance Benefits

Life Insurance Benefits include Basic. Optional. Voluntary Life
Insurance and Accidental Death and Dismemberment I nsurance.

Eligibility

If you arearegular full-time American Water Works associate, you
are eligible to participate in American Water Works Life Insurance
Benefit Plans. Your eligibility date isthe first day of the month.
following completion of one full month of continuous service with the
Company.

Participation in the plans you select begins on the first day of the
month. following completion of one full month of continuousservice
with the Company. provided you are then actively working or would
have been able to work had you been scheduled to work that day. If
you are on a layoff, on disability, or on leave of absence on your
eligibility date, coverage will begin on the day you return to active
work.

The Basic Life Insurance Plan

Life insurance is an important financial asset and should be included in
your long-term financial security planning. American Water Works
providesyou with a Basic Life Insurance benefit automatically, at no
cost to you.

Your life insurance amount is equal to 1.5 times your base pay
rounded to the next $1,000. Y our life insurance amount will increase
automatically with salary increases. If you are an hourly paid
associate, your life insurance benefit is calculated based on your
normally scheduled hours, excluding overtime. The maximum benefit
1s $200,000.

Lifelnsurance 19.
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Thisisan insured plan underwritten by Aetna. The provisions of the
Plan will remain effective only while you are covered under the group
contract.

If vou (or your spouse) become terminally ill while covered under the
Life Insurance program. you may request that Aetna pay an
Accelerated Death Benefit.

"Terminally ill" isdefined as a person who:

o suffers from an incurable. progressive. and medically
recognized disease or condition: and

e toareasonable medical probability and based on a generally
accepted prognostic protocol, will not survive longer than six

(6) months.

You may request an Accelerated Death Benefit on your own behalf or
on behalf of your spouseat any time by completing an Aetna Request
for Accelerated Death Benefit Form and submitting it to Aetna. The
request must include the statement of a currently licensed United
States physician that you or your spouse is terminally ill.

The physician's statement must include:
e al medical test results
e |aboratory reports. and

e any other information on which the statement is based,
including the generally accepted prognostic protocol used by
the physician to determine the person's expected remaining life
span.

Your request for an Accelerated Death Benefit must state the amount
of the benefit requested. The Plan includesan Accelerated Death
Benefit of 30% of your normal death benefit to you or your spouse in
the event of aterminal illness. The Accelerated Death Benefit
Minimum is S5.000 and the Accelerated Death Benefit Maximum is
5300.000.

This benefit can be requested only once on your own behalf and once
for your spouse. 1f someone other than you is the owner of your Life
Insurance Coverage for you and your spouse the Accelerated Death
Benefit will not be available under this Plan for or on behalf of such

person.

Your Life Insurance amount in force on the day before the first day of
the month in which you reach age 70 will be reduced by: 35% at age
70: 60% at age 75: 75% at age 80. No reduction under this provision
will take place if your Life Insurance has already been reduced
because of retirement, however. see below for any further reductions
that apply during your retirement.
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If you become insured during or after the month in which you reach
the above ages. your amount of Life Insurance will be the applicable
percentage of the amount shown for your classification.

Retirement If you retire prior to Januan |. 7003 and you remain in an Eligible
. Class, your Basic Life Insurance (not exceeding 550.000) will remain
Reduction Rule in force during your retirement. subject to change or termination in

accordance with the terms of the group contract. Your Basic Life
Insurance as of the date you retire will be:

100% of your basic annual earnings, as determined by vour Employer.
rounded to the next higher 51.000. if not an integral multiple of

$1,000.
e Maximum:  $50.000
e  Minimum; S 1.000

If your Basic Life Insurance has already been reduced in accordance
with the Age Reduction Rule shown above. the amount of Basic Life
Insurance then in force will remain in force: however, the amount will
not exceed $50,000 and will be subject to further reductions as
provided in the next paragraph.

The Life Insurance amounts in force for you at retirement will be
reduced by 10% on the first anniversary of the date you retire. The
reduced amount will be further reduced by the same dollar amount on
each of the next four anniversaries of the first reduction, until the
amount reaches 50% of what was in force on the date you retired.

If you retire on or after January 1.2003 and you remain in an Eligible
Class. your Life Insurance will remain in force during your retirement.
Your Life Insurance as of the date you retirewill be $10,000.

If vou were hired on or after January 1. 2002. you will not beeligible
for post-retirement Life Insurance.

Lifeinsurance In most cases. you may apply for an individual policy under the

After Conversion Privilege within 31 days after your American Water

Termination Works Life Insurance ceases. If you die during this31 daysand
before the individual policy goesinto effect, the amount payable under
the group policy is limited to the maximum that could have been
convened. The limit applies even if you have not applied for or paid
the first premium on the individual policy. Thisappliesto basic,
optional and voluntary life insurance.

Conversion of If any of your life insurance ceases because your employment ceases
Your Life or you are no longer in aclass eligible for such insurance, or because
Insurance of age. pension. or retirement. the amount of insurance whlqh ceases

(oralesser amount if desired) may be converted to an individual life

Life Insurance 1¢
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insurance policy.. Thisappliesto basic. optional and voluntary life
insurance.

Y our converted policy may be any kind of individual policy then
customarily beingissued by Aema for the amount being converted and
for your age (nearest birthday) on the date it will be issued. except a
term policy or one with disability or other supplementan benefits.

When life insurance ceases because that part of the group contract
discontinues as to your associate class. and insurance on the life of the
person has been in force under the group contract for at least five years
in arow prior to such discontinuance. the amount that ceases less the
amount of any group life insurance for which the person becomes
eligible within 31 days of discontinuance may be converted to an
individual policy. The maximum amount that can be convened by
each person in any event is$10.000.

In order to convert, written application must be made for an individual
policy and the first premium must be paid on it within 31 days after
cessation of insurance for any of the above reasons. N o evidence of
insurability will berequired. The individual policy will become
effective at the end of the 31-day period during which conversion is
possible.

The premiums for the convened policy will be at Aetna's then
customary rates for the same policy issued to any other person of the
same class of risk and age at the time the convened policy isto
become effective.

After an individual policy becomes effective for any person, that
policy will be in exchange for all benefits and privileges under the
group contract as regards the person involved and the amount that
could have been convened.

In most cases. you may apply for an individual policy under the
Conversion Privilege within 31 days after your American Water
Works life insurance ceases. If you die during this 31 daysand before
the individual policy goesinto effect, the amount payable under the
group policy is limited to the maximum that could have been
convened. Thelimit applies even if you have not applied for or paid
the first premium on the individual policy.

If the coverage of any person under any pan of this Plan replaces any
prior coverage of the person, the rules below apply to that part.

"Prior coverage" isany plan of group insurance that has been replaced
by coverage under part or all of this Plan. It must have been sponsored
by American Water Works. The replacement can be completeor in
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part for the Eligible Class to which you belong. Any such plan is prior
coverage if provided by another group contract or any benefit section
of this Plan.

A person's life insurance under this Plan replaces and supersedes any
prior life insurance. It will be in exchange for everything under the
prior life insurance. If you or your beneficiary becomes entitled to
claim under the prior life insurance. your Life Insurance under this
Plan will be canceled. This will be done as of its effective dare. Any
premiums paid for your life insurance under this Plan wilt be returned
to American Water Works

The mode of settlement you chose and the beneficiary you named
under a prior Aema plan will apply to this Plan. This can be changed
according to the terms of this Plan.

Optional Employee Group Term Life
I nsurance

Participation in the current Optional Employee Group Term Life
Insurance was frozen as of December 31. 1995. If you are currently
enrolled in either of the rwo options of this Plan, your participation
will continue. Participants” life insurance amounts will increase as
their salary increases. according to the following Plan options:
m Option A
100% of your Salary Scheduled Amount, up to $40,000 of
coverage
a Option B
50% of your Salary Scheduled Amount, up to $20,000 of coverage.

Associates enrolled in this Plan have coverage asindicated in the
following chart.

This Basic and Optiona Plan will pay alife insurance benefit equal to
the amount of life insurance in force for you if you die from any cause
while insured.

Life Insurance 19
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Annual Basic Earnings —us: .0 . <1 Insurance
Option A (100%)  Option B (50%)

$38,000 or more $40.000 S20.000
535.000 but less than S38.000 S38.000 $19.000
£32.000 but less than $35.000 S35.000 $17,500
529,000 but lessthan $32,000 $32.000 $16.000
526.000 hut less than $29.000 $20.000 $14.500
522.500 but less than 526.000 526.000 S13.000
$19,500 but less than §22.500 S23.000 $11.500
S16.500 but less than $19.500 $20.000 $10.000
S13.500 but less than $16.500 $17,000 $8.500
$10,300 but less than $13.500 $13.000 S7.000
57.280 but less than 510.400 $10,000 $5.000
$5.200 hut lessthan 57.280 37,000 $3,500
less than 55.200 $5,000 $2,500

Voluntary Employee Group Term Life

Insurance
Voluntary Life Voluntary Life Insurance offers associates an opportunity to elect
| nsur ance additional amounts of term life insurance on a contributory basis.

In addition 1o Company-paid life insurance, you will have the option
of electing additional life insurance coverage ranging from I to 3 times
your base pay, up to a maximum benefit of $1,000,000. For initial
enrollment in voluntary life insurance, proof of good health will be
required for coverage over 5300.000. You must be actively at work in
order for coverage to take effect.

You can aso elect additional associate paid life insurance coverage of
S20.000 for your spouse and 510,000 for each dependent. Eligible
dependenrs include children age 14 daysto age 19, or to age 23 if a
full time student.

Associates enrolled in this Plan have coverage as indicated in the
following chart.
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Life Insurance Choices» G{2¥r1e 7.
o No voluntary lifeinsurance

e Voluntary lifeinsuranceof 1x base pay

e Voluntary lifeinsurance of 2x base pay

o Voluntary lifeinsuranceof 3x base pay

Voluntary L i elnsurance premium Levels (per $1,000 of Base Pay)'

Age Monthly Cost Age Monthly Cost
Under 30 50.06 55-59 $0.63
30-34 $0.08 60-64 £0.73
35-39 50.10 65-69 $1.37
40-44 $0.12 70-74 $2.21
45-49 $0.20 over 75 $3.67
50-54 $0.35
Rates are subject to change.
Spouse and Dependent Life Il nsurance Choices Monthly Cost
NoO coverage for your Spouse D
520.000 coveragefor your spouse $5.80
No coverage for your dependents(s) $0
_510.000 coverage for each dependent $1.20 for each dependent
Beneficiaries

When you elect to participate in any of these Plans, you will designate
a Beneficiary(ies).

You may name or change your beneficiary by submitting a Beneficiary
Designation Form, which isavailable at your Human Resources office.
The naming or any change will take effect as of the date you execute
the request. Aetna will be fully discharged of its dutiesasto any
payment made by it before your request is received at its Home Office.

Any amount payable to a beneficiary will be paid to those you name.
Unless you state otherwise, if more than one beneficiary is named,
they will share on equa terms.

If & named beneficiary dies before you, hisor her sharewill be payable
in equal shares to any other named beneficiaries who survive you.

LifeInsurance 19
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If no named beneficiary survivesyou or if no beneficiary has been
named, payment will be made as follows to those who survive you:

Y our spousg, if any.
If there isno spouse. in equal shares to your children.

If there isno spouse or child. to your parents. equally or to the
survivor.

If there is no spouse. child, or parent. in equal sharesto your
brothers and sisters.

If none of the above survives. to your executors or administrators.

Permanent and Total Disability Bernefits

For the purposes of the benefit. you are considered permanently and
totally disabled only if:

An illnessor injury stops you from working at:
e your own job. or

e any other job for pay or profit.

and it must continue to prevent you. for life. from working at any
reasonable job. A "reasonablejob™ isany job for pay or profit,
which you are. or may reasonably become. fitted for by education,
training. OF experience. or

You lose one of these functions:

= thesight of both eyes.

= the use of both hands,

e the useof both feet.

* the use of one hand and one foot.

You must meet al of the following to be eligible for a Permanent and
Total Disability benefit:

Your Life insurance must be in force when you become
permanently and totally disabled.

You must be under age 60 when you are first permanently and
totally disabled.

You must furnish al proof when requested. Aetna has the right to
examine you. at its expense, before approving the proof.
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If you are under age 65 with 10 or more years of continuous service
with American Water Works and you are permanently and totally
disabled while insured under the Plan so you can do no work for pav
or profit, and if you furnish all information, notices. and proof when
required, the amount of your life insurance in force a the time of the
disability may be extended during the disability. without payment of
premiums and conmbutions. The duration, nature. and extent of
disability determine eligibility for thisextension.

Any total disability should be reported immediately to American
Water Works for help in determining whether you qualify for this
extended insurance and the amount of insurance that may be
continued. Refer to the Age Reduction Rule and Conversion Privilege.
which may apply to this life insurance amount. In addition. you may
also beeligible for the Disability Monthly Income Benefits described
in the following section.

If you become eligible for a Permanent and Total Disability benefit
and thedisability lasts for six months or more. a monthly income of
$18 for each $1.000 of the amount of your basic and optional
Insurance is payable. The monthly income will continue until the
amount of your insurance, plus interest as may be declared by Aema
on the unpaid balance. is exhausted.

Monthly income payments will cease on the earliest to occur of:

m Thedate paymentsequal the amount of your lifeinsurance in force
when the disability began. plus interest on the unpaid balance.

m The date Aetna sendsyou a request at your last addressshown on
Aetna records:

e for an exam. if you do not go for the exam. within 31 days of
that date.

e for proof that you are still permanently and totally disabled, if
proof is not given within the 31 days of that date.

m Thedate you are well enough to work in any reasonable job.
s Thedate you start 1o work in any job for pay or profit,

When monthly income payments stop, except for the reason that you
have been fully paid. you will be eligible to convert to an individual
life insurance policy. asdescribed in the'* Conversion Privilege"
section, as if your employment had then ceased. However, if you
become eligible for life insurance under any group policy within 31
days of the date the payments stop. the privilege isnot allowed. The
amount of theindividual policy under the Conversion Privilege will
not be more than the amount of your life insurance in force when the

Lifelnsurance 20
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disability began, lessthe total amount of monthly income payments.
which had been made.

Aemawill calculate the rate of interest on the unpaid balance. It will
not be less than the rate guaranteed for installment methods of
settlement under an Aema individual life insurance policy on the date
thefirst monthly income payment is due.

After monthly income payments have been made for two yearsin a
row, Aema will not request an exam or proof of disability more often
than once every 12 months.

If you die after Aetna has approved the disability benefit but before
monthly income payments start. the amount of Life Insurance in force
for you when the disability began will be paid to the beneficiary.

If you die while monthly income payments are being made. any
balance will be paid in alump sum to the beneficiary.

If you have once had a claim approved and again become eligible for
coverage, theamount of that coverage will be reduced by the monthly
payments, which have been made to you. Aetna may waive thisin
writing until it approves another claim for you.

If Aetna receives proof. at its Home Office. that all of the following
apply. it will pay your beneficiary. as a Permanent and Total Disability
benefit. the amount of life Insurance in force on your life when the
total disability began:

Premium payments for your life insurance cease while you are
totally disabled by illness or injury, which stops you from working
in any reasonable job.

s You die during the uninterrupted continuance of the total
disability. Death occursno later than 12 months after premium
payments from American Water Works cease.

m Youwould have qualified for the Permanent and Total Disability
benefit except that:

e your total disability had not lasted at least six months, or

e therequired proof has not yet been received or approved by
Aetna.

Written notice of your death must be given to Aetna at its Home
Office within 12 months of your death. If it is not given, Aetna will
not have to pay this benefit.

When Aetna approvesa claim for any benefit under this feature,
the benefit will be in full settlement and satisfaction of Aema's
obligations.

If any individual policy has been issued to you under the Conversion
Privilege, your rights under this section may be restored. In order to
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restore those rights, you must give up all such policies without claim.
except for the return of the premiums you paid.

Accidental Death and Dismemberment
Coverage(AD&D)

This Accidental Death and Dismemberment (AD&D) benefit isan
insured plan underwritten by the Aetna. The provisions of the Plan
will remain effective only while you are covered under the group
contract. This Plan pays 1.5 timesyour base pay up to a maximum
benefit of $200,000if, while insured, you suffer a bodily injury in an
accident and if. within 90 days after the accident, you lose. asa direct
result of the injury:

» Yourlife.

® A hand. at or above the wrist joint.

m A foot, a or above theankle joint.

s An eye, involving inecoverahle and complete loss of sight in the
eye.

Your full Principal Sum is payable for loss of life. Half your Principal

Sum is payable for loss of a hand. loss of a foot, or loss of an eye. No

more than the Principal Sum is payable for al losses which result from
one accident. Benefits are paid for losses caused by accidentsonly.

No benefits are pavable for aloss caused or contributed to by:
Bodily or mental infirmity.

B Disease, ptomaines. or bacterial infections.

m  Medica or surgical treatment.

m Suicide or attempted suicide (sane or insane)

s Intentionally self-inflicted injury.

s  War or any act of war (declared or undeclared).

a Participation in ariot or an attempt or commission of a felony.

These limitations do nor apply if the loss is caused by:

m  Aninfection, whtch results directly from the injury.

s Surgery needed because of the injury.
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Submitting Claims

To receive survivor's benefits under the Basic Life Insurance Plan or
Optional Employee Group Term Life Plan. or Voluntary Life
Insurance Plan, your beneficiar) must complete and submit the
appropriate Statement d @ a mform and provide a certified death
certificate to your Human Resources representative within one year of
your death.

If you were totally disabled at the time of your death and American
Water Works was continuing your coverages at no cost to you. your
beneficiary may be required to submit proof that total disability was
continuous uUp to the date of your death.

To receive AD&D benefits you must complete and submit the
appropriate Statement of Claim form and provide proof documenting
your loss to your Human Resources representative within 30 days after
the loss occurs. In some cases. you may be requested to undergo an
independent medical examination before benefits can be paid.

Approved Survivors® and AD&D clams are paid in a lump sum.
However. other payment options may be available from Aema. Your
Human Resources representative will provide information about
optional payment methods when you or your beneficiary areeligible to
receive benefits.
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Continuation of Coverage During an Approved f_eave of Absence. o
Granted to Comply With Federal Law ... Chiay
The Health Insurance Portability and Accoumabzhty
Act of 1996 (HIPAA) ......... *
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Plan | nformation

Thefollowing information is provided to you in accordance with the
Employee Retirement Income Security Act of 1974. as amended
(ERISA). Thisinformation. together with the information contained in
this book, isthe Summary Plan Description required by ERISA.

m  Employer Identification Number
51-0063696 ,

» Plan Number
501

s Typeof Plan
Health and Welfare Benefit Plan

8 Typeof Administration
Self-Insured/Administrative Services Contract

m Plan Administrator

Vice President. Human Resources
American Water Works Company. Inc
1075 Laurel Oak Road

Voorhees. NJ 08043

m Agent for Serviceof Legal Process

The Secretary

American Water Works Company, Inc
1025 Laurel Oak Road

Voorhees. NJ 08043

m Endof Plan Year
December 314

a1 Source of Contributions
Employer and Associate
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Amendment or Termination of the Plan

The Company expects to continue this Plan. but reserves the right to
amend it, or terminate it. a any time. in whole or in pan. The
authority to make any such changes to the Plan generally rests with the
Board of Directors of American Water Works. although the Plan
Administrator may also change the Plan asrequired by law or in a
manner which will not result in amaterial cost.

208 Additional Information

Claims Review and Appeals Process

A claim isarequest for a plan benefit by you or your dependent.
Several of the benefit programs or plans under the Health and Welfare
Benefit Plan may require you to file a claim to receive a benefit. If
your claim isdenied in whole or in pan. or if you feel an error has
occurred in processing your claim for benefits you should be aware
that the following appeal s procedure is available to you. your
dependent or any other person who claims a right to benefits under a
plan.

If you have questions about the denia of a claim. you should first
contact the Claims Administrator. The Claims Administrator will state
specific reasons for the denial. references to pertinent sectionsin the
plan document, additional information you must provide to improve
vour claim. and the procedure available for further review of your
claim. If you believeyour benefits under a plan weredenied
improperly. or you do not agree with the reasons for denial of your
claim. you may request a review.

The Claims and Plan Administrators have full discretion and authority
to determine all claims under the Plan. Any action or determination in
this review procedure will be final, conclusive and binding on the
Claims Administrator. the Company. the Plan Participant and the
Panicipant's family members.

CLAIMSSUBMITTED ON OR BEFORE DECEMBER 31,2002
(PRE-2003 CLAIMYS)
Claims Denial Procedure

If your claim for a benefit isdenied in whole or in part, you will
receive a written explanation of the reason for the denial from the
Claims Administrator within 90 days after filing a claim. If special
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circumstances apply. the Claims Administrator may take up to an
additional 90 daysto contact you. However. the Claims Administrator
must notify you of this extension before the end of the intial 90-day
period.

How to Appeal aClaim

If you believe your claim for benefits was improperly denied. vou may
submit a written request for areview of the denial of the claim to the
Plan Administrator. In your request for areview. you must state the
reasons that you believe your claim was improperly denied and include
all additional information that you consider relevant in suppon of your
claim. You also have the right to request and review al documents
relevant to the denia of your claim. Y our complete request for a full
and fair review must be received by the Plan Administraror within 60
daysfrom the date you receive the denial.

Disability Claims Denial Procedure

If your disability claim isdenied in whole or in part. you will receive a
written explanation of the reason for the denial from the Claims
Administrator within 45 days after filing the claim. |If special
circumstances apply. thisinitial 45-day period may be extended twice,
up to 30 daysfor each extension. However. the Claims Administrator
must:

¢ notify you of an extension prior to the beginning of the
extension period.

e provide the circumstances requiring the extension of time, and
the

e date by which the Plan expectsto render a decision.

If an extension is needed. the written notice you receive will include:
e the specific reasons for the denial
» the unresolved issues that prevent a decision on the claim, and

e theadditional information needed to resolve those issues

You will be allowed at least 45 days within which to provide the
specified information.

How to Appeal a Disability Claim

If you believe your claim for disability benefits was improperly
denied. you may request a review of thedenial in writing. Your
complete request must be received by the Plan Administrator within
180 days from the date you receive notice of thedenial. The full and
fair review will be held and a decision rendered by the Plan
Administrator no longer than 45 days after receipt of the request for
the review.

If specia circumstances apply, the decision will be made assoon as
possible, but not later than 90 days after receipt of the request for

Additional Information 20%
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review. If such an extension of time is needed, you will be notified in
writing prior to the beginning of the extension period. Once a decision
is determined. you will receive a wrinen notice. which wili include
specific reasonsfor the decision aswell as specific references 1o the
pertinent Plan provisions on which the decision is based.

CLAIMSSUBMITTED ON ORAFTER JANUARY 1.2003
[POST-2002 CLAIMS)

Claims Denial Procedure

If your claim for a benefit isdenied in whole or in pan. you will be
notified in writing of the Adverse Benefit Determination within 90
days of filing the claim. If special circumstances apply, the Claims
Administrator may take an extension of up to an additional 90 days to
contact you. However. the Claims Administrator must notify you of
this extension before the end of theinitial 90-day period.

How to Appeal a Claim

If you believeyour claim for benefits was improperly denied, you may
submit a written request for a review of the denial of the claim to the
Plan Administer. In your request for a review. you must state the
reasons that you believe your claim was improperly denied and include
al additional information that you consider relevant in support of your
claim. You also have theright to request and review all documents
relevant to the denial of your claim. Y our complete request for afull
and fair review, must be received by the Plan Administrator within 60
days from the date you receive notice of the denial.

Disability Claims Denial Procedure

If your disability ciaim isdenied in whole or in part. you will receive a
written explanauon of the reason for the denial from the Claims
Administrator within 45 days after filing the claim. If special
circumstances apply. this initial 45-day period may be extended twice,
up 1o 30 days for each extension. However. the Claims Administrator
must:

e notify you of an extension prior to the beginning of the
extension period.

e provide the circumstances requiring the extension of time, and
the

e date by which the Plan expectsto render a decision.
If an extension is needed. the written notice you receive will include:

o the specific reasons for the denial
the unresolved issues that prevent adecision on the claim, and
e theadditional information needed to resolve those issues




DATA REQUEST 1 #21
NON-UNION
Page 203 of 229

You will be allowed at least 45 days within which to provide the
specified information.

How to Appeal a Disability Claim

If you believe your claim for disability benefits was improperly
denied, you may request areview of the denial in unting. Your
completerequest must be received by the Plan Administrator within
180 days from the date you receive notice of thedenial. The full and
fair review will be held and a decision rendered by the Plan
Administrator no longer than 45 days after receipt of the request for
the review.

If specia circumstances apply. the decision will be made as soon as
possible. but not later than 90 days after receipt of the request for
review. If such an extension of timeis needed. you will be notified in
writing prior to the beginning of the extension period. Once adecision
is determined, you will receive awritten notice. which will include
specific reasons for the decision aswell as specific references to the
pertinent Plan provisions on which the decision is based.

Urgent Care Claims

An"urgent care clam™ isaclaim for medical care or treatment where
adelay could serioudly jeopardize thelife or health of the person
bringing the claim or which would, in the opinion of the physician,
subject that person to severe pain which could not be managed without
the care or treatment related to the claim.

For an urgent care claim. the Claims Administrator will notify you of
the Plan's determination within 72 hours after receipt of the claim by
the Plan, unless you fail to provide sufficient information to makea
determination. If information ismissing. you will be notified within
24 hours after receipt of the claim by the Plan of the specific
information necessary to completethe claim. You will begiven at
least 48 hours to providethisinformation. You will be notified of the
Plan's determination within 48 hours after the earlier of:

¢ the Plan's receipt of the missing information, or

e theend of the period given to you to provide the missing
information.

The Plan will notify you of a determination within 72 hours of the
Plan's receipt of your request for review of an Adverse Benefit
Determination. To expedite the review process. you may submit a
request for an appeal of a claim that has been denied either orally or in
writing and all necessary information may be communicated by phone,
fax or other available option.

Pre-Service Claims

A "pre-serviceclaim™ isaclaim for a benefit where approval must be
granted for the benefit by the Claims Administrator before you receive
medical care or treatment. |f the Plan denies your request for a pre-
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service claim, you will be notified of the Plans determination within
15 daysafter receipt of the claim by the Plan. it specia circumstancrs
apply, this period may be extended one time for up to 15 days.
However, the Claims Administrator must notifi you of

e thisextension before the end of the initial 15-day period.
e thecircumstances requiring the extension of time: and
e thedateby which the Plan expects to render a decision.

Iftheextension is necessary due to missing information. the notice of
extension will specifically describe the required information and give
you at least 45 days from receipt of the notice to provide the missing
information.

The Plan will notify you of a determination within 30 days of the
Plan’'s receipt of your request for review of aclaim that has been
denied.

Post-Service Claims

A "post-service clam™ isaclaim for a benefit that does not require
approval before receiving treatment. |f the Plan deniesyour request
for a post-service claim. you will be notified of the Plan's
determination within 30 days after receipt of the claim by the Plan. If
specia circumstances apply. this period may be extended one time for
upto 15 days. However. the Claims Administrator must notify you of:

e thisextension before the end of the initial 30-day period,
= the circumstances requiring the extension of time; and
e thedate by which the Plan expects to render adecision.

If the extension is necessary due to missing information. the notice of
estension will specifically describe the required information and give
you at least 45 days from receipt of the notice to provide the missing
information.

The Plan will notify you of a determination within 60 days of the
Plan's receipt of your request for review of an Adverse Benefit

Determination.
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Your RightsUnder ERISA

What AreYour Theintent of this book isto meet the Summary Plan Description

Rights? requirements of the Employee Retirement Income Security Act of
1974, asamended (ERISA). However. if thereisa conflict berween
theinformation contained in the official Plan documents and the
information contained in this book, the information in the Plan
documents will take precedence.

Under ERISA, you are entitled to:

a  Examine, without charge, al Plan documents at the Plan
Administrator’s office, including al contracts and copiesof any
documents filed by American Water Works Medical Plan with the
U.S. Department of Labor (such asdetailed annual reports and
Plan descriptions).

= Obtain copies of all Plan documents and other program
information. by writing to the Plan Administrator. The Plan
Administrator may charge a reasonable fee for the copies.

m Recelve each year asummary of American Water Works Associate
Benefit Plan's annual financial report.

ERISA also spellsout the obligations of the' Plan Fiduciaries” (the
people responsible for the Plan's operarion). These obligations are as
follows:

®» The Plan Fiduciaries must operate American Water Works
Associate Benefit Plans prudently, in the interests of you and other
participants and beneficiaries.

m You cannot befired. disciplined, or otherwise discriminated
against in any macner that would interfere with or prevent you
from obtaining a benefit to which you are entitled or from
exercising your ERISA rights.

m If dl or part of aclaim for benefits is denied, you must be provided
awritten explanation of the reasons for the denial. Y ou have the
right to request that the Plan Administrator review and reconsider

the denied claim.

How to Enforce You may take the following stepsto enforce your ERISA rights. |If
Your Rights you have any questions about this ERISA statement or about your
nghts under ERISA, please contact the Plan Administrator or the U.S.

Department of Labor.

If you request materials and don't receive them within 30 days, you
may file suit in afederal court. Unless the delay was beyond the Plan
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Administrator's control. the court may requirethe Plan Administrator
to provide the materials and to pay you up to St 10 per day until you
receive them.

If al or part of aclaim for benefitsisdenied or ignored. vou may tile
suit in astate or federal coun.

If the Plan fiduciaries misuse money. or if you are discriminated
against for asserting your ERISA rights. you may seek assistance from
the U.S. Department of Labor. or you may filesuit in a federal coun.
The court will decide who should pay court costs and legal fees. If
your suit is successful. the court may order the person you have sued
to pay these costs and fees. On the other hand. if you lose. the coun
may order you to pay them (if. for example. the coun finds your claim
to have been frivolous).

If you have any questions about this statement or about your rights
under ERISA. you should contact the nearest office of the Pension and
Welfare Benefits Administration. U.S. Department of Labor. listed in
your telephone directory or the Division of Technical Assistance and
Inquiries, Pension and Welfare Benefits Administration, U.S.
Department of Labor. 200 Constitution Avenue. N.W.. Washington,
DC 20210.

The Philadelphia Regiona Office of the PWBA islocated a: The
Curtis Center. Suite 870 West, 170 S. Independence Mall West,
Philadelphia. PA 19106-3317, Phone: (115) 861-5300.

For the purposes of ERISA. Aetna isthe fiduciary with complete
authority to review al denied claims for benefits under this program.
Thisincludes. but isnot limited to, the denial of certification of the
medical necessity of hospital or medical treatment.

In exercising such fiduciary responsibility. American Water Works
Retirement Committee shall have discretionary authority to determine
whether and to what extent associates and beneficiaries are entitled to
benefits. and to interpret any disputed or doubtfisl terms of American
Water Works Medical Benefits Plan. American Water Works
Retirement Committee shall be deemed to have properly exercised
such authority unlessit acts arbitrarily or capriciously.

American Water Works reserves the right to amend all or any of our
associate benefit plans at any time, without prior notice to participants,
including the right to change eligibility criteria or program costs and
theright to restrict or eliminate benefits provided. American Water
Works Company. Inc. also reserves the right to terminate or
discontinue American Water Works Medical Benefits Plan at any time,
without prior notice to participants.
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Plan Benefits

These benefits are provided by American Water Works. The Managed
Choice, HMO Elect Choice. Out-of-Area Comprehensive Medical.
Dental, Prescription Drug. and Shon Term Disability Plans are self-
insured benefitsthat are paid for directly by American Water Works.
Aema provides certain adminisnative services for the Managed Choice
and Flexible Spending Account Plans. Aema administers the
Prescription Drug Program.

American Water Worksand Aema reserve theright to interpret all

Plan provisions as necessary and to make all determinations regarding
benefits payable under these American Water Works Associate Benefit
Plans.

Plan Documents

In preparing this Summary Plan Description. American Water Works
has attempted to avoid complex language and legal terms whenever
possible. If aquestion should ever arise concerning the nature and
extent of benefits under any aspect of American Water Works Medical
Benefits Plan. the actual legal Plan documents and not this Summary
Plan Description. will govern.
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Continuation of American Water Horks
Associate Benefit Plans

COBRA requires that most employers who sponsor group health plans
offer employees and their families the opportunity for a temporary
extension of health coverage (called " continuation coverage™) a group
rates in certain instances where coverage under the Plan would
otherwise end. Thisisintended to inform you, in a summary fashion.
of your rights and obligations under the continuation coverage
provisions of the new law. Both you and your spouse should take the
time to read this carefuliv.

An employee. theemplovee’s spouse or dependent (including a child
who is born to the covered employee. or who is placed for adoption
with the covered employee, during a period of COBRA continuation
coverage) become Qualified Beneficiariesif the employee, the
employee's spouse or dependent are covered under the employer's
group health plan and would |ose coverage upon the happening of one
of the following events (called a Qualifying Event):

m Death of the covered employee:

®  Termination (for reasons other than gross misconduct) or reduction
of hours of the covered employee's employment;

m Divorceor legal separation of the covered employee from hisor
her spouse;

Enttlement of the covered employee for Medicare; or

a Dependent ceases to be a' dependent child” under the group health
plan.

In such a case. each Qualified Beneficiary would have theright to
elect to choose continuation coverage if the group health coverage
would belost. You. your spouse or your dependent children (where
applicable) would each. asaQualified Beneficiary, have the option to
elect continuation coverage for a period shown as follows:
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| REASON FOR TERMINATION OF CROUP HEALTHCOVERAGE | PERIOD |
!

Voluntary Termination of Employee i 18 months
Involuntary Terminatton of Employee (except for gross misconduct) 18 months
Reduction m Work Hours of Employee 18 months
Disability of Employee as determined under the Social Security Act 79 months
Death of Employee | 36 months
Divorceor Legal Separation | 36 months
Employee becomes entitled to Medicare 36 months
Dependent Child no longer qualifies as dependent under group health plan 36 months

Special Rulefor If you elect continuation coverage following a termination of
Multiple employment or reduction in hours and. during the 18-month period of
Qualifying Events Continua_\tion coverage. a second event (other than a bankruptcy

proceeding) occurs that would have caused you to |ose coverage under
the plan (if you had not lost coverage already), you may be given the
opportunity to extend the period of continuation coverage to a total of
36 months. If you elected continuation coverage as the spouse or
dependent of a covered employee who experienced a termination of
employment or reduction in hours. and during the continuation period
the employee or former employee becomes entitled to Medicare, you
may be given the opportunity to extend coverage for 36 months from
the date the covered employee becomes entitled to Medicare.

The retiree. spouse of dependent of a retiree whose employer's group
health plan islost or substantially eliminated within one year before or
after the employer's filing of a Title 1} Bankruptey filing can elect to
remain in the employer's group health plan until the retiree's death.
After the retiree's death. the retiree's survivors can obtain up to an
additional three years of continuation coverage.

Newly acquired dependents of Qualified Beneficiariessuch aschildren
and spouses are to be given the same opportunity to obtain coverage as
for an employee with. and under the same conditions as, such
dependent's coverage. The newly acquired dependent's coverageis
not as a Qualified Beneficiary. and as such. their continuation
coverage will end upon termination of the Qualified Beneficiary's
continuation coverage.
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The continuation coverage will not be conditioned on a physical
examination or other evidence of insurability. and will be identical.
with very few exceptions. to the coverage provided to similarly
situated employees or family members. Please note thar vou may be
required zo pay all or part of the premiumfor this continued coverage
and an administrative fee.

Under COBRA. your employer generally must notify the Plan
Administrator (except where your employer isthe Plan Administrator)
within 30 days of an employee's death. termination of employment or
reduction in work hours. Medicare entitlement or bankruptcy
proceedings. In these cases, the Plan Administrator must then notify
the Qualified Beneficiary of hisor her right to elect continuation
coverage. This notice must be provided within 14 days after the Plan
Administrator recerves notice that one of these events has occurred.
However, with respect to multiemployer plans. to the extent the plan
so provides, the employer may have an extended period of time for
notifying the Plan Administrator of one of the qualifying events, and
the Plan Administrator also may have an extended period for providing
notice to the Qualified Beneficiary.

In all other cases. the employee or family member has the
responsibility to notify the Plan Administrator of adivorce, legal
separation. achild loses dependent status. disability as determined
under the Socia Security Act or a newly acquired dependent under the
group health plan. In these cases, you have 60 days From the date that
you would lose coverage because of one of the events described
previously or the date of the qualifying event, whichever is later, to
notify the Plan Administrator of the Qualifying Event. In all cases,
you have 60 days from the date of the notice from the Plan
Administrator or from the date you would lose coverage (whichever is
later) to inform the Plan Administrator that you want continuation
coverage. Your election of continuation coverage isdeemed to
include an election for your family members who would also lose
coverage under the group health plan unless otherwise specified.

The continuation coverage extends from the date of one of the events
described previously to:

18 months (in the case of termination or reduced work hours) or 29
months (in the case of disability) or 36 months (in all other cases
described previously except retirees and newly acquired
dependents.
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Beginning January 1. 1997. the disability extension will also appiv
if the individual becomes disabled at any time during the first 60
days of COBRA continuation coverage. If theindividual entitled
to the disability extension has nondisabled family members who
are entitled to COBRA continuation coverage. those nondisabled
family members are also entitled to the 29 month disability

extension.

s Thedate your employer no longer provides any group health plan
to its employees.

a The premium for your continuation coverage isnot paid on time.

The person whose coverage is being continued becomes covered
under another group health plan unless the other plan contains an
exclusion or limitation with respect to a pre-existing condition. If
agroup health plan limits or excludes benefits for preexisting
conditions but because of the new rules (beginning on or after July
1. 1997) those limits or exclusions would not apply to (or would be
satisfied by) an individua receiving COBRA continuation
coverage, then the plan providing the COBRA continuation
coverage can stop making the COBRA continuation coverage
available.

The person whose coverage is being continued becomes entitled to
Medicare benefits (unless the qualifying event is the employer's
Title 11 Bankruptcy).

You were divorced from acovered employee. subsequently
remarry and become covered under another group health plan in
which case vou can continue until the maximum allowed period of
termination of upon,being covered for pre-existing conditions if
new plan excludes or limits benefitsfor the pre-existing condition
and the continuation coverage plan covers it. whichever occurs
first.

To prevent a lapse in coverage. if you elect continuation coverage, you
can pay any required premium within 45 days after the election.

{f you employer's group health plan provides a conversion privilege to
other beneficiaries. your employer must also provide you and your
family members with the opportunity to enroll under aconversion
health plan during the 180-day period preceding the date that
continuation coverage expires.
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Conversion

If any coverage being continued under this section terminates because
the end of the maximum period of continuation has been reached. any

Conversion Privilege will be available at the end of such period on the
same terms as are applicable upon termination of emplovment or upon
ceasing to be in an Eligible Class.

Complete details of the federal continuation provisions may be
obtained from your Human Resources representative.

Continuation of Coverage During an
Approved Leave of Absence Granted to
Comply With Federal Law

This continuation of coverage section appliesonly for the period of
any approved family or medical leave (approved FMLA leave)
required by the Family and Medical Leave Act of 1993 (FMLA). If
American Water Works grants you an approved FMLA leave for a
period in excess of the period required by FMLA, any continuation of
coverage during that excess period will be subject to prior written
agreement between Aetnaand American Water Works.

If American Water Works grants you an approved FMLA leavein
accordance with FMLA. you may, during the continuance of such
approved FMLA ieave, continue health expense benefits for you and
your eligible dependents. American Water Works may also allow you
to continue other coverage for which you are covered under the group
contract on the day before the approved FMLA leave starts.

At the timeyou request the leave. you must agree to make any
contributions required by American Water Worksto continue
coverage. American Water Works will continue to make premium

payments.
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If any coverage you are allowed to continue has reduction rules
applicable by reason of age or retirement. the coverage wil! be subject
to such rules while you are on FMLA leave.

Coverage will not be continued beyond the first to occur of:

a Thedate you are required to make any contributton and vou fail w0
do so.

m Thedate American Water Works determines your approved FMLA
leave is terminated.

m Thedate the coverage involved discontinues asto your Eligible
Class. However, coverage for health expenses will be available to
you under another plan sponsored by American Water Works.

Any coverage being continued for a dependent will not be continued
beyond the date it would otherwise terminate.

If Health Expense Benefits terminate because your approved FMLA
leave is deemed terminated by American Water Works. you may. on
the date of such termination. be eligible for Continuation Under
Federal Law on the same terms as though your employment
terminated. other than for gross misconduct. on such date. If the group
contract provides any other continuation of coverage (for example,
upon termination of employment. death. divorce. or ceasing to bea
defined dependent), you (or your eligible dependents) may be eligible
for such continuation on the date American Water Works determines
your approved FMLA leave is terminated or the date of the event for
which the continuation isavailable.

If you acquire a new dependent while your coverage is continued
during an approved FMLA leave. the dependent will beeligible for the
continued coverage on the same terms as would be applicable if you
were actively at work. not on an approved FMLA leave.

If you return to work for American Water Works following the date
American Water Works determines the approved FMLA leaveis
terminated. your coverage under the group contract wili bein forceas
though you had continued in active employment rather than going on
an approved FMLA leave. provided you make request for such
coverage within 31 days of the date American Water Works
determines the approved FMLA leaveto beterminated. If you do not
make such request within 31 days, coverage will again be effective
under the group contract only if and when Aetna givesits written
consent.

If any coverage being continued terminates because American Water
Works determines the approved f MLA leave is terminated, any
Conversion Privilege will be available on the same terms asthough
your employment had terminated on the date American Water Works
determines the approved FMLA leave is terminated.
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The Health Insurance Portability and
Accountability Act of 1996 (HIPAA)

Health Insurance Portability and Accountability Act of 1996 (HIPAA)
protects health insurance coverage for workersand their families when

they change or lose their jobs.

Late Enrollee

A "'Late Enrollee™ isa person (including yourself) for whom you do
not elect Health Expense Coverage within 31 days of the date the
person becomes eligible for such coverage.

Enrollment Procedure

You may elect coverage for a Late Enrollee only during the annual late
entrant enrollment period established by your Employer.

Coveragefor a Late Enrollee will become effective on the first day of
the second calendar month following the end of the |ate entrant
enrollment period during which you elect coverage for the Late
Enrollee.

Exceptions
A person will not be considered to be a Late Enroilee if al of the
following are met:

® Yyou did not elect Health Expense Coverage for the person involved
within 31 days of the date you were first eligible (or during an
open enrollment) because at that time:

the person was covered under other "creditable coverage” as
defined below: and

you stated, in writing, at the time you submitted the refusal that the
reason for the refusal was because the person had such coverage;
and

m the person loses such coverage because:
of termination of employment in a class eligible for such coverage;
of reduction in hours of employment;
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your spouse dies;
you and your spouse divorce or are legally separated:

such coverage was COBRA continuation and such continuation
was exhausted; or

the other plan terminates due to the employer's failure to pay the
premium or for any other reason: and

m You elect coverage within 31 days of the date the person loses
coverage for one of the above reasons.

As used above, "creditable coverage” isa person's prior medical
coverage asdefined in the Health Insurance Portability and
Accountability Act of 1996 (HIPAA). Such coverage includes
coverage issued on agroup or individual basis: Medicare; Medicaid,;
military-sponsored health care; a program of the Indian Health
Service; a state health benefits risk pool: the Federal Employees
Health Benefit Plan (FEHBP); a public health plan as defined in the
regulations; and any health benefit plan under Section 5(e) of the
Peace Corps Act.

If you are not considered a Late Enrollee, Health Expense Coverage
will become effective on the date of the election.

Additional Exceptions

Also. aperson will not be considered a Late Enrollee if you did not
elect, when the person wasfirst eligible, Health Expense Coveragefor:

m A spouseor child who meets the definition of a dependent, but you
elect it later and within 31 days of a court order requiring you to
provide such coverage for your dependent spouse or child. Such
coverage will become effective on the date of the court order.

= Yourself. and you subsequently acquire a dependent, who meets
the definition of a dependent, through marriage, and you
subsequently elect coverage for yourself and any such dependent
within 31 days of acquiring such dependent. Such coverage will
become effective on the date of the election.

a  Yourself. and you subsequently acquire a dependent, who meets
the definition of a dependent. through birth. adoption, or placement
for adoption, and you subsequently elect coveragefor yourself and
any such dependent within 31 days of acquiring such dependent.
Such coverage will become effective on the date of the child's
birth, the date of the child's adoption, or the datethe child isplaced
with you for adoption. whichever is applicable.

= Yourself and your spouse, and you subsequently acquirea
dependent, who meets the definition of a dependent, through birth,
adoption, or placement for adoption, and you subsequently elect
coverage for yourself, your spouse, and any such dependent within
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31 days of acquiring such dependent. Such coverage will become
effective on the date of the child'sbirth. the date of the child's
adoption. or the date the child is placed with vou for adoption.
whichever is applicable.

Certificate of Creditable Coverace

When you or your covered dependents terminate coverage under the
Plan, a certification of coverage form will beissued to you specifiing
your coverage dates under the health plan and any probationary

periods vou were required to satisfy. The centification of coverage

form will contain al the necessary information another health plan will
need to determine if you have prior continuous coverage that should be
credited toward any preexisting condition limitation period. Health
plans will require that you submit a copy of this form when you apply
for coverage.

The certification of coverage form will be issued to you when you
terminate coverage with the group and. if applicable, at the expiration
of any continuation period. The Claims Administrator will also issue
the cenification of coverage form if you request an additional copy at
any time within the 24 months after your coverage terminates.
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Clossary

The following definitions of certain wordsand phrases will help

you understand the benefits to which the definitions apply. Some
definitions which apply only to a specific benefit appear in the benefit
section. If adefinition appears in a benefit section and also appears in
the Glossary, the definition in the benefit section will apply in lieu of
the definition in the Glossary.

Room and Board Charges

Charges made by an institution for board and room and other
necessary services and supplies. They must be made regularly
at adaily or weekly rare.

Convalescent Facilih
Thisisan institution that:

m Islicensed to provide. and does provide. the following on an
inpatient basis for persons convalescing from illness or injury:

e professional nursing care by an R.N.. or by an L.P.N. directed
by afull-time R.N., and

e physical restoration services to help patients to meet a goal of
self-care in daily living activities.

m  Provides 24-hour-a-day nursing care by licensed nurses directed by
afull-timeR.N.

a s supervised full-time by a physician or R.N.
w  Keepsacomplete medical record on each patient.
m Hasa utilization review plan.

® Is not mainly aplace for rest, for the aged, for drug addicts, for
alcohalics. for mentally retarded persons. for custodial or
educational care. or for care of mental disorders.

m Makescharges for services rendered
Copay

This isa fee charged to a person for Covered Medical Expenses, as
specified in the applicable Summary of Coverage.

Course of Treatment

Thisisa planned program of services or supplies furnished by a health
care provider.

The program must be:

m In connection with the diagnosis and treatment of an injury or
ilIness.
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s Of definite duration. and

s Approved by the Primary Care Physician. for Managed Choice
participants.

Custodial Care

This means services and supplies furnished to a person mainly to help
him or her in the activities of daily life. This includes board and room
and other ingtitutional care. The person does not have to be disabled.
Such services and suppliesare custodial care without regard to:

a By whom they are prescribed. or

By whom they are recommended, or
m By whom they are performed.
Dentist

This meansa legally qualified dentist. Also. aphysician whois
licensed to do the dental work he or she performs.

Directory

Thisisalisting of Preferred Care Providers in the Service Area
covered under this Plan. which is given to American Water Worksfor
distribution to al associates covered under the Managed Choice Plan.

Disclosure of Information to Others

{This applies onlv to the Our-of~-Area Comprehensive Medical Plan,
the Out-of-Area Comprehensive Dental Plan, and the Life Insurance
BenefitsPlans.)

All information will be treated as confidential. It will not be disclosed
to others without your authorization, except in some instances where
such disclosure is necessary for the conduct of Aema's business.
Disclosure cannot be contrary to any law which applies.

The following sets forth the types of disclosure that may be made:

» Information may be made available to American Water Works or
hisor her representative in connection with the claim and financial
administration of the Plan. This includes policyholder audits.

= Information may bedisclosed to other insurersif there may be
duplicate coverage or a need to preserve the continuity of your
coverage.

Information may be disclosed to Peer Review Organizations and
other agencies to determine whether health services were necessary
and reasonably priced.

In addition. information may be given to regulators of Aetna's
business and to others as may be required by law. It may also be given
to law enforcement authorities when needed to prevent or prosecute
fraud or other illegal activities.
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Emergency Care

Thefirst care given in a hospital's emergency room after a sudden and
at the time. unexpected change in a person's physical or mental
condition such that:

= Care cannot safely and adequately be provided other than in a
hospital, or

m Adequate care isnot available at the time and place it is needed
Emergency Condition

This means the sudden and. at that time. unexpected onset of a change
in aperson's physical or mental condition which. if the procedure or
treatment were not performed right away could. as determined by
Aema, reasonably be expected to result in:

m Lossof lifeor limb. or

m  Significant impairment to bodily function. or

m Permanent dysfunction of a body part.

Home Health Care Agency

Thisisan agency that:

= Mainly provides skilled nursing and other therapeutic services,

s Isassociated with a professional group which makes policy (this
group must have at least one physician and oneR.N.},

s Hasfull-time supervision by a physician or an R.N..

m  Keeps complete medical records on each person,

» Hasa full-time administrator. and

a  Meets licensing standards.

Home Health Care Pian

This isaplan that provides for care and treatment of anillnessor
injury

The care and treatment must be:

a Prescribed in writing by the attending physician, and

m» An alternative to confinement in a hospital or convalescent facility.
Hospice Care

Thisiscare given to aterminaly ill person by or under arrangements
with a Hospice Care Agency. The care must be part of a Hospice Care
Program.

Hospice Care Agency
Thisisan agency or organization which:
m Has Hospice Careavailable 24 hoursa day.
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Meetsany licensing or certification standards set forth by the
jurisdiction whereit is.

Provides:

e skilled nursing senices.

e medical social services,

e psychological and dietary counseling. and

e bereavement counseling for the immediate family.
Provides or arrangesfor other services which will include:
e servicesof aphysician.

e physical or occupational therapy.

e pan-time home health aide services which mainly consist of
caring for terminally ill persons, and

e inpatient care in afacility when needed for pain control and
acute and chronic symptom management.

Has personnel which include at |east:
one physician.
e oneRN,

o onelicensed or certified social worker employed by the
Agency, and

e one pastoral or other counselor.

Establishes policies governing the provision of Hospice Care.
Assesses the patient's medical and social needs.

Develops a Hospice Care Program to meet those needs.

Provides an ongoing quality assurance program. Thisincludes
reviews by physicians, other than those who own or direct the
Agency.

Permits all area medical personnel to utilize its servicesfor their
patients.

Keepsa medical record on each patient.

Utilizes volunteers trained in providing services for non-medical
needs.

Has a full-ttme administrator

Hospice Care Program

This isawritten plan of Hospice Care, which:
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= |sestablished by and reviewed from time to time by:
e aphysician attending the person. and
e appropriate personnel of a Hospice Care Agency

B Isdesigned to provide palliative and supportive care to terminally
ill persons, and supportive care to their families.

= Includesan assessment of the person’'s medical and social needs.
and a description of the care to be given to meet those needs.

Hospice Facility

Thisisafacility. or adistinct part of one. which:

m  Mainly provides inpatient Hospice Care to terminally ill persons.
w  Charges its patients.

m  Meetsany licensing or certification standards set forth by the
jurisdiction where it is.

a Keepsamedical record on each patient.

m Providesan ongoing quality assurance program: thisincludes
reviews by physicians other than those who own or direct the

facility.
a Isrun by astaff of physicians: at least one such physician must be
on cal a al times.

a Provides. 24 hoursaday. nursing services under the direction of an
R.N.

a Hasafull-timeadministrator.
Hospital
Thisisa place that:

» Mainly providesinpatient facilitiesfor the surgical and medical
diagnosis. treatment. and care of injured and sick persons..

s |Ssupervised by astaff of physicians.
s Provides24-hour-a-day R.N. service.

Is not mainly a place for rest, for the aped, for drug addicts, for
alcoholics, or a nursing home.

m Makes charges for services rendered.
Information That May Be Collected

{This applies oniv to the Our-of-Area Comprehensive Medical Plan,
the Out-of-Area Comprehensive Dental Plan, and the Life Insurance
Benefits Plans)

Aetna, in providing insurance services to you, relies mainly on the
information you give on your group enroliment form and when you
tile clams.
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Aetna may also collect information about you from other sources.
Thisisinformation necessary for Aema to perform its function with
regard to the insurance ransaction in question. For example. if the
amount or type of coverage you areentitled to depends on your
earningsor job class. Aemawould obtain that information from
American Water Works.

L.P.N.
Thismeans a licensed practical nurse.
Mental Disorder

Thisisan illnesscommonly understood to be a mental disorder
whether or not it has a physiological or organic basis and for which
treatment is generally provided by or under the direction of amental
health professiona such as a psychiatrist. a psychologist. or a
psychiatric social worker. A mental or nervousdisorder includes, but
isnot limited to:

o Alcoholism and drug abuse.

Schizophrenia.

Bipolar disorder

Pervasive mental developmental disorder (Autism)

Panic disorder

m  Major depressive disorder.

»  Psychotic depression

m  Obsessive compulsive disorder

Mental disorder will not include alcoholism and drug abuse i fa
separate benefit applies to treatment of alcoholism and drug abuse.

Mecessary

A serviceor supply furnished by a particular provider is necessary if
Acina determines that it is appropriate for the diagnosis. care, or
treatment of theillness or injury involved.

To be appropriate. the service or supply must:

m Becareor treatment. as likely to produce a significant positive
outcome as, and no more likely to produce a negative outcome
than, any alternative service or supply. both asto theillnessor
injury involved and the person's overall health condition,

a Beadiagnostic procedure, indicated by the health status of the
person and be as likely to result in information that could affect the
course of treatment as, and no more likely to produce a negative
outcome than. any alternative service or supply, both asto the
illness or injury involved and the person's overall health condition,
and
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m Astodiagnosis. care, and treatment be no more costly (taking into
account all health expenses incurred in connection with the service
or supply) than any aternative service or supply that meets the
above tests.

In determining whether a service or supply is appropriate under the
circumstances, Aema will take into consideration:

& Information provided on theaffected person’s health status.
m Reportsin peer reviewed medical literature.

m Reportsand guidelines published by nationally recognized health
care organizations that include supporting scientific data.

O Generaly recognized professional standards of safety and
effectivenessin the United Statesfor diagnosis, care. or treatment.

o Theopinion of health professionalsin the generally recognized
health specialty involved. and

m Any other relevant information brought to Aetna's attention

In no event will the following services or suppliesbe considered to be

necessary:

s Those that do not require the technical skillsof amedical, mental
health. or dental professional,

Those furnished mainly for the personal comfort or convenience of
the person. any person who cares for him or her. any person whois
pan of hisor her family, any health care provider or health care

facility.

m Those furnished solely because the person isan inpatient on any
day on which the person's illness or injury could safely and
adequately be diagnosed or treated while not confined, or

m Those furnished solely because of the setting if the service or
supply could safely and adequately be furnished in a physician's or
adentist's office or other less costly setting.

Negotiated Charge

This isthe maximum charge a Preferred Care Provider has agreed
to make as to any service or supply for the purpose of the benefits
under this Plan.

Non-Occupational 1liness

A non-occupational illness isan illness that does not:

m ariseout of (orin the course of) any work for pay or profit, or
m result in any way from an illness that does.

An illness will be deemed to be non-occupational regardless of cause
if proof is furnished that the person:
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m iscovered under any type of Workers Compensation law. and
= isnot covered for that illness under such law
Non-Occupational Injury

A non-occupational mjury iSan accidental bodity mjury thet does 1o

w Ariseout of (orin the course of) any work for pay or profit. or
& Result in any way from an injury. which does

Non-Preferred Care

Thisisa health care service or supply furnished by a health care
provider that is not Preferred Care.

Non-Preferred Care Provider
Thisisa provider who is:

m A hedth care provider that has not contracted to furnish services or
supplies at a Negotiated Charge. or

m A Preferred Care Provider that is furnishing servicesor supplies
without the referral of a Primary Care Physician.

Orthodontic Treatment
Thisisany:
= Medical serviceor supply. or

0 Dentd serviceor supply. furnished to prevent or to diagnose or to
correct a misalignment:

a Of the teeth. or
Of the hite. or

m Of thejawsor jaw joint relationship. whether or not for the
purpose of relieving pain.

Not included is:

m Theinstallation of a space maintainer, or

= A surgica procedure to correct malocclusion
Physician

This meansalegally qualified physician.
Preferred Care

This isahealth care service or supply furnished by:

a A person's Primary Care Physician. or a Preferred Care Provider
on the referral of the Primary Care Physician.

m A Non-Preferred Care Provider on the referral of the person's
Primary Care Physician and if approved by Aetha.
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s Any healtb care provider for an emergency condition when navel
toa Preferred Care Provider or referral by a person's Primary Care
Physician prior to treatment is not feasible.

Preferred Care Provider

Thisisa health care provider that has contracted to furnish services or
supplies for a Negotiated Charge. but only if the provider is. with
Aemas consent. included in the Directory as a Preferred Care
Provider for:

s Theservice or supply involved. and

m Theclassof associates of which you are member.
Primary Care Physician

This isthe Preferred Care Provider whois:

m  Selected by a person from the Aetna website at www aetna.com.
Responsible for the person's on-going health care, and

m Shown on Aema's records as the person's Primary Care Physician.

Privacy Notice Regarding Insured Plans Underwritien by Aetna

Aema has adopted a comprehensive insurance privacy policy based on
the recommendations of the Federal Privacy Protection Study
Commission. This Notice describes certain aspects of that policy,
which apply to you as a covered person in a plan of group insurance
insured by Aetna. The policy does not apply where a different
approach is required by law.

Reasonable and Customary Charge

Only that pan of a charge. which is reasonable, iscovered. The
reasonable charge for aservice or supply is the lower of:

m The provider's usua charge for furnishing it, or

m Thecharge Aetna determines to be the prevailing charge level
made for it in the geogranhic area where it is furnished.

In determining the reasonable charge for a service or supply that is:
s Unusua,

m Not often provided in thearea, or

m  Provided by only asmall number of providersin the area,
Aetna may take into account such factors as:

m The complexity of the service or supply,

m  The degree of skill needed,

m  The type of specialty of the provider,

m  The range of servicesor supplies provided by a facility, and

m The prevailing charge in other areas
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Right of Accessand Correction

(This applies only to the Out-of-Area Comprehensive Medical Plan.
the Out-of-Area Comprehensive Denral Plan, and the Life Insurance
Benefits Plans)

In general, you have a right to learn the nature and substance of any
information Aetna has in itsfiles about you. You may also have a
right of access to such files, except information. which relates to a
clam or acivil or criminal proceeding. and to ask for correction.
amendment, or deletion of personal information. This can be done in
states which provide such rights and which grant immunity to insurers
providing such access. If you request any health information. Aetna
may elect to disclose details of the information you request to your
(anending) physician. If you wish to exercise this right or if you wish
to have more details on our information practices, please contact:

Aetna

Benefit Contracts Compliance, MB58
151 Farmington Avenue

Hartford, CT 06156

R.N.
This means a registered nurse
Semi-Private Rate

This s the charge for board and room, which an institution applies- to
the most beds in its semi-private rooms with rwo or more beds. If
there are no such rooms. Aetna will figurethe rate. It will bethe - rate
most commonly charged by similar institutions in the same geographic
area.

Service Area

This is the geographic area in which Preferred Care Providers for this
Plan are located, as determined by Aetna.

Terminally HI

Thisisamedical prognosis of six months or lessto live.

Totally Disabled

The words "totally disabled" mean that because of injury or illness:

m You are not able to engage in your customary occupation and are
not working for pay or profit.

m Your dependent is not able to engage in most of the normal
activities of a person of like age and sex in good health.

Termination of Coverage

Coverage under this Plan terminates when thefirst of these - events
happen:
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The day your employment ceases.
When the group contract terminates as to the coverage.

E O =

Whenyou are no longer in an Eligible Class.
m  When you fail to make any required conmbution.

Ceasing active work will be deemed to be cessation of employment.
However, if you are not at work because of illness or injury. your
employment will be continued for up to six months from the start of
the absence. It may be further continued. until stopped by your
Employer, but not beyond 12 months from the start of the absence.

If this provision applies to you or one of your covered dependents, see
the section Continuation of Coverage Under Federal Law - COBRA
for information which may affect you.
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Employer
| dentification
Number

Plan Number

Effective Date
Plan Year End
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Administrator

Agent fer Service
of Legal Process

Funding

'TheNewborns
and Mothers'
Health Protection
Act of 1996

Women's Health
and Cancer
Rights Act of
1998
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General Information

American Water Works Company. Inc. and its Designated Subsidiaries
1025 Laurel Oak Road
Voorhees, NJ 08043

51-0063696

501
October i. 1996
December 31

Vice President. Human Resources
American Water Works Company. Inc
1025 Laurel Oak Road

Voorhees, NJ 08043

The Secretary

American Water Works Company, Inc
1025 Laurel Oak Road

Voorhees. NJ 08043

Self-insured

The Plan does not restrict benefitsfor any hospital length of stay in
connection with childbirth for the mother or newborn child to less than
48 hoursfollowing a normal vagina delivery, or less than 96 hours
following a caesarean section. or require that a provider obtain
authorization from the Plan for prescribing a length of stay not in
excess of the above periods.

The attending provider. after consulting with the mother, may
discharge the mother and newborn earlier than 48 hours following a
vaginal delivery or 96 hours following a caesarean section.

This Plan, asrequired by the Women's Health and Cancer Rights Act
of 1998, provides benefits for mastectomy-related servicesincluding
reconstruction and surgery to achieve symmetry between the breasts,
prostheses. and complications resulting from a mastectomy, including
lymphedemas.






