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Introduction 

Your Amerrcan Wafer 
Works benefm can add 
up 10 a srgnrftcanr pan of 
your lorai compensalion 
providrng you wrlh added 
Secunry an0 peace of 
mrnd 

At American Water Works. leadership. vision. and achievemenr h3\e 
become a proud tradition. Today. we are poised to build upon this 
tradition, thanks to the skills. teamwork. and dedication of o w  valued 
associates. 

In recognition of the efficiency and comminnent with which our 
associates approach each new challenge, American Uarer Works 
provides you with a competitive total compensation package that. in 
many ways, sets an i n d u s v  standard. A cornerstone of this package is 
our associate benefirs program. This Summaq Plan Description 
describes the following American Water Works associate benefit 
plans: 

m Your Medical Plans 

0 The Managed Choice Plan 

The HMO Elect Chorce Plan 

The Out-Of-Area Comprehensive Medical Plan 

The Medical Opr-Out Opt~on 

m The Prescnptron Drug Plan 

m The Dental Plan 

B Flexible Spending .Accounts 

Healrh Care Spending Account 

Dependent Care Spendlng Account 

m Shon-Tern D~sabilir\. 

Long-Tern Drsabiltr\. 

m Life lnsurance 

Basic and Optional Group Term Life lnsurance 

Voluntan. Life lnsurance 

Spouse and Dependent Life lnsurance 

Accidenral Death 6r Dismemberment lnsurance 

Travel Accrdenf lnsurance 

The benefits described are provided by American Water Works 
Company. lnc.. referred to as American Water Works throughout this 
Summary Plan Descnprron. 
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Please read this Summary Plan Description carefully and refer to it  
whenever you have questions about American Water Works benefits 
program or the specific coverages that apply to you. If  you ha\.e 
questions about these plans. please contact your Human Resources 
representative. 

American Water Works reserves the right to amend the benefit plans 
described in this summary at any time, without pnor notice to 
participants, including the right to change eligibility crileria or 
program costs and the right to resmct or eliminate benefits provided. 
American Water Works also reserves the 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 Summar) 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). Pan rime associates 
or temporary associates are not eligible. Your e l i z i b i l i ~  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 o f  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 a layoff. on disability. or on leave of absence on your 
eligibility date. coverage will begin on the day you return to active 
work. 

Your eligible dependents includ:: 

Your wife or husband. 

m Your unmamed children from birth to age 19 who are: 

Fully dependent on you for suppon 

Not employed full-time and 

Not in the milira3 service 

The uord "ch~ldren" includes adopted children, foster children, 
rrandchildren. and stepchildren who meet all of the above criteria, 
li\e u ~ t h  > O U  in a parent-child relationsh~p. and must be claimed as 
dcpendents 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 as the 
place of his or her legal residence - even though the child may be 
away from your home during certain periods of the year (e.g., to 
attend school). 

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

Your unmamed children ages 19 to 23. while: 

Fully dependent on you for support 

Full-time srudents 

Not employed full-time and 

Not in the mililary service 
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Dependents cannot panicipate unless you. the associate. also 
parficipate. An individual is not 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 

The Managed Cnoice 
Plan rs a poinl of service 
plan ma1 emphasizes ' 
born prevenlive care and 1 
protecrion agarnsr the 1 
cosr olrl lness an0 
serious ~ I U W  

Tne Hh13 Eiec! Cnoice is 
a pmr; : r a :  emocas zes 
boln orevenrive care and 
proreciion aoains: me 
COS: o! ,mess se'rous 
m j u q  w;!c .--ne!woi* 
benetlrs on0 

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

The Managed Choice Plan 

The Managed Choice Plan is a managed care plan. The Plan is self- 
insured by American Water Works. Aema provides certain 
adminisnative services under the Plan. The Managed Choice Plan 
emphasizes preventive care. and protects you against the cost of illness 
and serious injup 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, 
inlemists, and pediamcians from your oun  community. If you live in 
a designated area and enroll in the Plan. you and each covered member 
of your family select a PCP. To learn which physicians are 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 a managed care plan that is self-insured by American 
hater  Works. I t  has a 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 HMO network. 
If you choose an HMO for your medical coverage, you must choose a 
prima? care physician (PCP) from the insurance company's network 
to coordinate your care. This means that if you need to see a 
specialist. your PCP must refer you to an appropriate provider. With 
this plan. there are never any claim forms to file. To learn which 
physicians are in the network. call Aetna at (800) 292-4366 or log on 
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to the Aema website at wu..aema.com and c l~ck on DocFind. For a 
detailed description of the Plan. please see pases 59-S7. 

The Out-Of-Area Comprehensive Medical Plan 

The Out-01-~rea The Out-of-Area Comprehensive Plan IS a self-insured plan by 
American Water Works. The Plan covers the expenses you or a family 

Plan opbon ,s a 
member may incur as the result of a serious illness or injury. as well as 
many routine med~cal expenses. You may use any lrcensed doctor or 

cosr of  rlmess ano hosprtal you choose. For a derarled descnpt~on 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 Med~ca: OD! -0s :  The Medical Opt-Out Option p e s  you the oppormnity not to elect 
Optron aitows you ro OD! medical coverage. If you choose not to elect a Company-provided 
out 01 the rnedrcar man I 

an0 recewe a s IC; medrcal plan for you and your dependents, the Company will credit 
payment ~ e '  r a n : -  you S 100 per month. This Sl00 a month credit assumes no medical or 

dental coverage. Dental Coverage can be purchased separately (see 
page 139). 

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

During the year. if you experience a Qualified Family Status 
Change that would allow you to drop your medical coverage, 
documentat~on must be provided that you have medical 
coverage. A s~gned affklavit obtained from your Human 
Resources representative serves as proof. This is nor required 
dunng open enrollment or if you are a new hire. 

If a husband and wrfe are Amencan Water Works associates, the 
Med~cal Opt-Out Optron 1s not available. 
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Plan Comparison Chart 

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

Rouunc Ph?siz3l 6 r m  i lontc pcr 24 monthisi. ioncc pci Z i  monthai. l o r n  per 24 n a n W  
WII baby to 6 vrr i we11 baby vn . I m u n ~ u w n -  IM?. ahcr Sl5 mpa? I .r01 c w m d  / 100 '~af ic iS l5  capa? 80.,ilRcrdeducdblc 

; 100% ahcr $15 copa) i I IW. ahrr S I5 copa) 80% afkr dcducubk 
j . Routme Elu and Hcmn.' Lxam ionccpc r3mon th r~  

"' 
, IOWC pn 24 rnonthrl (on= per 24 monb) 

I I W ~ 0 a h c r S l 5 ~ o p . y  / 1 W ~ ~ a . f  I 1 5  soply 
i (once pn year on i a n c ~  per rcnr on 80% .Ro deducribte 

j . RovlincOB GI\ Exam I NO! c o r c d  : r d f - m i o n 1  to I 5elr-dcml to (IF dmdu F.) 

1 Halpll.1 *l,rm.f,rrr 

, . Homi Ha!,? I r . .  Woo -Oar ancr deductlbk i 100% 
,I?,# \ ,<,  : ~ p : .  .J  :r.2,. \&'>., 

VV'. lo, ' 0  4ncr dcducl~bir. I l(m9. far 70 r .  P",,,L. 1)W. \,,?..T. ..nuur ~h,tt, pc; <r -na. ~ w r  -18 +,fir pcr ~r ! L-hour shitU FI F 

; . S L I I I ~  \u:.,~: dcdumbk. 1 1009m 60 days 
VO'. lor 120 da? : ."." , : c o n \ a < ~ , ~ m :  k,.:>.~. 

: i n c r  d<ducnblr. Iti(Po fa, 90dav 
OO0. 10, . Ho.niL; ,"I-.#.- : ' o . 0  for quda? 1 llrcllme m x i m u m  

Ull a:, lhiclirnc maximum lilellmc m ~ r ~ m u m  8 

8 V h  a k  dcdust~blc 

80% nfkr dedunlble 

A R n  dcdunibts. 80.A 
up lo mulmum 

I ?O dm m conhncrmt 

A h  dcdunible. 
80% f a  90 d a y  

I&mm m l m m  
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I 9% for MI &I.$ pm y u r  ARrr dducnblr.  ,(Pa 

Shon Tmn Rehablltrauon dsrmficd by PCP far 60 days wr yx 
Ifor a l e  coo&ooos only1 ifor arvic cond#!~on, onl?) 

. Inpsoml A l c o h a l D N ~  Trcarmcnr Wh 
A h  dcdmble. 70% 

Icormgc for asmiarc  for 4  days p r  >T . up ro 
a d  dcpcndcnu I 

i '0mbUmYm45 &* S : ~ O  pi conftncmm 

- - 

lnpslicn, Trcrrmm? 0 1  j ~ 0 f o r 4 5 & y s m y i  1 A h n  dcdumblc, 
MmuI and *cnour C ond81ion. lmusl bc p-fiedl 70'. for 4 S  darrpr n 

Sm; (m dcdmblcl  
ARci  $25 ~apsy. q l o S S m ;  

1009,. for ?O v i rw pn yi. 50% IrRndedumibteI 
lor u- .*n 5500 

Please nore: 

All maximums are combmed for mental health and chemical dependency expenses. Also, 
menral health and chemical dependency amounts do nor apply to your out-of-pocket maximum. 

These cham ciqla! on\> a general description of your benefits under each of your American 
Water Work. plan options. Should there be a conflict between the benefits shown on the charts 
and rhose dtscrihed i n  rh t  Irgal plan documents. the terms of the lesal documents will beused to 
determmc c o i  crages and benefits. 

.4ssociates u h o  h3\s  an HhlO other than Eiecr Choice should obtain a package from Human 
Resources conr31n1ng 3 summary of benefits. 
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Summary of Benefis -Peoria, IL Open Choice (PPO) 

/ . ~rnhuiancr  xn' . 1 80% . P h % v i u r  In-Horpcul 4 r - i l . C .  40'0 I 7040 r h o  dducuble 

Pmcndrr Cart . Rouilnr timh i wr; 
- 

I ~ ~ c l l b A h ~ - ~ ~ ~ ~ # L ~ ~ :  \t2: IMPo ahrr S I S  copa: Not covered / 2 u . ~ ~ . w c o n J  , twc prr 
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*Please note: Coverage maximums up to a certain number of dayslvisits per calendar year are 
reached by combinins either preferred or non-preferred benefits up to the limit for one or the other. 
but not both. Example: if preferred benefit is for 60 days and non-preferred benefit is for 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 cenain procedures and rests. For a lin of these procedures. 
conracr >!ember Semices. 

This is only a brief summay 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. 

The contnbutlon schedule for the Managed Choice. HMO Elect Choice, 
2nd Our-of-Area Comprehenslse Medical Plans IS shown below. 

-.- -_ 
i 1 2002 Bi-WeeHy.$!&% . ... . 

Medical and Dental Plans / Single . . 1% Family:; 
! I I 
I 

1 Aerna 5lan3~cd Chorce Plan (PPO in Peona. IL) and Aetna Dental PPO / 56.92 1 $18.46 / 

: ~ e d l c a l  and Dental Opt-out Option / ($46.16) 1 ($46.16) 

I HMO Elect Choice Aerna Dental PPO 
Our-of-.Area Cornprehensne and .4etna Dental PPO - 

1 Aerna Dental PPO on]! 

* These rontriburions also a p p ! ~  to orher HMOs throughout American Water Works 

/ 16 The Medrrd Pim; 

$6.92 1 $18.46 ! 

56.92 1 $18.46 
(542.24) 1 ($43.86) 
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Rates are subject to cbange. If an associate resides in an area where Managed Choice is not 
available, contributions for the Out-of-Area Comprehensive Medical Plan will br p a d  at the 
Managed Choice rate, but the benefit levels will reflect the Out-of-Area Comprehensive \Iedic31 
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 penod will 
count toward the 36-montb COBRA period. 

When you enroll m a 
medrcal plan you are 
automafrcally enroaed m 
Arnencan Wafer Works 
Dental and Prescnpfron 
Drug Plans You also 
have the oplron of 
declmtng medrcal and 
denial coverage for 
yourself or your eliglbre 
dependents 

Enrolling For Medical Coverage 

When enrollin_e 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. 

The HMO Elect Choice. or 

The Out-of-Area Comprehensive Medical Plan 

rn The Medical 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 eligibilq date. Your 
eligibility date is the first day of the month following completion of 
one full month of continuous employment. 

If you do nor submit the completed form. you will not be enrolled in 
the Medical Opt-Out Option and will not receive the $100 credit per 
month. l'ou will nor be able to enroll into a medical plan until the next 
Open Enrollment penod. 

The annual Open Enrollment Period is an imponant oppormnity to 
review your coverage levels and make chanzes to meet your benefit 
needs for the next Plan Year. 

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

,411 plans provide reasonable access to primary care. specialists, and 
network hospitals. The standard for distance from an associate's home 
to a Prima? Care PhysicIan that is accepting new patients is as 
follows: 

The Mcdicnl PIms 17 
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Qualified Family Status Changes 

r 
Adult Physician 

You may enroll in a Plan as a new hire or during the annual Open 
Enrollment period. However, if you or your family have a qualified 
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. 

.%re. ,4 Qualified fa mi!^ Srarus Change does nor allow you fo change 
>.vur currenr medical plan. .4 Medical Plan is defined as Managed 
Choice. HMO Elecr Choice. or rhe Our-oJ.4rea Comprehensive Plan. 

.A "qualified family status change'' occurs if: 

-: Urban A m  

rn A child is born or adopted. 

Your spouse or child dies. 

R a d  Ares 

(includes Famicv Practice ond 3 in 8 miles / 2 in I2 miles 
General Internal Medicine, 1 1 
Pediatrician / 2 in 8 miles 2 in 12 miles 1 
OBIGrn 1 / 7 in 8 miles 7 in 12 miles 1 

rn .A stepchild or foster child joins your family. 

You get married. 

Hospital 

s l 'ou get divorced or legally separated.' 

1 in I0 miles 1 1 in 15 miles 

rn You change from full-time to pan-rime employment. 

You change from pan-tune ro full-time employment. 

You take an unpaid leave of absence. 

rn You return From an unpaid leave of absence. 

rn Your dependent child mames.' 

rn Your dependent child loses his or her eligibility (i.e., reaches his or 
her 19th binhday--or 23rd binhday if he or she is a full-time 
student---or graduates from college before reaching his or her 23rd 
birthday).. 
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s You become disabled. 

s Your spouse loses his or her job 

rn You receive a "Qualified Medical Child Suppon Order 
(QMCSO)." See 108 for more details. 

rn You may chanse your plan if you move to a sewice area %here 
your current medical plan is nor available. 

'These events could resulr in an immediate loss of eligibiliy for 
dependem 
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The Managed Choice Plan 

The Plan IS self-msured by 
Amencan Wafer Works. 
Aefna prowdes certain 
adm,nlsfratrve semces 

The Managed Choice Plan is a 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 a company pays claims usins its oun  funds. the 
plan is considered to be "self-inswed." Aema provides cenain 
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. yow 
care must be provided or coordinated by a PCP. PCPs include general 
practirioners, family pract~tionen, internists. and pediamcians from 
your own cornmunit).. If you live in a designated area and enroll in the 
Plan. you and each covered member of your family select a PCP. To 
learn which physicians are in the network. call Aema at (800) 292- 
4366 or log on to the Aema website at uuu..aema.com and click on 
DocFind. 

Your PCP provides you with the type of care traditionally provided by 
a trusted family doctor who knows your health history and is 
concerned about each aspect of your health care needs and 
preferences. If vou need specialized care or advice, your PCP will 
refer you to an appropriate network specialist. 
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How the Managed Choice Plan Works 

With Managed Choice. you first choose a Prima? Care Physician 
(PCP) from a 'betwork" of health care providers. Your PCP will 
either provide or cmrdinare your medical care. &\en your PCP 
coordinates your care: 

You receive a higher level of reimbursement for your medical 
expenses than you would receive if you chose a physician not 
in the network, 

You do not have to meet an annual deductible. and 

Your PCP or other in-network healthcare providers file all your 
claims, 

Your PCP initiates all required precenification. 

No claims to file. 

You will not experience any reduct~on in benefits under the 
"reasonable and customary" rule because health care providers 
in the network are allowed to charze only the spec~al rates that 
Aema has negotiated with them. (See the Glossary for a 
definmon of "reasonable and customary charge".) 

YOU may recerve a n  You must contact your Primary Care Physician before you receive any 
annual OB'GYN exam medical care in order to receive the preferred level of benefits under 
from a oein?,. ~ ' O i o e '  

w,,nour a ieie,ia ro,i, [he Manaeed Choice Plan. except in rhe following situations: 
PCP 1 0 Once a year. you may receive an annual OBIGYN exam from a 

nework prouder wlthour a referral from your PCP. To learn 
tvh~ch phys~clans are in rhe network, call Aema at (800) 292- 
4366 or log on to the Aetna website at vmw.aetna.com and 
click on DocF~nd. 

Expenses lncurred for one rourine OBIGYN exam given by a 
Preferred Care Provider without referral by your Primary Care 
Phystc~an will be considered a Covered Medical Expense. 

Contacr wirh your Primary Care Physician may take place after 
medical care is given to treat an "emergency condition," as 
defined in t h ~ s  Summar]: Plan Descnprion. 

L nder the Managed Cho~ce  program. you may still receive care from 
an! pro\~der you choose bust as you could under a traditional plan), 
this is called gomg OUI of nework. but if you do: 

You will have to meet an annual deductible, . Your level of benefits rembursable will be lower, 

You will have to file your own claims, 
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You will need to initiate precenification for inpatient 
hospitalization and certain ourparient procedures. and 

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

Choosing a Primary Care Physician (PCP) 

YOU may change your As a participant in the Managed Choice pro-pm. you can select a 
Primary Care Physician (PCP) by accessing the Aema website at 

call;ng Member Sewrces. 
 lo^-free. ar (800) 292- 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 houn are convenient for you. 

Because different members of your family may need different types of 
health care. the network includes a vane? of PCPs: 

Family practitioners and general practitioners have expenise in 
family care. w ~ t h  an emphasis on preventive medicine and 
health management. 

Internists have expertise in adult internal medicine 

Pediamc~ans have expenise in the rreatrnent 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 websire at w%w.aema.com or by calling Aema at (800) 
292-4366. 
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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 network. Remember. in order to receive the 
highest level of benefits. you must use a specialist who belongs to the 
network, and your PCP must refer you to him or her. There are 
three exceptions to this rule: 

Once a year. you may choose an obstemcian or pnecologist 
from the Aema website at uuu..aerna.com or by calling Aerna 
at (800) 2924366 and make an appointment directly with him 
or her for a routine gynecological exam. 

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

If 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. 

Silmntaiy of Managed Choice Advantages 

You and each co~cred family member select a PCP from among those listed on the Aetna 
website at w ~ u  actna.com or by calling (800) 2924366. When you need care, you may choose 
10 receive.. . 

I Call your PCP first The PCP will either treat i 1 Call a doctor other than your PCP. The 
doctor will either treat you or refer you 

you or rcicr !IIU lo an in-network specialist. I i 
I i to another doctor. 

/ The plan pa?. higher hrnefirs. , The plan pays lower benefits. 

/ You don'r nccd 10 tile clams. i , You must file claims yourself. 
i 

If preccnific3tion I ,  required. your PCP 1 If precenification is required, you must stan the 
wlll handic 1 1  t r  vou. 1 ! process yourself. 

I You d o  nor nccd i t )  o m  about You must pay all charges in excess of "reasonab' 
1 "reasonahlc 2nd cucroman.. limits. and customary" limits. 
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Coverage for Dependents Who Live Outside 
the Network Area 

11 your child IS away af The Managed Choice option has special provisions to meet the needs 
schoor you should select I 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 Bve an0 mulrne 
care may be arranged consider these guidelines: 
dunng school breaks If your child is away at school, you should select a PCP from 

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 infirmaty and 
call the in-network PCP for a referral to a local physician or 
hospital. Benefits will be paid at the in-network level. 

If  your 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 benefits will be paid at the out- 
of-network level. Or, if you are enrolled in Managed Choice, 
and a Managed Choice nerwork is available in that area, your 
child may select a PCP from the local network and receive the 
higher level of benefits. Call Member Services at (800) 292- 
4366. 

Covered Medical Expenses for dependents covered under this 
Plan who permanently reside outside the Service Area include 
the rypes of expenses listed under Non-Preferred Care. 
Benefits will be paid at 70% after deductible. except that 
Outpanenr 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 "on-ene'ger:. If yoc're away from home (out of a Managed Choice network area) 
s~ruaoon a w v s  Cali voui and you need medical care in a non-emergency situation, you should 
PCP Irrs: 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 Plan pays only the lower level o f  benefits. 
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In Case of Emergency 

An emergency IS a sudden In case of emergency. get the care you need from the nearest health 
and unexpected hie- care facility or physician. Then, conlact your PCP to authorize and 
threatening rnedrwl 
condition that requrres follow up on your care. A life-threatening medical emergency is 
immed;ate rnedtcal or defined as "a sudden and unexpected life-threatening medical 
surgrcal care condition that requires immediate medical or surgical care in order to 

prevent death or a severe health crisis." Examples include 
convulsions, excessive bleeding, serious bums, and suspected heart 
anack 

You will be paid at the Plan's higher benefic level for emergency care 
- 24 hours a day, 365 days a year - whether you are at home or away. 
When you need emergency care. it's imponant that you don't delay 
seeking immediate care at the nearest appropriate 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- 
network" benefits. after meeting the annual deduct~ble. 

When Y o z r  Get Care on Your Own 

The Managed Choice program also lets you arrange health care on 
your onn. without going through your PCP. This is called self- 
referral. However. when you self-refer, you will have to pay a larger 
share of the cost of your care. even ifyou self-refer to a network 
provider. You will also have to: 

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

File a claim form each time you self-refer in order to receive 
reimbursement. 

Call Member Services to precenify hospital or other facility 
admissions and certain surgical procedures and treatments (see 
page 29 for a list of these procedures and treatments). If you 
do not follow precertification procedures, your benefits will be 
reduced. 

1 28 The Manaxed Choice Plan 
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Precertijication 

hecertification is an imponant feature of the Managed Choice Plan. 
Your PCP coordinates your care and will obtam any necessan. 
precertification. However. if you elect to get care from an out-of- 
network provider - bypassing your PCP - you will have to initiate the 
precertification process yourself. In order to recewe the hishest level 
of benefits available. you must contact Aema Member Sewices at 
(800) 292-4366 to precenify any hospital adm~ssions and cenain 
ourparient surgical procedures. rreaments. and tests. The purpose of 
this process is to review the medical necessit). of a procedure and to 
approve an appropriate len-@h of stay. 

what procedures Precefiification is required for: 

Must Be rn All hospital and convalescent facility admissions. 
Precertified Home healrh care. hospice care. and skilled nursing care 

rn Inpatient treatment for substance abuse and menral disorders. 

rn Cenain outpatient surgeries. rreamlents. and tests. These include: 

Allergy immunotherapy 

Bunionectomy 

Carpal ~ n n e l  surge? 

Colonoscopy 

Coronan anpiography 

CT scan - spine 

Dilat~on and curenape (D&C) 

Hemorrhoidectomy 

Knee anhroscopy 

Laparoscopy (pelvic) 

MRI - knee 

MRI - spme 

Septorhinoplasty 

Tympanostomy tube 

Upper gastrointestinal endoscopy 

The Mnnngcd Choicr PLm 29 
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How to Request 
Precertification 
for a Medical 
Procedure or 
Admission 

There Is .A 
Penalt? If \'ou 
Don't Precertif! 

I f  Your Hospital 
Stay Is Longer 
Than Expected 

To request precenification of an admission or procedure. call the 
precen telephone number listed on your ID card. or call .4ema 
Member Services. toll-free. at (800) 2923366 to be directed to the 
Patient Management site for your area. 

TO request precenification of an out-of-nerwork admission or 
procedure, just call the precen telephone number listed on your ID 
card or Aema Member Services. toll-free. at (800) 2924366. Sou  
should call at least 14 days before any scheduled admission or 
outpatient procedure, or as soon as you're aware that you need medical 
care. In case 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 Consulrant who will ask you: 

Your name and Soc~al Security number. 

The relationship of the patient to you, 

0 What type of surgical procedure or test you need, 

The name and telephone number of your doctor, and 

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 
wth  generally accepted medical standards. 

%lental Health and Substance Abuse admissions are  precertifred 
b! hlagellan at (800) 424-1047. 

I f .  In accordance with such standards. the proposed inpatient 
admrssion or treatment is medically necessary. it will be certified by 
rhe Yurse Consultant. On the other hand. if other treatment is more 
appropriate. alternative treatment settings may be suggested. See page 
29 for more information regarding precenification. 

liyou do not call Aetna Member Services to precenify a hospital 
admission or any of the procedures or rests listed. you will be 
responsible for a separate 5 150 penalty charge. in addition to your 
deductible. before benefits are 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 Aetna Member Services as soon as you are aware of the need to 
esrend your length of stay. The Nurse Consultant can then work with 
your doctor to extend the cenification of your hospital stay. 
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Fadwe ro precerlify wrll 
result !n a 5750 reduction 

Precertification Requirements for 
Non-Pre ferred Care 

You must obtain precenification for the following QTes of Non- 
Preferred Care to avoid a reduction in benefits paid for that care: 

rn Hospital Admissions 

rn Trearment Facility Adrn~ssions 

rn Convalescent Facility Admissions 

rn Home Health Care Expenses 

rn Hospice Care Expenses and Skilled Nursing Care 

Failure to precenify will result in a $150 reduction in benefirs. This is 
known as the "Excluded Amount." which applies separately to each 
r)pe of expense listed above. 

L:nderstandin,g Your Share of Medical 

.4mencan Water Works Medical Plans have been carefully designed to 
prov~de qual~ty care and the most value from each dollar spent by you 
and the Company. I t  IS important that you understand how we share 
the costs of these valuable benefits. 

Deduct ibles  .A deductible is the amount you must pay before the Plan begins to pay 
benefits for covered expenses. All deductible5 are calculated on an 
annual basis and must be met every year. The Managed Choice Plan 
drductibles apply only to services that are not coordinated by your 
PCP. Copayments do not count toward meeting the annual 
deducr~bles. 

rn 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: 

Inpatient 
Hospital 
Deductible 

Covered Medical Expenses are incurred by persons in )our 
family, 

Tbese expenses are applied against the separate Calendar Year 
Deductibles, and 

0 In a calendar year. they exceed the Family Deductible Limit. 

The added benefit is 7056 of the amount that exceeds the Family 
Deductible Limit. It  does nor count against any person's Maximum 
Benefit. 

This is the amount you pay for each hospiral confinement. The 
lnpatient Hospital Deductible will be applied only once to each 
hospital confinement, regardless ofcause, which is separated by less 
rhan I0 days from another confinement. 

Expenses used to meet the lnpatienr 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 lnpatient 
Hospital Deductible. 

lnpatient Hospital Deductible - 5250 per confinement (out of 
nerwork only) 

T h ~ s  lnpatient Hosp~ral Deductible applies to lnpatient Hospital 
Confinements. including lnpatient Alcoholism, Drug Abuse, and 
Mental Disorder confinements incurred for Non-Preferred Care 
and for care for dependents who permanently reside outside the 
Semtce Area covered under this Plan. 

However. for a confinemenr of a well newborn child that starts on 
[he day of binh, the lnpatient 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 is in force. T o  
maintain continuous coverage on the newbom, you must add 
hlrnher to the Plan as a dependent within 31 days of birth. 

Emergency Room Deductible - $25 

This Emergency Room Deductible applies to Hospital Expenses 
mcurred 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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Copayments and After you meet the applicable annual deductible. you and the 

Coinsurance Company share the remaining expenses through a copa:ment icopa! 1 

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. your share of the cost is referred to as a copaynent. 
This copay is a flat fee for certain network semices. If you are 
admined to a network hospital or hospital alternative. generally you 
will be covered at 90%. You are responsible for the remaining 10%. 
up to the annual out-of-pocket expense limit. 

Your in-network coinsurance and copayment amounts do not apply to 
your out-of-network deductible and coinsurance limits. Also. 
deductibles and 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. 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. 

Out-of-Pocket 
Limits 

There is a limit to the share of medical expenses you have to pay 
during each calendar year. This expense amount is known as the "out- 
of-pocket'. limit. 

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 at SO each January. 

However, any expense not determined to be a covered expense as well 
2s mental health and chemical dependency charges, and 
precenitication penalties cannot be applied to your out-of-pocket limit. 

Lifetime The Managed Choice Plan provides an unlimited Lifetime Maximum 

Maximum Benefit for you and each covered member of your family. 

Benefit 

7 7 ~  Managed Choice P h  33 
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Amencan Wafer Wohs Your share of the cost (your conmbution) of your benefits is paid each 
pays the malonfy of yoor pay cycle, through convenient pretar payroll deductions. Prerur 
medical and denial 
benefits costs. 

means that your contributions are withheld before federal (and in most 
cases. state and local) income and FICA taxes are withheld. This 

Your Bi-Weekly reduces your taxable income and the amount of tar: you pay. As a 
result, the impact of your contribution on your take-home pay is 

Contributions substantially reduced. 

Benefits Payable 

After any applicable deductible or copay amount. the benefits paid 
under this Plan in a calendar year are paid at the Payment Percentage 
which applies to the n p e  of Covered Medical Expense which is 
~ncurred. except for any different benefit level which may be described 
later in this Summary Plan Description. If any expense is covered 
under one type of Covered Medical Expense. it cannot be covered 
under any other type. The Payment Percentage applies after any 
deductible or copay amounts. 

If a hospital or other health care faciliry 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 calcularin~ your benefits: 

Room and board charges 4 0 9  

Other charees 60% 

Payrnent Limits 

The following limits apply to Covered Medical Expenses except: 

Expenses applied against any deductible or copay amount. 

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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For a Person 

For a Famil? 

All rnaxrrnzrs ,nc:uoec m 

rnrs Plan are corns,";..- 
max,mu.ms aeheeP 
Preferre= Caie an- Nop- 
Preleneo Caie w n e w  
applrcaoie unless 
~oecrfrcal!~ s!aled 
ome-wst 

When a person's Covered Medical Expenses incurred for Preferred 
Care, for which no benefits are paid because of the Pa\ment 
Percentage, reach 51.000 in a calendar year. benefits will be payable at 
100% for hisher Covered Medical Expenses to which this limit 
applies and which are ~ncurred for Preferred Care in 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 a calendar year. benefits will be payable at 
100% for hisher Covered Medical Expenses to which this limit 
applies and which are incurred for Non-Preferred Care in the rest of 
that calendar year. 

U'hen a family'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 Medlcal Expenses ro which this limit applies 
and which are incurred for Preferred Care in the rest of that calendar 
year. 

There is no family out-of-pocket limit for Non-Preferred Care 
expenses. Individual out-of-pocket limits will apply. 

The following limmrions apply to some ofthe benefits under the 
hlanaged Choice Plan: 

Convalescent Care 

60 days per calendar year 

Maximum Private Duty hursing 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) 

Hospice Care 

90 days Inpatient per calendar year 

S5.000 Outpatient Lifetime Maximum 

Short-Term Rehabilitation 

60 days per calendar year if certified by PCP 
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PrivateRoom Limit 

The institution's semi-private rate 

Inpatient 
Hospital Care 

Inpabent admrSs,ons rnus: 

be precemied 10 0uabk 

forlhe marmum oeneh! 

payable 

Outpatient 
Hospital Care 

Convalescent 
Facility Care 

* Lifetime Maximum Benefit 

Unlimited 

Covered Expenses 

Charges made by a hospital for providing room. board. and other 
hospiral services and supplies for a person who is confined as a full- 
time inpatient are covered. They must be for the treatment of an injury 
or illness. 

For Preferred Care 

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 
request is approved by Aema. 

I 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 

Uor included is any charge for daily room and board in a private room 
over the Semi-private Room Limit. 

Charges made by a hospiral for hospital services and supplies which 
arc provided for a person who is not confined as a full-time inpatient 
arc covered. 

Charges made by a convalescenr facility for the following services and 
supplles are covered. They musr be furnished to a person while 
confined to convalesce from an illness or i n j u ~ .  

rn Room and Board. T h ~ s  includes charges for services, such as 
general nursing care. made in connection with room occupancy. 
Sot included is any charge for daily board and room in a private 
room over the Private Room Limit. 

s L'se of special treatment rooms 

1 36 The Mnnnped Cimcc Pin,) 
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rn X-ray and lab work 

rn Physical, occupational. or speech therapy 

Oxygen and other gas therapy 

rn Other medical services usually given by a convalescent facilin. 
This does not include private or special nursing. or physicians' 
services. 

Medical supplies 

The Plan does not cover convalescent facility charees made for 
treatment of: 

rn Drug addiction 

rn Chronic brain syndrome 

rn Alcoholism 

rn Senility 

rn Mental retardation 

rn Any other mental disorda 

Home Health Home health care expenses are covered if. 

Care rn The charge is made by a home health care agency. 

rn The care is given under a home health care plan. and 
Home healln care vrs,!s 

rn The care is given to a person in his or her home, 
are Bmrted lo 120 in a 

/ caiemar vea. Eacn visr! Home health care expenses are charges for: 1 by a nurse or rneraorsl rs 

I one wsZ Eacn v m r  o /ou  
rn Pan-time or intermittent care by an R.N.. or by an L.P.N. if an 

I 
I to 4 hours by a nome 

R.N. is not available. 

health aide ,s one rws,: rn Pan-time or interminent home health aide services for patient care. 

rn Physical. occupational. and speech therapy. 

rn 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: 

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

lab services provided by or for a home health care agency. 

There is a maximum of I20 visits covered in a calendar year. Each 
vmt by a nurse or therap~st is one visit. Each visit of up to 4 hours by 
3 horn? hralth aide is one vlsit. 

The Plan does nor cover charges made for. 

rn Sewices or supplies that are not a pan of the home health care 
plan. 

The M~nngtd CJwicc Plan 37 
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Routine Physical 
Exams 

The charges made by vow 

Pnmary Care Pnvslcm lo: 

a roubne physrcal exam 
gwen lo you your soouse 

or your dependenr ciwd 

may be mcludea as 

w Senices of a person who usually lwes wlth xou or 1s a member of 
your or your spouse's f m l y .  

w Services of a social worker. 

Transportation. 

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

A routine physical exam is a medical exam given by a physician for a 
reason other than to dia-mose or treat a suspected or identified injut). 
or illness. Included are: 

w X-rays and laboratory and other tests given in connection with the 
exam. and 

Materials for the adrntnisnation of immunizations for infectious 
illness and testing for ruberculosis. 

To qualify as a covered physical exam. the physician's exam must 
include at least: 

w A review and written record of the patient's complete medical 
h~story. 

w A check of all body systems. and 

w 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: 

U p  to six exams in the first year of the child's life. 

Up to nvo exams in the second year of the child's life, and 

= One exam per year durins the next four years of the child'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 311 exams given to you or your spouse. Covered Medical Expenses 
\vill not include charges for more than one exam in a period of  24 
consecutive months. 

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

w Services wh~ch  are covered to any extent under any other part of 
this Plan or any other group plan sponsored by American Water 
Works. 

w Services which are for diagnosis or treatment of a suspected or 
identified injury or illness, 
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Routine Eye 
Exams 

Your Amencan Waler 
Works Pian covers one 
routrne eye eram every 24 
months 

rn Exams given while the person is confined in a hosp~ral or other 
place for medical care, 

rn Services not given by a physician or under his or her direction. 

Medicines, drugs. appliances, equipment. or supplies. 

rn Psychiamc, psychological. personalie. or emotional testing or 
exams, 

rn Exams in any way related to employment. 

rn Premarital exams. 

rn Vision, hearing. or dental exams. or 

rn 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 IS furnished by a legally qualified 
ophthalmologist or optomemst panicipating in the Managed 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. 

Aor included are charges for; 

Any eye exam to dia-mose or treat an illness or injury, 

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. 

,417~ sewices or supplies for which benefits are provided under any 
Workers' Compensa~ion law 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 professional~y accepted 
standards. 

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

rn Any exams glven while the person is confined in a hospital or 
other facilic for medical care. 

8 Any eye exam required by an employer as a condition 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 

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

DATA REQUEST 1 #21
NON-UNION

Page 45 of 229



Routine Hearing 
Exams 

Your Amencan Water 
Works Plan covers a 
routme heanng exam by a 
partmpatmg provtder once 

Routine P a p  
Smear 

Routine 
M a m m o g r a m  

Covered Medical Expenses include charges for an audiomemc exam. 
The senices must be performed by a Managed Chotce network 
physician who is certified as an otolaryngologist or otologist. or by an 
audiologist who either: 

Is legally qualified in audiology. or 

rn Holds a certificate of Clinical Competence in Audiology from the 
American Speech and Hearing .4ssoc1ation in the absence of any 
applicable licensing requirements. and 

Performs the exam at the wriften direction o f a  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. 

.?Jot included are chargesfor: 

Any ear or hearing exam to diagnose or neat an illness or injury, 

rn Drugs or medicines. 

rn Any hearing care service or supply which is a covered expense in 
whole or in pan 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 all or only part of the 
charges. 

m Any hearing care service or supply wh~ch does not meet 
professionally accepted standards. 

rn .An!: service or supply recei~~ed while the person is not covered, 

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

s 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 is required by any law of a government. or 

rn Any semice 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 charges incurred by a female age 
35 or over for a routine mammogram as follows, provided you have a 
referral from your Pnmary Care Physician: 
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Women's Health 
and Cancer 
Rights Act 

One baseline mammogram. if the person 1s at least ape 35 but less 
than 40; 

One m a m m o p m  each calendar year. if the person 1s agr 10 or 
over. 

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

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

Reconsuuction of the breast on which the mastectomy has been 
performed 

Surgery and reconsmction of the other breast to produce a 
symmetrical appearance 

Prostheses 

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

This coverage will be provided in consultation with the anending 
physician and the patient. and will be subjec~'to the same annual 
deductibles and coinsurance provisions that apply for the mastectomy. 

Family Planning The charges made by a physician or hospital for a vasectomy or tuba1 
ligation for voluntary sterilization. even though not incurred in 
connection with the d iaposis  or treatment of an illness or injury, are 
Covered Medical Expenses. Not covered are charges for the reversal 
of a sterilization procedure. 

Annual 
Gynecological 
Exam 

You may vrsll your 

Managed Cnoice nerwon 

gynecoIogIs1 once a year 
lor a routme exam wrrnoul 

a refenal lrom your PCP 

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. Charges for 
one self-referred exam per calendar year will be paid at the preferred 
level of benefits. .Any subsequent visits or treatment must be on 
referral by your Pnmary Care Physician in order for the preferred level 
of benefits to apply to that care. The routine gynecological exam, 
includmg one Pap smear and related laboratory expenses, is considered 
Of ice  Care. No coverage is provided if the exam is given by a Non- 
Preferred Care Provider. 
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Pregnancy Pregnancy expenses must be incurred while the person is covered 
under this Plan. If expenses are incurred after the coverase ceases. 
they will be considered for benefits only if sa r i s fac to~  evidence is 1 Benefitsarepayabie for furnished to Aema that the oenon has been totallv disabled since her . - 

pregnancy-related coverage terminated. 
expenses of female 

assocrates and Any pregnancy benefirs payable by previous group health coverage 
dependents on the same will be subtracted from health benefits payable for the same expenses 
basis as for an rllness under this Plan. 

Coverage for abortions is limited to those abortions performed because 
the life of the mother would be in danger if the ferns were carried to 
term and to those abonions which result in medical complications. 

Mouth, Jaws, and 
Teeth 

The Med!car Plan covers 
cerfam treafmenfs of the 
mouth. laws an0 reelh only 
m fhe event 01 q u T  
Treafmenr musf be of or 
relared to rhe reem 
mouth jaws jawpnrs or 
suppomng rrssves ifnese 
lnclude bones muscles 
and nervesi 

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 cunlng of the bone); and in-mouth appliances. 
crouns. bridgework. denrures. tooth restorations. and any related 
fitting or adjustment senices (whether or not their purpose is to 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, 
c rows .  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 

. myofunctional therapy (muscle training 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 a dentist; 
hwever.  they requrre a PCP referral in order to be covered under the 
\lc.d~cal Plan. 

Surgen. needed to trear a fracture, drslocation. or wound or to cut 
out 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 cuning 
Into bone. 

Also covered are surgenes that cut out the roots of a tooth without 
removing the entlre tooth. as well as removing cysts, tumors, or 
other diseased tmues while cuning into the gums and tissues of the 
mouth. This is only covered when not done in connection with the 
removal. replacement. or repair of teeth. Covered surgery may 
also alter the jau. jaw joints. or bite relationships by a cuning 
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Skilled Sursing 
Care 

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. 

rn Dental work. surgery. and onhodontic treatment needed to remove. 
repair, replace. restore. or reposition narural teeth darnaged.Jost 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 is covered under the Medical Plan. 

Any such tee& must have been free from decay or in good repair 
and f m l y  anached to the jawbone at the time of the injun. 

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

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

rn the first deniure or fixed bridgework to replace lost teeth. 

rn the first crown needed to repair each damaged tooth, and 

rn an in-mouth appl~ance 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 semices or supplies is to relieve pain. In 
3ddition. the Medical Plan does not cover root canal therapy or routine 
tooth removal (not needing cutting of the bone). 

Thc charges made by an R.N.  or L.P.N. or a nursing agency for 
"Ailled nursing senxes"  are inclgded as Covered Medical Expenses. 
L o  other charges made by an R.N. or L.P.N. or a nursing agency are 
co\ered. As used here. "skilled nursing services" means these 
scmices: 

rn \'isiring nursing care by an R.N. or L.P.N. Visiting nursing care 
means a visit of not more than 4 hours for the purpose of 
performing specific skilled nursing tasks. 

rn Pnvate dun. nurslng by an R.N. or L.P.N. if the person's condition 
requires skilled nurslng care and visiting nursing care is not 
adequate. 

Benefits will not be p a ~ d  during a calendar year for private duty 
nursing for any shifis in excess of the Private Duty Nursing Care 
l ax imum Shifts. Each period of private duty nursing of up to eight 
hours will be considered one private duty nursing shift. 
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Hospice Care 

Not included as "skilled nursing care" is: 

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

Any private duty nursing care. given while the person is an 
inpatient in a hospiral or other health care facilit).: 

rn Care provided to help a person in the activities of daily life. such as 
bathing, feeding, personal p o m i n g .  dressing. gening in and out of 
a bed, chair, or toilet~ng: 

s Care provided 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: 

a change in patient medication. 

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

onset of symptoms indicating the likely need for such services. 

surgery, or 

release from inpatient confinement: 

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 semices furnished to a 
person for hospice care when given as a pan of a Hospice Care 
Prosram are included as Covered Medical Expenses. 

The Plan covers moarten: 
Inpatient Care 

or ourpaoenr nosoce care Room and board and other services and supplies furnished to a person 
foran indwmia nl.- n c  while a full-time inpatient for pain control and other acute and chronic 
been araposeo as "a".-; sxmptom management. 
SIX rnonrhs or ress rs !we 

Not mcluded is any charge for daily room and board in a semi-private 
room over the Private Room Limit. Inpatient hospice care is limited to 
3 10131 of 90 days for all confinements. 
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Facility and Physician Expenses 

The Plan covers charges made on its own b e h a l f h ~  a. 

Hospice facility 

rn Hospital 

rn Convalescent facility or 

rn Physician 

Outpatient Care 

Outpat,enl hosD,ce ,s The Plan covers charges made by a Hospice Care Agency for the 
sublect to a bfelirne following outpatient services and supplies. if they are precenified up 
maximum of 55.000 to a lifetime maximum of S5.000. 

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

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

assessment of the person's social. emotional. and medical 
needs, and the home and family siruation; 

ldentificat~on of the community resources which are available 
ro the person; 

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

rn Psychological and dietary counseling. 

rn Consultarion or case management s e ~ i c e s  by a physician. 

m Physical and occupational therapy. 

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

s Med~cal 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: 

rn A physician for consultant or case management services. 

rn A physical or occupational therapist 

rn A Home Health Care Agency for: 

physical or occupational therapy; 

pan-time or interminent home health aide services for up to 
eight hours in any one day (these services consist mainly of 
caring for the person); 
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medical supplies, drugs. and medicines prescnbed b? a 
physician; 

Short-Term 
Rehabilitation 

Shon-Tern RenaDilda1ro.l 

IS therapy wn,cn 6s 

expected lo result m the 

lmpmvemenl 01 a DOUi 

/ functron frncruding rle 
resroramn of the revel of 
an exrstmg speecn 

funcbonl wncn nas Dee- 

lost or mparreo oue lo ar 

1n1u1y an mess  o' a 

You and your coverec 

oepenoenls are cove'ec 

j for a marrnum 01 60 oays 

I of Shon-Term 

Rehaniirraoon services 

dunng a calendar year as 

long as tne rrealrnenl rs 

I cerlrfied Dy vour PCP 

psychological and dietary counseling. 

iVor included are charges made: 

rn For bereavement counseling 

rn For funeral arrangements 

rn For pastoral counseling 

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

rn For homemaker or careraker services. These are senices which 
are not solely related to care of the person. These include: sitter or 
companion services for either the person who is ill to other 
members of the family, msponat ion.  housecleaning. and 
maintenance of the house. 

rn For respite care. This is care furnished during a period of time 
when the person's family or ujilal caretaker cmnot. or will not. 
anend to the person's needs. 

The charges made by: 

rn A physician. or 

s A licensed or cenified physical. occupational. or speech therapist, 

for Shon-Term Rehabilitation services to treat acute conditions are 
Covered Medlcal Expenses. 

Shon-term rehabilttatron services consist of: 

rn Phys~cal therapy. 

rn Occupational therapy, or 

rn Speech therapy. 

furnished to a person who is not confined as an inpatient in a hospital 
or other faciliry 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-Tern Rehabilitation services are Covered 
Medical Expenses for no longer than the Shon-Term Rehabilitation 
Maximum Days for each person during any one calendar year. 

.Vor covered are chargesfor: 

rn Services whtch are covered to any extent under any other part of 
this Plan. 

rn Any services which are covered expenses in whole or in part under 
any other group plan sponsored by an employer. 
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Services received while the person is confined in a hospml or 
other facility for medical care. 

rn Services not performed by a physician or not under h ~ s  dlrect 
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. 

rn Services rendered for the treatment of delays in speech 
developmenf unless resulting from: 

illness. 

injury, or 

congenital defect 

a Special education includmg lessons in sign language. to insrmct a 
person whose abiliq to speak has been lost or impaired to function 
without that abiliy. 

rn Any xrvices not provided in accordance with a specific neament 
plan that: 

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

Provides for onsoing re\.iews and is renewed only if therapy is 
still necessan. 

Emergency Care If treatment is rece~ved in the emergency room of a hospital while a 
person is not a full-t~me inpatient. and the treatment is emergency care, 
Covered Medical Expenses for charges made by the hospital for such ' m m e  evenr O r a  rnedica' rreatment will be paid at the Payment Percentage. . 

: emergency me Plan 
I covers rrearrnenl m me "Emergency care" means the first treatment given in a hospital's 

.: emerpencv room of a emergency room nght after the sudden and. at that time. unexpected 
: hosprlal onset of a change in a person's physical or mental condition that 

requires hospital level care because: 
L 

rn 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 the time 
and place ir was needed. and 

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

loss of life. limb or 

si-mificant impaimem to bodily function or 

permanent dysfunction of a body part. 
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Non-Emergency 
Care 

If ueament is received in the emergency room of a hosp~tal \vhile a 
person is not a full-time inpatient and the trearment is not emergency 
care, no benefits will be paid. 

Other Covered Other covered medical expenses include: 

Medical Expenses Charges made by a physician. 

rn Diagnostic lab work and X-rays. 

rn X-ray, radium. and rad~oactive isotope therapy 

rn Anesthetics and oxygen. 

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

"Durable Medical and Surgical Equipment" is equipment that 
is made to prolonged use and to be used mainly in 
the treatment of an illness or injury. I t  must be suited 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 mining. 

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

m The initial purchase of such equipment and accessories is covered 
only if Aema is sho%q that long tern  use is planned and the 
equipment cannot be rented. or i t  is likely to cost less to buy it than 
to rent it. 

Repair or replacement of such purchased equipment and 
accessories. Replacement will be covered only if Aema is shown 
that i t  is needed because of a change in the person's physical 
condition. or i t  is likely to cost less to buy a replacement than to 
repair the existins equipment or to rent like equipment. 

m .L\nificial Imbs and eyes. (however eyeglasses. hearing aids, 
onhopedic shoes. or other devices to suppon the feet are not 
included). 

Professional ambulance senrice to nanspon a person from the 
place where he is injured 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 

inpatrent hosp!lal Covered Medical Expenses incurred on any day not cenified during 
confinements must be the confinement will be paid as follows if 
precerl~fied to qualrty lor 

rn A person becomes confined in a hospital as a full-rime inpatient. 
the htghest level of 
benefits pard oy the Plan and 

if precenrhcafion IS no: rn It  has not been cenified that such confinement (cr any day of such 
obtarned. benefits wrll be confinement) is necessary. and 
reduced or oenfed 

rn The confinement has not been ordered and prescribed by: 

your Primary Care Physician. or 

a Preferred 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). Benefits for all other Hospital 
Expenses will be paid at the Payment Percentase. 

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

Other Hospital Expenses 

Espenses. up to the Excluded Amount (such as the deductible or any 
applicable  penal^). will not be deemed to be Covered Medical 
Expenses. Benefits for such expenses in 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 all other Hospital Expenses will be payable at 
the Payment Percentage. 

The Mana~cd  Uloice Plnn 49 

DATA REQUEST 1 #21
NON-UNION

Page 55 of 229



Other Covered Medical Expenses 

Call the precen number on 

your ID card or Aelna 

Member Servrces at (8001 
2924366 lo oblarn 

certhical~on of a hosprlal 

rnpafrenl adrnrsston 

Wnnen nottce of the 

number of days cenrfied 

wtN be sen1 prorn,olly lo the 

hosp!lal A copy will be 
Sent fo you and the 

physman 

Benefits will be paid at the Payment Percentage 

Whether or not a day of confinement is certified. 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 glven for a day of confinement. the exclusion of 
services and supplies because they are not necessap will not be 
applied to expenses for hospital room and board. 

In the event ofan 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 is the result of an injury caused by an accident. 
the diagnosis o fan  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 requlre confinement in a hospital within two weeks 
of the date the physician determines that confinement is required. 

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

\\hen a covered person is confined as a full-time inpatient as the result 
of an emergency admission. you. the person's physician, or the 
hosp~tal must call Aetna Member Sersices to request certification 
within 18 hours of the start of the confinement. If the physician cannot 
request cenitication within 38 hours. the call must be made as soon as 
reasonably possible. The 18 hour requirement is extended to 72 hours 
when the confinement stans on a Friday or Saturday. 

An adm~ssion 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 a change in the person's physical or mental 
condit~on which could be life threatening or result in significant 
lmpalrment or permanent dysfunction if the person is not immediately 
confined as a full-time hospital inpatient. 

Ii. in your physician's opinion. it is necessary for you to be confined 
l'or 3. longer time than already certified. you. the physician, or the 
hosp~tal 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 be done no later than on the last day that has already been 
cenified. 

Wrinen notice of the number of days cenified will be sent promptly to 
the hospital. A copy will be sect to you and the physician. 
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PreceRlficatlon 8s requred 

for confinements m a 
c~nvalescenl facrbly or 

hospxe fanlrty, and for 

home healfn care and 
outpar#ent nosprce care I f  

precentficafron 1s nor 

obfamed. benehls may be 

reduced 

Certification for Convalesceitt Facilig, 
Care, Home Health Care, Hospice Care, 
and Skilled Nursing Care 

Covered Medical Expenses will be paid as follows if incurred: 

rn While a person IS confined in a convalescent facil~r?. or a hospice 
facility; or 

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

rn It has been cenified h a t  such confinement or care is necessary; 
and 

rn The confinement or care has been ordered and prescribed by: 

your Primar). Care Physician. or 

0 a Preferred Care Provider upon referral by your Primary Care 
Physician. 

~ ~ ~ i l i t \  Expenses 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 
Faciliry Expenses or Hospice Care Faciliry Expenses incurred during 
the confinement u.ill be paid at the Payment Percentage. 

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

m Benefits for all other such expenses will be paid at the Payment 
Percentage. 

If cenificat~on has not been requested and the confinement (or any day 
of such confinement) is necessary. convalescent Facility Expenses or 
Hospice Care Facility Expenses incurred during the confinement, up  to 
the Excluded .4mount. will not be deemed to be Covered Medical 
Expenses. Benefits for all other such expenses incurred during the 
confinement will be paid at the Payment Percentage. As to all other 
Covered Medical Expenses incurred during the confinement, benefits 
will be paid at the Payment Percentage. 
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Expenses for 
Services or 
Supplies 

To get certificahon you 

must call the precen 

number on your ID card or 

Aetna Member Sewrces at 

(600) 292-4366. Such 

certificatron must be 
Obtained before an 

expense 1s Incurred 
Prompt wnnen notrce will 

be provided to you of the 

days of conhemen1 and 
sewjces or suppaes wmch 

have been cerftfied 

If certification for a service or supply has been requested and denled 
or if certification bas nor been requesred and [he serr-ice or suppl? 15 

not necessary, no benefits will be paid for the denied or unnecessq 
service or supply. 

If certification has nor been requested for a senice or supply and the 
service or supply is necessan. benefits for the necessary senice or 
supply will be paid as follows: 

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

rn Benetits for all other Covered Medical Expenses incurred for the 
service or supply will be paid at the Payment Percentage. 

Wberber 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: 

Convalescent Facility Expenses for room and board. or 

Hospice Care Facihty 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 a person's phys~clan belteves that the person needs more days of 
confinement or services or suppl~es beyond those wh~ch have been 
already cenlfied you must call to cenrf) more days of confinement or 
services or suppl~es 

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

If senices and supplies for hospice care provided to a person have 
been cenified 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 any such day of 
confinement in a hospnal. 
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- 
Certification for Certain Procedures arzd 
Treatments 

Certification of the necessic of cenain procedures and trearments 1s 
required: 

a Before the procedure is performed. or 

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

rn Your Primary Care Physician. or 

a 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 as follows: 

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

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

a 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. 

/ Cen%?caDon tor cenain The followng procedures or treatments requlre cert~ficat~on before 

/ procedures they are performed. regardless of whether done on an Inpatlent or 
1 ,s required when m e ,  are ourpatlent basis 

performed on e m e r  an a Allergy immunotherap? 
tnDalrenr or ouroar8en: 

rn Bunionectomy 

a Carpal tunnel surge? 

a Colonoscopy 

rn Corona? ang~ography 

a CT scan - spine 

a Dilation and curenage ID&C) 

rn Hemorrhoidectomy 

a Knee arthroscopy 

a Laparoscopy (pelvtc) 
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MIU - knee 

MRI - spine 

rn Tympanostomy tube 

m Upper gastrointestinal endoscopy 

You, or the provider performing the procedure or treatment. must call 
the precen number on your ID card or Aema Member Senices at 
(800) 292-4366 to request certification. 

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

Before the procedure or treatment is performed. or 

Not later than 48 hours afier rhe 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 treatment is perfonned 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 is to start. If 
11 IS 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 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 
dension 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 
penod. certification must again be requested. as described above. 
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Certification for Hospital and Treatment 
Facility Admissions for Alcoholism. Drzrg 
Abuse, or Mental Disorders 

Precerf,hcabon rs requmd Covered Medical Expenses for the effective treatment of alcoholism. 
for mpabent aamrssms to drug abuse, or mental or nervous disorders will be paid as follows if 
treat alcohot!sm. drug incurred: 
abuse an0 mental 

drsorden Benehrs may 
rn While a person is confined in a hospital or treatment faciliry. and 

I be reduced 11 cemfrcamn rn It has not been certified that such confinement is necessarv. and 
IS nor ontameo 

rn The confmement has not been ordered and prescribed by: 

your Primary Care Physician. or 

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

Faci l i ty  Room If cenificatlon has been requested and denied. or if certification has 

and Board not been requested and the confinement (or a n  day of it) is not 
necessar). no benefits will be paid. Expenses 
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. 

Other Facilit! 
Ircrnificat~on has been requested and denled. or if certification has 
not been requested and the confinement is necessary. such expenses, 

Expenses up to the Excluded Amount. will not be considered Covered Medical 
incurred for the Expi.nses. 
Services of a Iiccn~ficarion has not been requested and the confinement is not 
Phys ic ian  nccrssar).. no benefits will be paid. 

\\'herher or not a day of confinement is certified. no benefits will be 
pa\-able for Covered Medical Expenses incurred on any day of 
cunfinement as a full-tlme Inpatient if excluded by any other terms of 
t h ~ s  Plan. except that. if certification has been given for any day of 
confinement. the exclusions of services and supplies because they are 
not necessaF will not be applied to hospital and treatment facility 
room and board. 

DATA REQUEST 1 #21
NON-UNION

Page 61 of 229



TO request cerlfhcatfon. 
YOU must call the precen 
number on your ID card or 

Aetna Member Servtces at 

(800) 292-4366. Such 

cerlrficatfon must be 

obramed before 
confinement as a full-frme 

inpafrenl. or m the case of 
Emergency Care, wrlnln 
48 hours affer the star! of 
a confinement as a full- 
t h e  inpatrenf or as soon 

as reasonably possrale 

Inpatient 
Treatment 

"Emergency Care" means the first treament given in a hosp~tal's 
emergency room for the sudden and unexpected onset of a chanse in 3 

person's physical or mental condition which: 

rn Requires hospital level care because the care could not safely and 
adequately have been pro\.ided other than in a hospiral. or 

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

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

loss of life or llmb. or 

0 significant impairment to bodily function. or 

permanent dysfunction of a body pan 

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

Treatment of Alcoholism, Drug Abuse, or 
Mental Disorders 

If a person is a full-t~me mpatient e~ther in a hospital or treatment 
facilie. then the coverage is as shown below. 

Ekpenses for the following are covered: 

rn Treatment of the medical complications of alcohoIism or drug 
abuse. such as cirrhosis of the liver, delirium tremens, or hepatitis. 

rn Effective treatment of alcoholism or drug abuse. 

rn Treatment of a mental disorder 

rn Room and Board. Not covered is any charge for daily room and 
board in a private room over the Private Room Limit. 

rn Other necessary sewlees and supplies 
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Such expenses are covered: 

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

For alcoholism and drug abuse. benefits will be paid for onl!. two 
c o m e s  of treatment dunng your lifetime. 

Benefirs will be paid at the Payment Percentage. 

Outpatient Expenses incurred for the effective treatment of alcoholism or drug 

Treatment 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 nor be 
paid for more than the Special Outpatient Calendar Year Maximum 
Visits in any one calendar year. 

Submitting Claims 

1 YOU S ~ O U I C  !ue +". A l l  claims must be filed within nvo years from 'he date of the incurred 
clarrntsr o o r q  me expense. Your claims must be in writing, and you must give proof of 

/ calenoa, yea,," n x -  me the nature and extent of the expense. You may obtain Medical Plan 

I service o.:.earmer: Benefits Request forms from your Human Resources representative. 
pr0v:dec 

How Your Benefits Are Paid 

Arner~can Water Works has contracted with Aema to assist in 
adrnln~stering benefits under the Managed Choice Plan. as the Claims 
.Adm~n~strator. Your claims will be paid as soon as Aetna receives the 
necessary wnnen proof supponing 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 a valid release, 
.Aetna may make payment to any of your relatives whom it determines 
to be fairly entitled to the payment. 

\Vi~h 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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How to File a Medical Claint 

when YOU use yourPCP, Fast processing of your ourdf-network claim depends on complete. 
YOU will not have to accurate information on your Benefits Request form. When filing a 
complete a MedrcalPlan claim, please remember to: 
Benefits Request form. 

Your PCP wlii handle ail 
rn Complete all applicable sections of your Benefits Request form. 

clam lihng lor you. 
Any unanswered questions will cause delay in processing your 
claim; 

rn Be sure to include your Social Security number on all claims. 
including claims for your dependent(s). Also be sure to sign the 
form: and 

a Anach the itemized bill to the form. An itemized bill must include 
the following information: 

the patient's full name, 

the patient's relationship to you. 

the date service was provided. 

the name of the health care professional providing service. 

the provider's taxpayer identification number. 

the type of service provided. 

the n a m e  of the illness or injury. and 

the charges for the sewice or neatment (multiple expenses 
should be ~tern~zed). 

If an! of this inforrnat~on 1s mlsslng. u i t e  it  on the bill yourself and 
sign your name. Your health care provider should complete the 
physician/supplier section of the claim 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 Aema 
with a copy of the other camer'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 bills. send everything to: 

Aetna 
P.O. Box 3929 
Allentown, PA 18106-9861 

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

The Plan IS s e l f - m u d  by The HMO Elect Choice Plan is an in-network plan. The Plan is self- 
Works. insured by American Water Works. When a company pays claims Aelna provrdes ceflaln 

admrnlstralrve servrces using its own funds. the plan is considered to be "self-insured." Aema 
provides ceriain administrative services under the Plan. The HMO 
Elect Choice Plan emphasizes managed care. and provides associates 
with access to the hizhest 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). PCPs include general practitioners. family practitioners. 
internists, and pediamcians from your own community. If you live in 
a designated area and enroll in the Plan, you and each covered member 
of your family select a PCP. To learn which physicians are in the 
network. call Aema at (800) 292-4366 or log on to the Aerna's website 
at F . a e m a . c o m  and click on DocFind. When prompted to select a 
Health Plan on the website, choose Elect Choice EPO. 

Your PCP provides you with the type of care traditionally provided by 
a trusted 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 a "network" of health care providers. Your PCP 
will either provide or coordinate your medical care. When your care is 
coordinated by your PCP: 

rn You receive the highest level of reimbursement for your medical 
expenses. 

You do not have to meet an annual deductible. 

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

rn Your PCP initiates all required precenification. 
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YOU may recerve an You must contact your Primary Care Physician before you receive an\- 
annual O&'GYN exam medical care, however; 
from a network provrder 

rn You may receive an annual OBIGYN exam from a nework 
provider without a referral from your PCP. To learn which 
physicians are in che network, call Aema at (800) 2921366 or log 
on to the Aema's website at uuu..aema.com and click on 
DocFind 

rn In an emergency, go to the nearest emergency facility. If a delay 
would not be harmful to your health call your PCP. Notify 
Member Services as soon as possible afrer treatment. 

Clzoosing a Primary Care Physician (PCP) 

YOU may change your As a panicipant in the HMO Elect Choice program. you must select a 
PCP at any brne srmoiv Dy 
callrng Member Services Priman Care Physician (PCP) by accessing the Aema's website at 
toll-free, a!  (800) 292- wuu..aema.com or by calling Aema at (800) 2924366. When 
4366. 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 rypes of health care, the 
network includes a variety of PCPs: 

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

Internists have expertise in adult internal medicine. 

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. at (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 belongs to the 
network, and your PCP must refer you to him or her. There are 
three exceptions to this rule: 

Once a year, you may choose an obstemcian or gynecologist from 
the Aema's website at wns.aema.com or by callin8 Aema at (800) 
292-4366 and make an appointment directly with hlm or her for a 
gynecological exam. 

Once every 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 available within 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 Aema and you'll receive the higher level 
of benefits. 

Summay of HMO Elect Choice Advantages 

You and each covered family member select a PCP from the 
Aetna's webs~te at wuw.aetna.com or by calling Aetna at (800) 
292-1366. 

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 you to an in-network specialist. 

The plan pays higher benefits. 

B You don't need to file claims, 

B If precenificat~on is required. your PCP will handle it for you, 

You do not need ro worry about "reasonable and customary" 
limits. 
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Coverage for Dependents Who Live Outside 
the Network Area 

ff your child is away at The HMO Elect Choice option has special provisions to meet the 
school, you should select 
a PCP from the area needs of any of your covered dependents that live outside the network 

area. In general, when selecting PCPs for your out-of-area children. 
care may be arranged consider these guidelines: 

If your child is away at school, you should select a PCP from 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 call the in-network PCP for a 
refenal to a local physician or hospital. That way, benefits will be 
paid at the in-network level. 

I in a non-emeroencv 

I 
- .  

Situation always call vour 
PCP firs: 

An ernergenci G a SuJCe? 
and uneroecle? 1.k- 
fhrealenrng rnec.:J 
cond,lion rnal reoiares 
irnrneoiare mecca! or 
sumrcal care 
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Coverage When You're Away From Home 

If you're away from home (out of the HMO Elect Choice network 
area) and you need medical care in a situation 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. Ifyou get 
health care without calling your PCP first. the services will not he 
covered by Aetna. 

I n  Case of Emergency 

In case of emergency. get the care you need from the nearest health 
care faciliw 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." Examples include 
conwlsions, excessive bleeding. serious bums, and suspected heart 
mack. 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 - afier you receive the care. 
Ifyou fail to call y o u  PCP. the services will nor be covered by Aem3. 

Certain services must be precertified with the HMO Elect Choice Plan. 
Your 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 len-mh of stay. 

What Procedures Precertification is required for: 

Must Be rn All hospital and convalescent facility admissions. 
Precertified rn Home health care. hospice care. and skilled nursing care 

rn Inpatient treatment for substance abuse and mental disorders. 

Certain outpatient surgeries. treatments. and tests. These include: 

Allergy immunotherapy 

Bunionectomy 

Carpal runnel surger)- 

Colonoscopy 

Coronary anpiography 

CT scan - spine 

Dilation and curenage (D&C) 

Hemorrhoidectomy 

Knee arthroscopy 

Laparoscop); (pelvic) 

MRI - knee 

MRI - spine 

Septorhinoplasty 

Tympanostomy rube 

Upper gastromtestinal endoscopy 
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If Your Hospital if your hospital stay is longer than the approved period. you musr 

Stay Is Longer notify Aema Member Services as soon as you are aware of the need to 
extend your length of stay. The Nurse Consultant can then work \vith Than Expected 
your doctor to extend the certification of your hospital stay. 

Copayments 

Under the HMO Elect Choice Plan, when you visit your PCP your 
share of the cost is referred to as a copayment. Your share of the cost 
is $15 and the Plan pays 100% thereafter. 

A separate Hospital Emergency Room copay of 535 applies to 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. 

American Wale' Works 
pays the ma!on!) 01 vou- 
medical and Cenla' 
benehrs cos!s 

/ 66 7 h  HMO Elect C l i o m  Plan 

Lifetime Max-inzrtm BeneJir 

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

Zbur Bi- Weekly Contribrrtions 

Your share of the cost (your contribution) of your benefits is paid on a 
bi-weekly basis. through convenient prerar payroll deductions. Pretmr 
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. As a 
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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Home Health 
Care 

Home heath care vrsits 
are bm,ted lo 1ZG in a 

calendar year Eacn vrsit 

by a nurse or therapist rs 
one vrs~t Each vrsd of up 

to 4 hours by a home 
health alde 1s one visi: 

Routine Physical 
Exams 

Covered Expenses 

You must obtain precenification of home health care to receive the 
maximum benefit payable by the Plan. 

Home health care expenses are covered if: 

The charge is made by a home health care agency. 

rn The care is given under a home health care plan. and 

rn The care is given to a person in his or her home. 

Home health care expenses are charges for: 

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

rn Part-time or intermittent home health aide services for patient care. 

Physical. occupational. and speech therapy. 

rn 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: 

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

lab services provided by or for a home health care agency. 

rn There is a maximum of 120 visits covered in a calendar year. Each 
visit by a nurse or therapist is one visit. Each visit of up to 4 hours 
by a home health aide is one visit. 

The Plan does nor cover charges made for: 

rn Services or supplies that are not a pan of the home health care 
plan. 

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

rn Services of a social worker. 

rn Transportation. 

The charzes made by your Primary Care Physician for a routine 
physical exam given to you. your spouse. or your dependent child are 
lncluded as Covered Medical Expenses. 
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The charges made by your 
Pnmary Care Physrcran for 

a roulrne physical exam 
grven to you your spouse 

or your dependent chrld 

may be rncluded as 

A routine physical exam is a medical exam given by a phvsician for a 
reason other than to diagnose or treat a suspected or ident-ified injur). 
or illness. Included are: 

X-rays and laboratory and other tests given in culutcction with the 
exam, and 

Materials for the adminisnation of immunizations for infectious 
illness and testing for tuberculosis. 

To qualify as a covered physical exam, the physician's exam must 
include at least: 

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

A check of all body systems. and 

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: 

Up to six exams in the first year of the child's life. 

m Up to two exams in the second year of the child's life. and 

m One exam per year during the next four years of the child'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. 

.Yo! col.ered are charges for: 

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

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

Services which are for diagnosis or treatment of a suspected or 
rdentified injury or illness. 

m Exams given while the person is confined in a hospital or other 
place for medical care. 

s Services not given by a physician or under his or her direction, 

m Medicines. drugs. appliances. equipment, or supplies, 

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

s Exams in any way related to employment, 
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Premarital exams. 

Vision, hearing. or dental exams. or 

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

Routine Eye Covered Medical Expenses include charges for a complete eye exam. 
Exams 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. 

your Amencan Warer Covered Medical Expenses will not include charges for more than one 
works Plan covers one eye exam in a period of 2 1  consecutive months. 
rnulme eye exam every 24 
months Not included ore charges for: 

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

m , D ~ g s  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. 

m Any services or supplies for which benefits are provided under any 
Workers' Compensation law 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. 

m .4ny service or supply received while the person is not covered, 

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

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

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

Routine t(c.aring Covered Medical Expenses include charges for an audiometric exam. 

Exams 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: 

I Your America? waie, m Is leeally qualified in audiology, or - . .  -. 
Works Plan cs.,e's a 
rouirne new-; era-  3 ,  a m Holds a certificate of Clinical Competence in Audiology from the 
panrnoaimg ~ o v m e - ~  once American Speech and Hearing Association in the absence of any 
ever. 22 mc-'?i  

applicable licensing requirements, and 
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Routine Pap 
Smear 

Routine 
Mammogram 

Women's H e a l t h  
and Cancer 
Rights .Act 

Performs the exam at the written direction of a 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. 

No! included are chargesfor: 

rn Any ear or hearing exam to dia-mose or rreat an illness or injur).. 

= Drugs or medicines, 

Any hearing care service or supply which is a covered espense 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, 

rn 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 all 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, 

rn 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 is required by any law of a government. or 

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

C o ~ e r e d  Medical Espenses include charges incurred for one routine 
Pap smear and related laboratory expenses each calendar year. 

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

rn One baseline mammogram. if the person is at least age 35 but less 
than 40; 

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

On October 2 1. 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 
reconstructwe surgery and prostheses following mastectomies. We are 
pleased to inform you that Aetna is already in compliance with the 
law. 
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Family Planning 

Annual 
Gynecological 
Exam 

You may vrsi: yodr HMO 

Elect Cnorce neiwork 

gynecolog!sl once a year 

ior a roulrne exam *#:no": / a referral From voi7 PCP 

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

0 Reconsnuction of the breast on which the mastectomy has been 
performed 

Surgery and reconsrmction of the other breast to produce a 
symrneaical appearance 

Prostheses 

Treatment ofphysical complications of all stages of 
mastectomy, including lymphedemas. 

This coverage will be provided in consultation with the anending 
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 tuba1 
ligatior? for voluntary sterilization, even though not incurred in 
connection with the diaposis or treatment of an illness or injury, are 
Covered Medical Expenses. Not covered are charges for the reversal 
of a sterilization procedure. 

You may visit your HMO Elect Chotce network gynecologist once a 
year for a routine exam. without a referral 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 referral by your Primarq. Care Physician in order for the highest 
level of benefits to apply to that care. The routine gynecological 
exam. including one Pap smear and related laboratory expenses, is 
considered Office Care. 

1 Benefds are DayaDie lor 

1 pregnancy-reiarec 

i expenses o'iemale / associares an2 

dependents on me same 

j Oasis as tor an mess  

Pre~nancy expenses must be incurred while the person is covered 
under this Plan. If expenses are incurred after the coverage ceases, 
they will be considered for benefits only if satisfactory evidence is 
furnished to Aema that the person has been totally disabled since her 
coverage terminated. 

An? pregnancy benefits payable by previous group health coverage 
will be subnacred from health benefits payable for the same expenses 
under this Plan. 

Coverage for abortions is 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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Mouth, Jaws, and 
Teeth 

The Medkal Plan covers 
cerfaln treatments of the 
mouth. jaws and feeth only 
in the event of m~ury. 
Treatmen? rnusr be of. or 
relaled fo. fhe feefh. 
mouth. laws. jawjotnls, or 
supporflng tissues (these 
mclude bones, muscles. 

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 cuning of the bone); and in-mouth appliances. 
crowns, bridgework, dentures, tooth restorations. and any related 
fining or adjustment services (whether or not their purpose is to 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 c o m e  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 
myofunctional therapy (muscle training therapy to correct or control 
harmful habits). 

The following 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 require a PCP referral in order to be covered under the 
hledical Plan. 

S u r g e ~  needed ro trear a Fracture. dislocation. or wound or to cut 
our teeth panly 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. 

Also covered are surgeries that cut out the roots of a tooth without 
removing the entlre tooth. as well as removing cysts. tumors, or 
other diseased tissues while cuning into the gums and tissues of the 
mouth. This is only covered when not done in connection with the 
removal. replacement. or repair of teeth. Covered surgery may 
3150 alter the jaw. jaw joints. or bite relationships by a cutting 
procedure when appliance therapy alone cannot result in functional 
Improvement. 

Nan-surgical treatment of infections or illnesses. This does not 
~nclude those of or related to the teeth. 

Dental 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 inju?. The accident causing the injury must occur while the 
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 the injury. 

The treatment must be done in the calendar year of the accident or the 
next one. 
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Skilled N u r s i n g  
Care 

Coverage fo,'pnvale dory 
nursing is hmrled to 70 
shlfrs per caienoar year 
Each penoo 01 orware ourv 
nursmg of uo to 8 n o w  
wili be consroereo m e  
pnvare duty nursmg snit 

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

rn the first denture or fixed brfdgework to replace lost teeth. 

rn the fint crown needed to repair each damaged tooth. and 

rn an in-mouth appliance used in the first course of orthodontic 
aeatrnent 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 services or supplies is to 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 charges made by an R.N. or L.P.N. or a nursing agency are 
covered. As used here. "skilled nursing services" means these 
services: 

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

rn Private duty nursing by an R.N. 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 dunng a calendar year for private duty 
nursing for any shifts 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. 

Not included as "skilled nursing care" is: 

rn That part 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 transponation. meal preparation. charting of vital signs, and 
companionship activities: 

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

rn 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; 

rn 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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a change in patient medication. 

Hospice Care 

The Plan covers rnpafcent 
or ootpabent hospice care 
for an tndwrduai wno has 
been dragnosed as havmg 
SIX months or less ro ilve 

lnpahenf hospice care 
musf be preceifihed lo be 
Covered af fne hgnes: 

/ Outpatient nosouze care rs 

I sublecr ro a r#fer:nc 
rnaxrmurn of 55 OOC 

the need for urgent or emergency medical senices pro\.ided h~ 
a physician or the 

onset of symptoms indicating the likely need for such services. 

surgery, or 

release bom 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.X. 

Charges made for the following inpatient senices 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 supplies furnished to a person 
while a full-time inpatient for pain connol and other acute and chronic 
symptom management. 

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

Facilit?. and Physician Expenses 

The Plan covers charges made on its own behalf by a: 

a Hospice facility 

a Hospital 

rn Convalescent faciliry or 

a Physician 

Outpatient Care  

The Plan covers charges made by a Hospice Care Agency for the 
following outpatient semices and supplies. if they are precenified up 
to a lifetime maximum of S5.000. 

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

rn Med~cal soc~al services under the direction of a physician. These 
~nclude: 
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assessment of the person's social. emotional. and medical 
needs, and the home and family sintarion: 

0 identification of the community resources which are a~ailable 
to the person:. 

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

Psychoiogical and dietary counseling 

rn Consultation or case management services by a physician. 

Physical and occupational 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. 

rn 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 responsibilq for the care of the person: 

rn A physician for consul~ani or case management services. 

A physical or occupational therapist 

A Home Health Care Agency for: 

physical or occupational therapy: 

pan-time or intermittent home health aide services for 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: 

psyhological and dietary counseling. 

,301 included are charges made. 

For bereavement counseling 

For funeral arrangements 

m For pastoral counseling 

For financ~al or legal counseling. These include estate planning or 
the drafting of a will. 

For homemaker or caretaker services. These are services which 
are not solely related to care of the person. These include: sitter or 
companion servlces for either the person who is ill or other 
members of the family. transportation, housecleaning, and 
maintenance of the house. 
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Short-Term 
Rehabilitation 

Shod-Term Rehablktatlon 

a therapy whrch is  

expected lo result m the 

improvernenr of a body 

funchon (!ncludmg !he 
restorahon of the level of 

an exrsbng speech 
funchon) whfch has been 

lost or rrnpared due to an 

tnjuty an dlness or a 

congemtar defect 

You and your covered 

dependenrs are covered 
for a maxrrnum of 60 days 

of Shori-Tern 

Rehabditat!on serwces 

dunng a calendar year. as 

long as the riearrnenl ! s  

cenified by your PCP 

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

The charges made by: 

m A physician, or 

A licensed or certified physical. occupational. or speech therapist. 

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

Short-term rehabilitation services consist of: 

m Physical therapy, 

m Occupational therapy, or 

m Speech therapy, 

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

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

.VOI covered are charges for. 

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

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

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

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

B 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 
e~ther the person or the person's spouse. 

B Services rendered for the treatment of delays in speech 
development. unless resulting from: 

illness, 

m injury. or 

congenital defect. 

B Special education including lessons in sign language, to instruct a 
person whose ability to speak has been lost or impaired to hnction 
without that ability. 
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Emergency Care 

In the event of a medrcal 
emergency. Me Plan 

covers treafmenf rn fhe 

emergency room of a 
hosprtal. 

Non-Emergency 
Care 

Other Covered 
Medical Expenses 

rn Any senices not provided in accordance with a specific treatment 
plan that: 

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

Provides for ongoing reviews and is renewed only if therapy IS 

still necessar).. 

If treatment is received in the emergency room of a hospital while a 
person is not a full-time inpatient. and the treatment is emerzency care. 
you pay $35 ($0 if admined). 

"Emergency care" means the first treatment given in a hospital's 
emergency room right after the sudden and. at that time. unexpected 
onset o f a  change in a person's phys~cal or mental condition that 
requires hospital level care because: 

rn 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 the time 
and place it was needed. and 

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

loss of life. limb or 

si-miticant impairment to bodily function or 

permanent dysfunction of a body pan 

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

Other covered medical expenses ~nclude: 

rn Charges made ir) n phys~cian. 

rn Dia-rmost~c lab work and X-rays. 

rn X-ray. radium. and radioactive isotope therapy 

rn Anesthetics and os!gc.n. 
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rn Rental of durable medical or surgical equipment. Not included are 
charges for more than one item of equipment for the same or 
similar purpose. 

"Durable Medical and Surgical Equipment" is equipment that 
is made to withstand prolon_eed use and to be used mainly in 
the treatment of an illness or injur). it must be suited for use in 
the home and not normally of use to persons who do not have 
an illness or injur).. Such equipment shall not be used in 
altering air quality or temperature, or for exercise or training. 

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

rn The initial purchase of such equipment and accessories is covered 
only if Aema is shown 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. 

Repair or replacement of such purchased equipment and 
accessories. Replacement will be covered only if Aema is shown 
that iris 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. 

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

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

 re-~sistin~ Conditions 

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

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 as follows if: 

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

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

The confinement has not been ordered and prescribed by: 

your Primary Care Physician. or 

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

Hospital Expenses Incurred During the 
Confinernen f 

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

Ilccr~~ficorion has nor been requesred and the confinement (or any day 
01 such confinemmt~ is nor necessan,, 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 is confined as a 
full-time inpatient. 
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An urgent admission is the result of an injun. caused by an accident. 
the diagnosis of 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 as a 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. If 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 
admirs 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 necessaiy 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. 
.Thrs must be done no later than on the last day that has already been 
ccni tied. 

\\ 'r~ni.n notice of the number of days cenified will be sent promptly to 
[hi. hospital. A copy will be sent to you and to the physician. 

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

Prccenificat~on 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: 

M i l e  a person is confined in a convalescent facility or a hospice 
facility: or 

/ 80 ntr HMO Eirrr Ciiivrc P l n ~  

DATA REQUEST 1 #21
NON-UNION

Page 85 of 229



a For a service or a supply for home health care. hosp~ce care. or 
skilled nursing care when a person is not confined as an inpatlmt: 
and 

a It has not been cenified that such confinement or care is necessan: 
and 

The confinement or care bas not been ordered and prescribed by: 

your Primary Care Physician. or 

* a Preferred Care Provider upon referral by your Primary Care 
Physician. 

Facilih Expenses 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. As to all other Convalescent Facility 
Expenses or Hospice Care Facility Expenses incurred during the 
confinement: 

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

rn Benefits for all 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 
Hosp~ce Care Facilir). Expenses incurred during the confinement, up to 
the Excluded Amount. will not be deemed to be Covered Medical 
Expenses. Benefits for all other such expenses incurred during the 
confinement will be paid at the Payment Percentage. As to all other 
Covered Medical Expenses incurred during the confinement, benefits 
\ \ i l l  be paid at the Payment Percentage. 

Expenses for 
Services or 
Supplies 

If cenification for a service or supply has been requested and denied or 
~f cenification has not been requested and the service or supply is not 
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 as follows: 
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To get certlficatlon you 

must call the precen 

number on your ID card or 

Aetna Member Serv~ces at 

(800) 292-4366 Such 
cert~ficatron must be 
obtamed before an 
expense is tncuned 

Prompt wmren nolrce wrlt 
be provrded lo you of the 
days of confinement and 

sewlces or supphes whxh 

have been cert~fied 

rn Expenses incurred for the service or supply. up to the Excluded 
Amount, wilt not be deemed to be Covered Medical Expenses. 

rn Benefits for all other Covered Medical Expenses incurred 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 a day of confinement has been cerrified. the 
exclusion of services and supplies because they are not necessary will 
not apply to: 

rn Convalescent Faciliy Expenses for room and board. or 

rn Hospice Care Faciliry 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 necessan. will not apply to 
such service or 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 senices or supplies which have been certified. 

If services and 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 
rcqulrement 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 procedures and treatments is 
required: 

rn Before the procedure is performed, or 

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

rn Your Primap Care Physician, or 
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rn A Preferred Care Provider upon referral by your Pnmary Care 
Physician. 

When any of the procedures or treatments shown belox 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. 

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

rn 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 nor 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 cenification before 
they are performed. regardless of whether done on an inpatient or 
outpatient basis. 

a Allergy immunotherapy 

a Bunionectomy 

a Carpal tunnel surgery 

. a Colonoscopy 

a Coronary angiography 

rn CT scan - spine 

a Dilation and curenaee ( D K )  

a Hemorrhoidectomy 

a Knee arthroscopy 

a Laparoscopy (pelvic) 

a M U  - knee 

a MRI - spine 

a Septorhinoplasty 

a Tympanostomy tube 

a Upper gastrointestinal endoscopy 

You. or the provider performing the procedure or treatment, must call 
the precen number on your ID card or Aetna Member Services at 
(800) 292-4366 to request cenification. 
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If the procedure or treatment is performed due to an Emersency 
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 as soon as it 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 1s to be performed or the treatment is to start. If 
it is not possible to make the call during the specified time. it must be 
made as s w n  a s  reasonably 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 
Facilip Admissions for Alcoltolism, Drug 
.-I hlrse, or Mental Disorders 

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

W i l e  a person is confined in a hospital or treatment facility, and 

I t  has not been cenified that such confinement is necessary, and 

rn The confinement has not been ordered and prescribed by: 

your Primary Care Physician. or 

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

Facilit! Room If certification has been requested and denied. or if certification has 
and Board not been requested and the confinement (or any day of it) is not 

Espenscs necessary, no benefits will be paid. 
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Other Facility 
Expenses 
Incurred for the 
Services of a 
Physician 

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. 

To request cerllfrcabon. 

YOU must caN the precen 

number on your ID card or 
Aetna Member Sewrces at 

(800) 292-4366. Such 

ceri;frcabon musf be 
obtarned before 

confinement as a full-lime 

inpalrenl, or m the case of 

Emergency Care wfthrn 
48 hours atter tne slan of 

a confinement as a lull- 
tme rnpalrenr or as soon 

as reasonabiy Posslbie 

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

Whether or not a day of confinement is certified. no benefits will be 
payable 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 
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" means the first treannent given in a hospital's 
emergency room for the sudden and unexpected onset of a change in a 
person's physical or mental condition which: 

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

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

rn If hospital level care were not given could. as determined by 
Aema. reasonably be expected to result in: 

0 loss of life or limb. or 

significant impairment to bodily function, or 

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 .Abuse, or 
Mental Disorders 

Inpatient If a person is a full-time inpatient either in a hospital or treatment 

Treatment facility, then the coverage is as shown below. 

Expenses for the following are covered: 

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

Effective treatment of alcoholism or drug abuse. 

Treatment of a mental disorder. 

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

Other necessary services and supplies. 

Such expenses are covered: 

If they are incurred during the first 45 days of all 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. 

Outpatient Expenses incurred for the effective treatment of alcoholism or drug 

Treatment 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 
Vislts in any one calendar year. 
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Submitting Claims 

You should fiie your 

cIa~rn(s) dunng the 

calendar year In whrch tne 

servlce or frearrnenl was 

pmvrded. 

How Your 
Benefits Are Paid 

All claims must be filed withm two (2) 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. You may obtain 
Medical Plan Benefits Request forms from your Human Resources 
representative. 

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

How to File a Medical Claim 

\Vhen 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  )ou have "other group" or Medicare coverage that pays benefits 
prior to Amencan Water Works Plan, you will need to  provide Aetna 
kith a copy of the other camer's EOB reflecting the benefits paid 
under the other coverage on the expenses being submitted for payment 
under the HMO Elect Cho~ce Plan. 

Claims should be mailed to: 

Aetna 
P.O. Box 3929 
Allentown, PA 18106-9861 

If you have any quesuons about the status of your claim, call Aetna 
Member Senices at (800) 292-4366. 
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Deductibles 

A deductrble is the amounr 

you pay before the Plan 

begrns ro pay lor covered 

expenses. Plan 

deducfrbles are shown on 

the Plan Cornpanson 

Family 
Deductible Limit 

How The Out-of-Area Cornpreltensive 
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 is undemnnen by Aema. The provisions of the Plan 
will remain effective only while you are covered under the plan. You 
are not eligible for this plan if you live in an area where a managed 
care network has been established. 

Understanding Your Share of Medical 
Expenses 

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

All deductibles are calculated on an annual basis, and must be met 
every year. There is a Calendar Year Deductible that applies to each 
person. An expense incurred in the last three monli~s of a calendar 
year which is applied against a person's Calendar Year Deductible will 
reduce his or her Calendar Year Deductible for the next year. 
Prescription Drug copayments do not count toward meeting the annual 
deductibles. Applicable deductibles are shown on the Plan 
Comparison Chan on pages 13-14. 

This is the limit of Covered Medical Expenses that must be paid by 
persons in your family before the PIan begins to pay benefits. These 
expenses must first be applied against the separate Calendar Year 
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 

Aner you meet the annual 

applicable deductible. you 

and the Company share 

the remaining expenses 

through coinsurance 

Out-Of-Pocket 
Limit 

There ,s a brnii lo Ihe 

share of rnedrcaf expenses 

you have to pay dunng 

each calendar year Thrs 

expense amount is known 

as the out-of-pocket l~rnrt 

Lifetime 
Maximum 
Benefit 

Your Bi-b'eekl! 
Contributions 

American Water Works 

pays the rnajonry of your 

rnedrcal and denial 

benefris costs 

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 7050 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 stan accumulating expenses over again. beginning at SO 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. 

Your share of the cost (your contribution) of your benefits is paid on a 
bi-weekly basis. through convenient prrtar payroll deductions. Pretar 
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. As a 
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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Precenification is an imponant fearure of the Out-of-Area 
Comprehensive Medical Plan. 

In order to receive the highest level of benefits available. you must 
contact Aetna at (800) 3333432 or Member Sen.ices to precertify an!. 
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. 

What Procedures Precenification is required for: 

Must Be All hospital admissions. 
Preeertified inpatient treatment for substance abuse and mental disorders. 

rn Cenain outpatient surgeries. treatments. and tests. These include: 

Allergy irnmunotherapy 

Bunionectomy 

Carpal tunnel surgery 

Colonoscopy 

0 Coronar?. anpiography 

CT scan - spine 

Dilation and curettage (D&C) 

Hemorrhoidectomy 

Knee anhroscopy 

Laparoscopy (pelvic) 

MRI - knee 

MRI - spine 

Septorhinoplasty 

Tympanostomy tube 

Upper gastrointestinal endoscopy 
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C e r t i f i c a t i o n  for 
Hospital 
Admissions 

Inpalrent hosp~tal 
confinements must be 
precerfrffed to qualify for 
the hrqhest level of 
benefits paid by  the Plan 
If precerlrfication 1s no! 
obtamed benefifs will be 
reduced 

W h e n  to ~ e q u e s t  
P recer t i f i ca t ion  

Hospital Expenses lneurred 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 all 
other Hospital Expenses 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 
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 at 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 

U'hether or not a day of confinement is certified. no benefit will be 
paid for expenses incurred on any day of confinement as a full-time 
inpatient if excluded by any other terms of this Plan. except that. if 
cen~fication has been given for a day of confinement, the  exclusion of 
s e ~ i c e s  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 certitied by calling (800) 333-4432 or Aema Member 
Scmices at least 14 days before the date the person is scheduled to be 
confined as a full-time inpatient. If the admission is a n  emergency or 
an urgent admission. you. the person's physician, or the  hospital must 
get the days certified. This must be done: 

m Before the start of a confinement as a full-time inpatient which 
requires an urgent admission. or 

Not later than 48 hours following the start of a confinement as a 
full-time inpatient which requires an emergency admission, unless 
i t  is not possible for the physician to request certification within 
that time. In that case, it 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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If. in the opinion of the person's physician. it is necessar) 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 has already 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. 

How to Request When you call, you will speak to a Nurse Consultant who will ask you: 

Precertification rn Your name and Social Security number. 

rn The relationship of the patient to you. 
Torequestprecer?'frcaf'on rn What type of surgical procedure or test you need. 
of an admiss~on or 
procedure~Jusl caii(800) rn The name and telephone number of your doctor. and 
333-4432 or Aelna 

Membersemces. toa-iree. rn When the procedure is scheduled. 
a1 (800) 292-4366. 

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. 

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 is more 
appropriate. alternative treatment settings may be suggested. 

There Is A 
Penale  If \.ou 
Don't Precertify 

If you do not call Aetna Member Services to precenify a hospital 
3dmission 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 i~ot  be applied tswald 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. Benefits for all 
other Hospital Expenses 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 
Hospital Expenses incurred for room and board. 
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~f your ~ ~ ~ ~ i t ~ l  If your hospital stay is longer than the approved penod. you or your 
doctor must call (800) 333-4432 or Aema Member Services as soon as Stay Is Longer you are aware of the need to extend your length of stay. The Nurse 

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

Hospital Care 

tnpattent admrssrons must 

be precertdfied to quaiifv 

tor !he maxrmum benefit 

payable by the Plan 

Weekend 
Hospital 
Admissions 

Expenses Covered by the Plan 

Charges made by a hospital for providing room and board and other 
hospital services and supplies to a person who is confined as a full- 
time inpatient are covered by the Plan. Not included is any charge for 
daily room and board in a private room over the Private Room Limit. 

Charges made by a hospital for hospital services and supplies given to 
a person who is an outpatient are also covered by the Plan. 

If an individual is confined as an inpatient in a hospital for non- 
emergency treatment and the confinement begins on a Friday, 
Saturday, or Sunday, charges made for room and board by the hospital 
for the following day of the confinement will be reduced by 50%. As 
used here. %on-emergency" means the treatment can be postponed 
without undue risk to the patient. The following will not be included 
as Covered Medical Expenses: 

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

rn The first Saturday and Sunday of the confinement if it begins on a 
Saturday. 

rn The first Sunday of the confinement if it begins on a Sunday. 

However, this limitation will not apply: 

To the first Sunday of any confinement that begins on a Friday, 
Saturday, or Sunday, unless the next following Monday is a legal 
holiday. 

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

Convalescent faciliiy 

coverage is limited to 120 
days per calendar year. 

Home Health 
Care 

Charges made by a convalescent facility for the follo\vin~ senices and 
supplies are covered if furnished to a person confined to convalesce 
from an illness or injury. The confinement must start during a 
"Convalescent Period." 

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

Use of special treatment rooms 

rn X-ray and lab work 

rn Physical, occupational. or speech therapy 

rn Oxygen and other _eas therapy 

rn Other medical services usually given by a convalescent facility 
This does not include private or special nursing. or physicians' 
services. 

rn Medical supplies 

Benefits will be paid for up to the maximum number of days during 
any one Convalescent Period. This starts on the first day a person is 
confined in a convalescent facility if he or she: 

rn Was confined in a hospital for at least three days in a row, while 
covered under this Plan for treatment of an illness or injury, 

rn Is confined in the facility within 14 days after discharge from the 
hospital, and 

rn Is confined in the facility for services needed to convalesce from 
the condition that caused the hospital stay. These include skilled 
nursing and physical restorative services. 

I t  ends when the person has not been confined in a hospital, 
convalescent facility, or other place giving nursing care for 90 days in 
a row. 

The Plan does not cover charges made for trearmen! 05 
rn Drug addiction. 

rn Chronic brain syndrome 

rn Alcoholism 

rn Senility 

rn Mental retardation 

rn Any other mental disorder 

Home health care expenses are covered if: 

rn The charge is made by a home health care agency, and 
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The care is given under a home health care plan. and 
Home healfh care vrsrts rn The care is given to a person in his or her home. 
are Ilmlted to 120 In a 
calendar year. Each vmt Home health care expenses are charges for: 
by a nurse or theraprsf 1s rn Part-time or intermittent care by an R.N.. or by an L.P.N. if an 
one visit. Each VIM of up 
to four hours by a home 

R.N. is not available. 

health aide is one nsit. rn Part-time or interminent home health aide services for patient care. 

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: 

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

rn Lab services provided by or for a home health care agency 

The Plan does nor cover home health care charges madefor 

rn Services or supplies that are not a part of the home health care 
plan. 

rn Sen4ces of a person who usually lives with you or is a member of 
your spouse's family. 

rn Services of a social worker 

rn Transportation 

Pre-Operative Charges made by a hospital. surgery center. licensed diagnostic lab 

Testing faciliry. or physician. on its own behalf. to test a person while an 
outpatient before scheduled surgery are covered if 

m The tests are related to the scheduled surgery. 

rn The tests are done within the seven days prior to the scheduled 
surgery. 

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 hisiher physical condition, 

The charge for the surgery is a Covered Medical Expense under 
this Plan. 

The tests are done while the person is not confined as an inpatient 
in a hospital. 

rn The charges for the tests would have been covered if the person 
were contined as an inpatient in a hospital. 

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

rn The tests are not repeated in or by the hospital or  surgery center 
where the surgery is done. 

i 
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If the person cancels the scheduled surgeq. benefits are paid at the 
payment percentage that would have applied in the absence of this 
benefit. They are paid as any other expense. 8040 atier the deductible. 

Birthing Center This Plan pays for charges made: 

Care By a birthing center. Included are charges made. on its o m  
behalf, for senices and supplies furnished for: 

prenatal care, 

delivery of a child or children. and 

0 postpartum care rendered within 24 hours after the delivey. 

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

* performing an obstetrical procedure. 

related pre- and postoperative care. and 

administering an anesthetic. 

Charges by any other physician for the administering of an 
anesthetic. T h ~ s  does not include a local anesthetic. 

.Vo be~~efit  is paid~for charges incurred: 

For the services of a physician who renders technical assistance to 
the operating phvsician. 

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

Hospice Care Charges made for senices 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 behalfby a: 

The Pian covers Hospice 

, Care for an individua! who 
rn Hospice facilify 

/ rs dragnosedas navrng ox Hospital / months or less to !we 
rn Corwalescent 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 is not included. The charge for any day of confinement in 
excess of the Maximum Number of Days (90 day lifetime maximum) 
for all confinements for Hospice Care is also excluded. 

In addition. the charges must be: 
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rn For services and supplies furnished to a person while not confined 
as a full-time inpatient. 

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

rn Medical social senices 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. 

0 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 occupational 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. 

rn 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: 

a physician for consultant or case management services 

a physical or occupational therapist 

a Home Health Care Agency for: 

- physical or occupationa: therapy. 

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

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

- psychological and dietary counseling. 

rn Outpatient hospice care is subject to a lifetime maximum of 
55.000. 

.Vor included are charges made: 

rn For bereavement counseling 

rn For funeral arran_eements 
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rn For pastoral counseling 

Mouth, Jaws, and 
Teeth 

The Medical Plan covers 
certain lreatmenls of lhe 
mouth. jaws. and teeth 
only m the event of mjury 
Treatment must be of or 
related lo. the teeth 
rnoulh. jaws. jawjomls. or 
supporirng l!ssues lfhese 
rnclude bones. muscles. 
and nerves1 

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

rn For homemaker or caretaker services. These are s e ~ i c e s  which 
are not solely related to care of the person. These include: sitter or 
companion services for either the person who is il l  or other 
members of the family, transportation. housecleaning. and 
maintenance of the house. 

rn For respite care. This is 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 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 part of 
the Dental Plan. For these expenses. "physician" includes a dentist. 

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

rn Also covered are surgeries that cut out the roots of a tooth without 
removing the entire tooth. as well as removing cysts. tumors, or 
other diseased tissues while cutting into the gums and tissues of thc 
mouth. This is only 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 cutting 
procedure when appliance therapy alone cannot result in functional 
improvement. 

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

rn Dental 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 (false teeth), bridgework, or in-mouth 
appliances are installed due to such injury, Covered Medical Expenses 
lnclude only charges for the following: 

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

an in-mouth appliance used in the first course of orthodontic 
treatment after the i n j w .  

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 cuning of the bone): and in-mouth appliances. 
crowns, bridgework, dentures. tooth restorations. and any related 
fining or adjustment services (whether or not their purpose is to 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 
myofunctional therapy (muscle training therapy to correct or control 
harmful habits). 

Other Covered Other covered medical expenses include: 

Medical Expenses Services of a physician. 

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

As used here. "skilled nursing care" means these services: 

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. 

private duty 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. 

,%I! included as "skilled nursing care " is: 

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; 

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

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 

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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- change in 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 

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. 

rn D ~ g s  and medicines which by law need a physician's prescription 
and are dispensed by a non-preferred pharmacy. 

rn Diagnostic lab work and X-rays. 

rn X-ray. radium, and radioactive isotope therapy. 

Anesthetics and oxygen 

rn Rental of durable medical or surgical equipment. 

rn 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 is shown that: 

long term use is planned, and 

the equipment cannot be rented. 01 

it is likely to cost less to buy i t  than to rent it 

Replacement will be covered only if Aetna is shown 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 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. 

rn "Durable Medical and Surgical Equipment" is equipment that is: 

0 made to withstand prolonged use, 

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

0 suited for use in the home, 

not normally of use to persons who do not have a disease or 
injury. 

not for use in altering air quality or temperature, and 

0 not for exercise or training. 
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s Artificial limbs and eyes (not including eye exams. eye~lasses. 
orthopedic shoes, or other devices to support the feet). 

rn Professional 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. 

rn Therapeutic injections ofjoints and tendons. 

s Casts, splints, trusses, braces. crutches, and surgical dressings. 

Pre-Existing Conditions 

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

ConJirtement for Treatnwnt 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 is a full-time inpatient in either a hospital or a treatment 
facility. 

Hospital Expenses for the following are covered: 

Confinement rn Treatment of the medical complications of alcoholism or drug 
abuse. such as cirrhosis of the liver, delirium tremens, or hepatitis. 

= Effective treatment of alcoholism or drug abuse. This is covered 
only if there is not a separate treatment facility section. 

Treatment Certain expenses for the effective treatment of alcoholism or drug 

FaciliQ abuse are covered. They are covered if they are incurred in the first 45 

Confinement days of full-time confinement in a calendar year. The expenses 
covered are those for: 
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Remember, alcohohsm rn Room and Board. Not covered is any charge for daily room and 
and drug abuse. you must board in a private room over the Private Room Limit. 
obfam preceifrhcalion for 
an mpahent admtsston. If 

rn Other necessary service and supplies. 

you fad to do so. benefits This 45 days will be reduced by any days of hospital confinement for 
payable may be reduced 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 applies for effective treatment of alcoholism or drug 
abuse. 

Mental Disorders Expenses for the treatment of a mental disorder are Covered Medical 
Expenses to the extent shown below. 

rn If a person is a full-time inpatient in a hospital. these expenses are 
covered in the same way as those for any other disease. 

Remember lor menral and 
nervous drsorders. you rn If a person is not a full-time inpatient in a hospital. treatment for 
must obran precefl~trhcarron mental disorders for outpatient care will be paid at 100% of the 
for an mpasenf admrssron. first $500.00 thereafter 50%. after you have reached the Medical 
Myou fad to do so. benehls Plan deductible. 
payable may be reduced. 

Submitting Claims 

YOU should hie your All claims must be filed within two years from the date of the incurred 
cla~rnjst d w n g  the expense. Your claims must be in writing. and you must give proof of 
calendar year w n o  me the nature and extent of the expense. You may obtain Medical Plan 
sewce or 1 reamnJ was Benefits Request forms from your Human Resources representative. 
provided 1 - -- 
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How Your Benefits Are Paid 

Affach me orrgrnal of each 
itemized bdl lo :he Benehrs 
Request form Be sure lo 
keep a copy olali bdls and 
clarm forms ior your 
records Rather man 
subm,nmg rndwrdual 
medm1 bdls vou may hnd 
11 more convenren: rc 
collec: Several brlls and fire 

The Out-of-Area Comprehensive Medical Plan is an insured plan 
underwritten by Aema. 

Aetna pays your claims as soon as it receives the necessary winen  
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 a valid release. Aetna may make 
payment to any of your relatives whom it determines to be fairly 
entitled to the payment. 

How to File a Medical Clainz 

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: 

rn Complete all applicable sections of your claim form. Any 
unanswered questions will cause delay in processing your claim; 

rn Be sure to include your Social Security number on all claims. 
including claims for your dependent(s). Also be sure to sign the 
form: and 

them all at one :me wlin 
your Benefrfs Recuest rn Attach the itemized bill to the form. An itemized bill must include 
form. :he following information: 
I 

the patient's full name. 

* the patient's relationship to you. 

* the date service was provided. 

the name of the health care professional providing service, 

the provider's taxpayer identification number. 

the type of service prov~ded, 

the nature of the illness or injury. and 

the charges for the service or rreatment (multiple expenses 
should be itemized). 

l i m y  of this information is missing. write it on the bill yourself and 
sifn your name. Your 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 camer's Explanation of Benefirs reilecting the 
benefits paid under the other coverage on the expenses being 
submitted for payment under the Out-of-Ares Comprehensive i\tedicd 
Plan. 

Once you have completed the Medical Plan Benefirs Requcsf form and 
attached the itemized bills. send even~hine  to: 

Aetna 
P.O. Box 3929 
Allentown. PA 18106-9861 

lfyou have any questions about the srarus of your claim. call Aetna 
Member Services at (800) 292-4366. 
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General Exclusions Under All Aetna Plans 

Coverage is not provided for the following charges: 

Those for services and supplies not necessary. as determined by 
Aetna, for the diagnosis. care. or treatment of the illness or injury 
involved. This applies even if they are prescribed. recommended. 
or approved by the person's attending physician or dentist. 

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. considered to be experimental or 
investigational. A drug. device, procedure. or treatment will be 
determined to be experimental or investigational: 

if there are 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 

if required by the FDA, approval has not been granted for 
marketing: or 

* if a recognized national medical or dental society or regulatory 
agency has determined. in writing. that it is experimental, 
investigational. or for research purposes: or 

0 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 mformed consent used by the treating facility 
sudying the same drug, device. procedure, or treatment states 
that i t  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: 

the illness can be expected to cause death within one year, in 
the absence of effective treatment: and 

the care or treatment is effective 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 professionals who treat the type of illness 
involved. 

Pmoisions nlnt Apply lo All Aetm Medical Plans 1 1 1  

DATA REQUEST 1 #21
NON-UNION

Page 112 of 229



Also, this exclusion will not apply w ~ t h  respect to drugs that: 

0 have been granted approval as an investigational new drug with 
treatment Status or 

have been granted approval as an investigational new drug with 
cancer treatment StaNS 

if Aema determines that available scientific evidence demonstrates 
that the drug is effective or shows promise of being effective for 
the illness. 

rn Those for or related to services. treatment. education. testing. or 
training related to learning disabilities or developmental delays. 

Those for care furnished mainly to provide a surrounding free from 
exposure that can worsen the person's illness or injury. 

m Those for, or related to, the following types of treatment: 

0 primal therapy 

rolfing 

psychodrama 

megavitamin therapy 

bioenergetic therapy 

vision perception training 

carbon dioxide therapy 

rn Those for treatment of covered health care providers who 
specialize in the mental health care field and who receive treatment 
as a part of their training in that field. 

rn Those for services of a resident physician or intern rendered in that 
capacity. 

Those to the extent they are not reasonable charges, as determined 
by Aema. 

rn Those that are made only because there is health coverage. 

a Those that a covered person is not legally obliged to pay. 

Those. as determined by Aetna. to be for custodial care. 

Those for services and supplies: 

furnished. 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. 

furnished. paid for. or for which benefits are provided or 
required under any law of a government. (This does not 
include a plan established by a government for its own 
associates or their dependents or Medicaid.) 
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= Those for or related to any eye surgery mainly to correct refractive 
errors. 

rn Those for education, special education. orjob training. whether or 
not given in a facility that also provides medical or psychiatric 
treatment. 

Those for plastic surgery. reconsmctive surgery. cosmetic surgen. 
or other services and supplies that improve. alter. or enhance 
appearance, whether or not for psycholo~ical or emotional reasons. 
except to the extent needed to: 

improve the function of a pan of the body that is not a tooth or 
shucture that supports the teeth, or 

is malformed as a result of: 

- a severe birth defect (this includes harelip or webbed 
fingers or toes), or 

- a direct result of surgery performed to treat an illness or 
injury; or 

repair an injury 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 
sexual dysfunctions or inadequacies that do not have a 
physiological or organic basis. 

rn Those for or related to sex change surgery or to any treatment of 
eender identity disorders. - 

rn 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 marriage, family, child, career, 
social adjustment. pastoral, or financial counseling. 

rn Those for acupuncture therapy. Not excluded is acupuncture when 
it is: 

performed by a physician. and 

0 as a form 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 sentencssl 
as the result of an illness or injury. 

Any exclusion above will not apply to the extent that: 

rn Coverage is specifically provided by name in this Summary Plan 
Description booklet. or 

rn Coverage of the charges is required under any law that applies to 
the coverage. 

These excluded charges will not be used when calculating benefits. 

The law of the jurisdiction where a person lives when a claim occurs 
may prohibit some benefits. If so. they will not be paid. 

Any charge for a service or 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. ~Thisporuproph ir not upplicuhle to the 0111-qf- 
.-Ire0 Comprelzer7sive ,Wcdic.ul Plan J 

Coordination of Your BerteJils 
With Other Plans, Not Inclrtding Medicare 

Today. in many situations. both husbands and ~vives ~vork. Therefore, 
if you have other group 

i t  is common for individual members of a family to be eligible for 
coverage. the benefirs 

from those plans will be 
benefits under more than one group medical or dental plan. In such 

taken into account when 
situations the benefits of the various plans are "coordinated" to 

you have a clam determine how covered expense will be paid by vour 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 expenses recognized under these American Water Works Plans. 

"Other plans" means: 

a .4ny group medical or dental plan for which an employer pays all 
or pan of the costs or makes payroll deductions. 

rn Any plan that you purchase through a group such as AARP, or 

rn Any sovernment program, coverage required or provided by any 
law. or vehicle insurance (uninsurediunderinsured motorist and 
casualty4iability). 

In a calendar year. your American Water Works Plan will pay: 

rn Its regular 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 this is the case. the cash value will be 
used.) 

"Allowable Expenses" means any necessary and reasonable health 
expense, pan or all 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 is not 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 provi>ions, 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 coverase 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 pays first, and which medical or 
dental plan is secondary 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. 

H A plan that 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 is a Medicare beneficiary and has a 
working spouse. In such a situation. 

The spouse's plan which covers the person as a dependent pays 
first, 

Medicare pays second, and 

The plan covering the person as an assuciatr pays third. 

Except in the case of a dependent 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 as a 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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If the other plan does not have the rule described in the above 
provision and, as a result, the plans do not agree on the order of 
benefits, the rule in the other plan will determine the order of 
benefits. 

In the case of a dependent child whose parents are divorced or 
separated: 

If there is a court decree which states that the parents shall 
share joint custody of a dependent child. without stating that 
one of the parents is responsible for the health care expenses of 
the child, the order of benefit determination rules specified in 
the above provision will apply. 

0 If there is a 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 covers the 
child as a dependent of such parent will be determined before 
the benefits of any other plan which covers the child as a 
dependent child. 

If there is not such a court 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 benefits of a 
plan wh~ch covers that child as a dependent of the stepparent. 
The benefits of 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. 

rn If the above 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: 

laid-off or retired associate. or 

the dependent of such person. 

shall be determined after the benefits of any other plan which 
covers such person as: 

an associate who is not laid-off or retired, or 

a dependent of such person. 
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rn If 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. 

rn The benefits of a plan which covers the person under a right 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. 

rn 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 has the right 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. 

-- .- 

Ar~omobile Personal Injzrry Protection (PIP) 

If you are injured in an automobile accident and become eligible for 
benefits under the personal 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. 

Sir brogation 

As a condition to payment of benefits under this Plan for expenses 
incurred by a covered person due to injury or illness for which a third 
party may be liable: 
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rn The Plan shall, to the extent of benefits it has been paid. be 
subrogated to (has the right to pursue) all nghts of recoven. ot 
covered persons against: 

such third party: or 

a person's insurance camer in the event of a claim under the 
uninsured or underinsured auto coverage provision of an auto 
insurance policy. 

rn 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. 

s The covered person (or person authorized by law to represent the 
covered person if he or she is not 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 Is Eligible for 
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 Amellcan Water Works Medical Plan will be changed 
for any person while eligible for Medicare. .4 person is "eligible for 
Med~care" if he or she: 

s Is covered under it, 

rn Is not covered under it because of: 

having refused it, 

having dropped it. or 

having failed to make proper request for it. 

If an active associate or eligible dependent is covered under an 
American Water Works Plan and is eligible for Medicare: 

s A11 health expenses covered 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. 
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rn Charges used to satisfy a person's Medicare Pan B deducrible will 
he applied under this Plan in the order received by Aema. T v o  or 
more charges received at the same time will be applied stanin: 
with the largest first. 

rn Medicare benefits will be taken into account for any active 
associate or covered dependent while he or she is eligible for 
Medicare. This will be done whether or not he or she is entitled 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" is any plan of group health or accident coverage that 
has been replaced by coverage under pan or all of this Plan. It must 
have been sponsored by your Employer. The replacement can be 
complete or 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. 

Pmuisions Thnt Apply to All Aehm Medical Plnns 119 

DATA REQUEST 1 #21
NON-UNION

Page 120 of 229



When Coverage 1s Terminated 

Coverage under any section of this Plan will be in exchange for all 
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: 

m The day your employment ends. 

m 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.) 

When you fail to make any required contribution 

Under certain circ~!r?stances. American Water Works may continue 
your coverage when you are not actively at work: 

If you are not at work due to illness or injur).: 

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. 

If your employment terminates and you or your dependents are 
totally disabled at the time of termination. coverage will 
continue for up to 12 months for medical expenses related to 
the disabling condition. 

4 dependent's coverage will terminate at the first to occur o f  

m The termination of all dependents' coverage under the group 
contract. 

rn When a dependent becomes covered as an associate. 

Wlen such person is no longer an Eligible Dependent 

m \+%en your coverage terminates. 
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Coverage for Handicapped Dependent 
Children 

Health Expense Coverage Health Expense Coverage for your fully handicapped child may be 
f o r ~ o u r f u l l ~ h a n d r c a ~ ~ e d  continued past the maximum age for a dependent child if the child has 
child may be conttnued not been issued a personal medical conversion policy. 
past the maximum age for 
a dependent child if the Your child is fully handicapped if: 

child has not been issued N He or she is not able to earn his or her own living because of 
a persona! medrcal mental retardation or a physical handicap which started prior to the . - 
convers~on poircy date he or she reaches the maximum a& for dependent children. 

and 

rn He or she depends chiefly on you for support and maintenance. 

Proof that your child is fully handicapped must be submined to Aetna 
no later than 31 days after the date your child reaches the maximum 
age of 19, or up to age 23 if anending school full-time. 

Coverage will cease on the first to occur of: 

rn Cessation of the handicap. 

rn Failure to give proof that the handicap continues. 

rn Failure to have any required exam 

Termination of Dependent Coverage for your child for any reason 
other than reaching the maximum age. 

Aema will have the right to require proof of the continuation of the 
handicap. Aema also has the right to examine your child, at its own 
expense. as often as needed while the handicap continues. An exam 
usill 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 (or dental) 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 3 1 days of his or her 
placement with your family. If the request is not made within 31 days, 
coverage for the child will be subject to all the terms of this Plan and 
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A "Ovalrfied Medrcal Chdd 

Supporf Order' (OMCSOJ 
rs an order by a coun 

dtreclrng an employer to 

extend health plan 

parircrpbuon lo an 

assoclafe s chtld who 
mtghi nor othenvrse be a 1 partrcpant m ine Plan 

will only become effective if evidence of his or her sood 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. 

rn Delays coverage due to a confinement. 

will not affect the initial health coverage for a child who meets the 
definition of dependent as of the date the child is "placed for 
adoption" (this means the assumption and retention of a legal 
obligation for total or partial suppon of a child in anticipation of 
adoption of the child), provided: 

8 Such placement takes effect after the dare your coverage becomes 
effective, and 

rn 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 
(QMCSOs) 

QMCSOs are usually 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 as an 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 his or her legal representative. The child may designate a 
custodial parent or guardian to receive claim payments on his or her 
behalf. American Water Works is required to furnish an alternate 
recipient or his or her legal representative a copy of the Summary Plan 
Description. 
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If Amencan Waler Works 

recewes a OMCSO 

affecting one of your 

children. you and your 

child will be notified. Once 

American Water Works 

has delerrnrned that the 

medml  child supporl 

order is qual~hed. you and 

your child will be advtsed. 

Amencan Water Works will 

enroll the chrld and Instruct 

Aelna to make all claim 

payments to either the 

health care provider the 

alternate recrpienl, or his 

or her legal representahwe. 

To be "qualified," a medical child support order must: 

m Be issued by a court of competent jurisdiction. 

Include the name and last mailing address of both the associate and 
the affected child. 

m Identify the health benefit plan subject to the order. and also the 
applicable time period. 

Provide a reasonable 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, his or her in~tial participation in an American Water Works 
Medical Plan will not be affected by any provision that: 

rn Requires evidence of good health as a condition of participation. 

rn De!ays participation due to a confinement. or 

Limits participation due to a pre-existing condition 

However. for this special rule to apply. the QMCSO 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. If 
request is not made within 31 days. coverage for the child will be 
subject to all of the terns of this Plan and will become effective only if 
evidence of his or her good health. acceptable to Aetna, is given 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. 

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. 

Provisions Thnf Apply to All Aefna Medical Plans 123 

DATA REQUEST 1 #21
NON-UNION

Page 124 of 229



If your medical coverage 
ceases. under the 
Managed Chorce. HMO 
Elect Choice. or the Out- 
of-Area Comprehensrve 
Medical Plan. you may be 
able to convert your group 
coverage lo a personal 
medical policy 

Conversion to a Personal Policy if Your 
Employment or Your COBRA Continzration 
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 is required. 
You and your family members may convert when all coverage ceases 
because your employment or COBRA continuation ceases or you 
cease to be in an eligible class. You may not convert if American 
Water Works discontinues these Plans. 

The personal policy may cover: 

rn You only, or 

rn You and all of your family members who are covered under this 
Plan when your coverage ceases, or 

rn If you die before you retire, all 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. 

You 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 3 I days start on the date coverage 
actually ceases. even if the person is still eligible for benefits because 
the person is totally disabled. 

Aetna will insure and administer the convened personal policy and 
may decline to issue the personal policy if: 

rn I t  is applied for in a jurisdiction in which Aetna cannot issue or 
deliver the policy. 

rn On the date of conversion, a person is covered, eligible, or has 
benefits available under one of the following: 

any other hospital or surgical expense insurance policy, 

any hospital service or medical expense indemnity corporation 
subscriber contract. 
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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: 

rn He or she has used up the maximum benefit. or 

rn He or 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: 

rn As required by law or regulation. or 

As then offered by Aetna according 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 personal policy may contain either or both: 

rn A statement that benefits under it will be cut back by any like 
benefits payable under this Plan after your coverage ceases. 

rn 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 be reduced by expenses 
which are covered or provided under those plans. 

rn 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 a Notice of 
Com.ersion Pri\.ilrge and Rrqzrest form from your Human Resources 
representative. and send the completed form to the address shown on 
the form. 

If a person is eligible 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 conditions listed 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. 

rn asthma; 

m congestive heart failure: 

rn coronary artery disease 

diabetes: and 

low back pain 

A "participant" in this program is a covered person: 

who has identified himself or herself: or 

who has been identified by; 

his or her attending physician or other health care provider; or 

Aetna: or 

his or her Employec and 

rn who is approved by Aetna as 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 pro-pram is administered by Aema. The 
propam offers you n\-o ways to receive medications - at a retail 
pharmacy or by mail-order. 

rn The Aema Prescription Management (APM) Propam. For your 
short-term and immediate prescription drug needs. you may use 
local participating pharmacies that have agreed to charge 
discounted prices. 

The Mail Order Drug P r o v m .  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 deliver).. 

Coverage under the Prescription Drug Program ends when your 
American Water Rorks Medical Plan teiminates. 

N'lrat You Paj. for Prescriptiort Drugs 

! 

; Prescnpuon Necd 1 Shon-term .' immediate / Long-term 1 ongoing I 
i 1 10% coinsurance (generic) / I5 (generic) 
/ Cost to j'ou 1 209.0 coinsurance (name-brand) 515 (name-brand) 

..-'a \,a. 
Mail Order Progirim";:. . 

-., . 
Description 

I Mnimum Suppl! per 1 W d a ?  supply or 100 unit doses / 90-day supply 
! Prescription 

Aetna Pharmacy Program 

Inipurrarir .\ore: Coinsurance (20% and 10%) and copaymenrs (55 and $15) may not be applied to 
Medical or Dental Plan deductible5 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. 

None 

None 

Express Scripts 
(877) 849-5521 

j Claim Forms 1 None 
I (Panic~pating Pharmacy) 
! Claim Forms / Yes (through Direct 
! (Non-Panic~pating Pharmacy) 

' Toll-Free Customer Service 

Reimbursement Request) 
Aetna Member Services 
(800) 292-4366 
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Covered Drugs 

The Prescription Drug Program co\.ers drug that require a physician's 
~ n e n  prescription and are medically necessary for the treatment of 
illness or injury. 

Covered drugs include, but are not limited to: 

Federal legend drugs. 

State resmcted drugs. 

Compounded medications, 

Injectable drugs. including insulin. needles, and syringes. and 

Oral contraceptives 

How to Use the .4etna Pharmacy 
Managentent Program (APM) 

.Although you may use any pharmacy you wish, ifyou use apharmacy 
!hat panicipares in the APM network. you will receive discounted 
prlccs. and you will not need to complete a claim form. When you 
cnroll in the Managed Choice Plan. the HMO Elect Choice or the Out- 
of-.Area Comprehensive Plan. you will receive a prescription ID card 
and a directory listing panicipating pharmacies in your area. 

Using a S~mply present your ID card and pay 20% (brand names) or 10% 

Participating reneric)  of the discounted prescription cost for a 34-day supply of 
rned~catlon. The Prescription Drug Plan pays 80% or 90%. 

Pharmac!- rcspectwely. of the discounted cost. There is no deductible to meet. 
Use your ID card when you need medication immediately. 

LVhen you use a panicipating pharmacy. you'll have no claim forms to 
complete and submit. and no waiting for reimbursement 
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Using a Non- 
Participating 
Pharmacy 

When you have a prescription filled at a pharmac:. that does nor 
panicipate in the APM nerwork. you musl pay the r e g h  charse. 
Then, you must submit a claim form to .4ema at the address prinrcii c n  
the back of the Prescription Benefits claim form. 

The Plan will pay 8090 or 90% of the retail (non-discounted) cost of 
your prescription. Your reimbursement should amve about w o  \\-eeks 
after you mail the claim form. 

How the Mail Order Drug Program Works 

The Mail Order Drug Program is designed to save you money on 
medications that you use on an extended or r e y l a r  basis. The 
program allows you to receive up to a 90-day supply of a name-brand 
medication for 515 and generic medications for SS per prescription. 

Express Scripts administers the program. They maintain state-of-the- 
an facilities throughout the countc  that are capable of dispensing 
thousands of prescnprions each day. 

Mail Order The mail-order feanrre provided @es you the convenience of  

Drugs purchasing maintenance prescriptions by mail. Maintenance drugs are 
those that are used on an ongoing basis. 

HOW to Obtain To use the Mail Order Drug Program. simply follow these easy steps: 

klail Order rn Complete Section I of the Express Scripts mail order form that is 
Drugs available from your Human Resources representative. 

Return the form. along with your prescriptions and the appropriate 
copayment to the Mail Order Drug Program administrator. The 
address is on the order form. 

rn Your med~cations will be sent via mail or parcel delivery in about 
tlvo weeks. along w ~ t h  ~nstructions for future refills. 

The Prescription Drug Brnejifit Pmgram 1 
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Prescription Charges Not Covered 

The following drugs and supplies are not covered under the 
Prescription Drug Benefit Program 

Bandages 

Braces 

Cosmetics 

Dietary supplements 

Drugs intended for use in a physician's of ice  or other sening 
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 is entitled 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 is also available over the 
counter 

Devices and equipment 

rn In addition, certain controlled substances and other prescription 
medications may be subject to dispensing limitations and to the 
professional judgment of the pharmacist. 
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Termination of Coverage 

Your prescnptton dru9 coveraze ends when your hledical Plan 
terminates. 

771e Prescnption Drug Benefit Pmgrnm 1: - 
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An Overview Of the Plan 

help you take good 
care of your teeth. 

Amencan Water Works 

Dental Plan covers 

prevenbve. restorabve. 

major and oflhodontrc 

dental servtces 

Your dental health is an imponant 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. This valuable benefit is self-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 sewices and supplies 
incurred for treatment of a dental disease or injun. These benefits 
apply separately to each covered person. 

The PPO dental plan offers in and out-of-nenvork benefits. 

Dental Plan Summary Chart 

The following chan provrdes a summary of your dental benetit levels and coverages. 

. . .. 
, .. .. .. . 

Dental Benefits -..; ,;:. :,. - .. .,.A.::.y.-...< . . *' . 

i 
! Deducribles j 1 Ind~iidual I S 50 annual 

Family I S I00 annual 

I / Pre\entr\e Care (T>pe .4 Expenses) / 100°o (no deductible) I 
1 
/ Restormve and Xlajor Services 
/ (Type B Expenses) 

I 
I 80% afier deductible 

f I 

i Calendar \'ear 31asimurn 
I s 1.000 

I 
1 Orthodontia (Type C Expenses) 1 5096 after deductible (51.500 lifetime maximum) 

The Dental PInn 13' 

DATA REQUEST 1 #21
NON-UNION

Page 135 of 229



Covered Dental Expenses 

Expenses that exceed the 

necessary and appropnafe 
level. as delermmed by 

Aerna. wja nor be covered 

by lhe Plan. 

The Plan pays a benefit for Covered Dental Expenses equal to the 
Payment Percentage: 

rn 100% of Preventive ( T j ~ e  A) expenses. 

rn 80% of Restorative and Major Services (Type B) expenses. 

rn 50% of Orthodontia (Tl-pe C) expenses up to a lifetime maximum 
of $1.500. 

rn Only certain dental expenses are covered. These are the dentists' 
charges for the senices and supplies listed below which. for the 
condition being treated. are: 

rn Necessary. 

Customarily used nationwide. and 

m Deemed by the profession to be appropriate. They must meet 
broadly accepted national standards of dental practice. 

Type A Expenses - Preventive Services 

Oral exams once ever). six months. This includes 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 bitewings in a 6- 
month period. 

Type B Expenses - Restorative and Major Services 

rn Topical application of sodium or stannous fluoride for persons 
under 15 years of age. 

Space maintainers. 

Non-surgical extractions. 

Fillings. 

General anesrhcrics given in connection with covered dental 
services. 

m Non-surgical tre3tmen~ of diseased periodontal structures. 

rn Non-surgical endodontic treatment. This includes root canal 
therapy. 

Injection of antibiotic drugs. 
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Repair or recementing of cro-ns. inlays. brid~ework. or dentures. 

m Relining of dentures. 

First installation of removable dentures to replace one or more 
natural teeth extracted while the person is covered. This includes 
adjustments for the 6-month period follow in^ the dare t h e  were 
installed. 

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. 

Inlays, gold fillings, or crowns. This includes precision 
attachments for dentures. 

m First installation of fixed bridgework to replace one or more 
natural teeth extracted while the person is covered. This includes 
inlays and crowns as abutments. 

m 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 

.4 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: 

8 The benefit rate will be the Payment Percentage for Orthodontic 
Treatment. 

Benefits will not exceed the Onhodontic Maximum for all 
expenses incurred by a family member in his or her lifetime. (It 
applies even if there is a break in coverage.) 

For acriw assoclatcs who opt out of the Medical Plan. dental benetits may be purchased at the 
" cost: follown= 

- .- 
2002 Bi- WeeWy Cost for Dental Coverage 

The Dental PIm 13 

Single Family - 

1 S 2.30 5 3.92 
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Advance Claim Review 

You should request an 
Advance Ciam Revrew of 
any dental program that 
will cost $150 or more. 
The review wiN tell you and 
your dentist what the Plan 
will cover and how much 
YOU must pay out of your 
own pocket. 

Before starting a course of treatment for which dentists‘ charges are 
expected to be $1 50 or more. details of the proposed course of 
treatment and charges to be made should be filed in acceptable f o m  
with Aema. Forms are available from your Human Resources 
representative. Aema will then estimate the benefits. 1 . o ~  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 is a planned program of one or more services or 
supplies to treat a dental condition. The condition must be diagnosed 
by the anending dentist as a result of an oral exam. The treatment may 
be given by one or more dentists. The course of treatment starts on the 
date a dentist first gives a service to correct or treat such dental 
condition. 

Note: As a pan of the Advance Claim Review and as pan of proof of 
any claim: 

rn Aema has the right to require an oral exam of the person at its own 
expense. 

a You must give Aetna all diagnostic and evaluative material which 
it may require. These include: 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 is not made or if 
any required verifying material is not furnished. In this event, benefits 
u i l l  be reduced by the amount of Covered Dental Expenses that Aema 
cannot verify. 

Alternate Treatment 

If alternate servlces or supplies may be used to treat a dental condition, 
Covered Dental Expenses will be limited to those services and supplies 
~vhich: 

a Are customarily used nationwide for treatment, and 
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rn Are deemed by the profession to be appropriare for rreamenr. 
They must meet broadly accepted national standard, of dental 
practice. The person's total current oral condition \\.ill be taken 
into account. 

The Limitations section has some examples of how this nxxks. Pleas? 
refer to page 142 for more information. 

Prosthesis Replacement Rule 

Certain replacements or additions to existing denrures or bridgework 
will be covered under this Plan. But proof satisfactory to Aema must 
be given that: 

rn The replacement or addition of teeth is required to replace teeth 
extracted after the present denrure or bridgework was installed. 
The person must have been covered when the tooth was extracted. 

rn The present denture or bridgework cannot be made serviceable. 
Also, i t  must be at least five years old. 

rn The present denture 1s an immediate temporary one to replace one 
or more n a ~ r a l  teeth extracted while the person is covered and 
cannot be made permanent. Replacement by a permanent denture 
is needed. I t  takes place within 12 months from the date the 
immediate temporary one was first installed. 

Explanation of Some Important Plan 
Provisions 

Calendar Year Deductible 

This is the amount of Covered Dental Expenses you pay each calendar 
year before benefits are payable. There is a separate Calendar Year 
Deductible for each person. 

Family Deductible Limit 

This is a valuable fearure of the Plan. It represents the limit of 
Covered Dental Expenses that must be paid by persons in your family 
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Covereg sewres a-c 

supphes must mre: 

broadly acceorec 
standards of denla.' 

pracfrce w e n  yaw 

dentrst uses an alre'nare 

I metnoo of rrea:ne-! fne 
benef~rs pa:: 3 ,  Arnr,::dri 

I Ware, Works Qan 6.:. oi. 

j hrnjred 

before the Plan begins to pay benefits. When such expenses exceed 
the Family Deductible Limit. the Plan then pays benefits at 80 percent 
of the excess. 

Coinsurance 

Once the calendar year deductible has been met. you and the Plan 
share the cost of most dental services through the coinsurance. 
Coinsurance is the amount thar you must pay out of your o n n  pocket 
for covered services. 

Calendar Year Maximum Benefit 

This Plan has a Calendar Year Maximum Benefit. That is the most 
that is payable for all dental expenses incurred by a person in a 
calendar year. I t  applies even if there is a break in coverage. 

Coordination of Benefits 

Today, in many ~i tuat ion~.  borh husbands and wives work. Therefore, 
it is common for individual members of a family 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 your American Water 
Works Plan and the other plans. This may mean a reduction in 
benefits under this Plan. The combined benetits will not be more than 
the expenses recogn~zed under these American Water Works Plans. 

In a calendar year. your American Water Works Plan will pay: 

rn Its regular benefits in full, or 

rn A reduced amount of benefits calculated as 100% of "Allowable 
Expenses" ~ncurred by the person for whom a c lam is made, less 
the benefits payable by the "other plans." (Some plans may 
pro\ ~ d e  benefits in the form of s e n x e s  rather than cash payments. 
I f  t h ~ s  is the case. the cash xalue w ~ l l  be used.) 

Limitations 

N'hen the Airernare Treatment part of this Plan applies, benefits will 
be limned. Some examples of how this works follow. 

Restorative and Reconstructive Services 

Gold. Baked Porcelain. Crowns. and Jackets 

Covered Dental Expenses will be limited to the charges for the 
procedure using amalgam or like material. if it would restore a 
100th. This limit applies even if you and the dentist choose some 
other type of restoratton. 

rn Reconstruction 

Covered Dental Expenses will be limited to the charges for the 
procedure needed to eliminate oral disease and replace missing 
teeth. Appliances or restorations needed to increase vertical 

142 The Denlai P l n ~  

DATA REQUEST 1 #21
NON-UNION

Page 140 of 229



dimension or restore the occlusion are deemed to be opnonal. 
They are not covered. 

Prosthodontic Services 

Partial dentures 

Covered Dental Expenses will be limited to the charges for a cast 
chrome or acrylic denture if this would satisfactorily restore an 
arch. This limit applies even if you and the dentist choose a more 
elaborate or precision appliance. 

rn Complete dentures 

Covered Dental Expenses will be limited to the charges for a 
standard procedure. This limit applies even if you and the dentist 
choose personalized or specialized treatment. 

Replacement of Existing Dentures 

This will be covered 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 Expenses do not include. and no benefits are payable 
for: 

e Any dental senices and supplies which are covered in whole or in 
pan under any other pan of this Plan. or under any other plan of 
moup benefits provided by American Water Works. - 

m Treatment by someone other than a licensed dentist. But the Plan 
will cover some treatments by a licensed dental hygienist that are 
supen~sed by a dentist. These are scaling of teeth, cleaning of  
teeth. and topical application of fluoride. 

e Senices or supplies that are cosmetlc in narure. This ~ncludes 
chdlgrs for personalizat~on or charactexation of dentures. 

rn The replacement of a prosthetic device that is lost, missing, or 
stolen. 

Any senices or supplies which are for orthodontic treatment, 
except as specifically provided. 

Services or supplies to increase vertical dimension. These are 
dentures. crowns. inlays and onlays. bridgework. or any other 
appliance or service. 

Sealanls 

Thr Dental Plan 1 A' 
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if your dental coverage 
ends whrle you are not 

totally dtsabled. cnarges 

for dentures. fixed 

bndgework and crowns 
may be covered for a 

perfood of 60 aays following 

the dale coverage 
lemmared ~f lney were 

ordered before lnal oale 

Termination of Coverage 

The Dental Plan terminates when the Medical Plan terminates 

BeneJits 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: 

Dentures 

B Fixed bndgework. 

Crowns. 

This applies only if the item is finally installed or delivered no more 
than 60 days after coverage ends. 

"Ordered" means: 

Impressions have been taken from uihich the dentures, crowns, or 
fixed bridgework will be made. and 

As to tixed 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 Exclrtsioizs 

Coverage is not provided for the following charges: 

Those for services and supplies not necessary, as determined by 
Aetna, for the diagnosis. care. or treatment of the disease or injury 
involved. This applies even if they are prescribed, recommended, 
or approved by the person's attending physician or dentist. 

144 nre Dental Plan 
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Those for care. treatment. services. or supphes that are not 
prescribed recommended. and appro\ ed b! the person's ancnd~ng 
physician or dentist. 

Those for. or in connection wirh. services or supplies that are. as 
determined by .4ema. to be experimental or investigational. .4 
drug. device. procedure. or treatrnem will be determined to be 
experimental or investigational if: 

there are insufficient outcomes data available from controlled 
clinical mals published in the peer reviewed literature to 
substantiate its safe& and effectiveness for the disease or injury 
involved. 

as required by the FDA. approval has not been granted for 
marketing. 

a recognized national medical or dental society or replatory 
agency has determined. in writing. that it is experimental. 
investigational. or for research purposes. or 

the wrinen 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 the treating 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 a resident physician. dentist. or intern 
rendered in that capacity. 

a Those to the extent they are not reasonable charges. as determined 
by Aema. 

Those that are made only because there is health coverage. 

a Those that a covered person is not legally obliged to pay. 

rn Those for services and supplies: 

0 furnished. 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. 

furnished. paid for. or for which benefits are provided or 
required under any law of a govemment. (This does not 
include a plan established by a govemment for its own 
associates or their dependents or Medicaid.) An example is 
benefits provided. to the extent required by law, under "no- 
fault" auto msurance law. 
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m Those for plastic surgery. reconsrmctive surgerl;. cosmetic surge?. 
or other services and supplies wh~ch 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 

in the calendar year of the accident wh~ch causes the injury, or in 
the next calendar year. 

rn 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 is covered under this Plan. 

Those for sealants. 

Any exclusion above will not apply to the extent that coverage is 
specifically provided by name or coverage of the charges is required 
under any law that applies to the coverage. These excluded charges 
will not be used when calculating benefits. 

The law of the jurisdiction where a person lives when a claim occurs 
may prohibit some benefits. If so. they will not be paid. 

Srr brnitting CIairns 

YOU should fife your All claims must be filed within two years from the date of the incurred 
clarm(sj aunng !he expense. Your claims must be in writing. and you must give proof of 
calendar year m wnrc.n me the nature 2nd extent of the expense. You may obtain Dental Benefits 
sewice or lreaImenf was Request forms from your Human Resources representative. 
provided. 

How Your The Dental Plan is undenvrinen and administered by Aema. Your 

~ ~ ~ ~ f i ~ ~  paid claims will be paid as soon as Aetna receives the necessary written 
proof supponing your claim. In order to speed the claims processing, 
Aetna will pay dental benefits to you unless you specify that you want 
the benefits paid to the provider. 
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How to File a Dental Claim 

Anach me onginal of each 

rremlzed brll to the 

Denftsts Sraiemenf lorm 

Be sure ro keep a copy 01 

all bdls and clam lorms lor 

your records Rather than 

submrnrng indrvrdual 
dental brlls yov may 11nd rt 

more convenrenr lo collecr 

several bdls and file them 

w~rh your Denrisl s 
Sraremenr form ar one 

Fast processing of your claim depends on complete. accurate information 
on your Denrisr i S~oremenr form. When filing a claim under the Dental 
Plan, please remember to: 

s Complete all items under applicable sections of your claim form 
0 vour Any unanswered questions will cause delay in processin,. 

claim; 

rn Be sure to include your Social Security number on all claims. 
including claims for your dependent(s). Also be sure to sign the 
form: and 

rn Amch the itemized bill to the form. An itemized bill must contain 
the following information: 

the patient's full name. 

the patient's relationship to you. 

0 the date service was provided. 

the name of the Dentst or other llcensed health care 
profess~onal providing servlce. 

the provider's taxpayer identification number. 

the Epe of service provided. 

the nature of the condir~on being treated. and 

the charges for the senice or treatment (multiple expenses 
should be itemized). 

If any of this information is misstng. write it on the bill yourself and 
s i p  your name. )'our dental provider should complete the provider 
section ot the Benefits Request 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 a copy 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 eveythlng to: 

Aetna 
P.O. 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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Flexible Spending Accounts 

Parrrcrpabon !n the Healfh 

Care Spendrng Accounf 

and the Dependenf Care 

Spendrng Account alIOwS 

you to reduce your faxable 

rncome by paymg for 
ceffam expenses wrfh 

pretax dollars 

American Water Works recognizes that the high costs ofhealth and 
dependent care can at times be overwhelming. To help you meet these 
expenses in the most cost-efficient manner. the Company offers w o  
programs which. a l l o ~ ,  you to use your o w  pretax dollars ro 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 qualifyins medical and dependent care expenses. 

Aetna adm~nrslers fhe The Health Care Spending Account reimburses you. tax-free. for 
Flexlble Spendjog most health-related expenses (including medical and dental) that are 
A C C O U ~ ~ S  on behalf of not reimbursable through any health benefit plans for yourself or your 
American Wafer Works 
L 

eligible dependents. 

The Dependent Care  Spending Account reimburses you, lax-free, 
for most dependent day care expenses for your qualifying dependents. 

Your contributions to the Health Care ankior Dependent Care 
Spending Accounts. as well 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 where you 
i~\ .e.  

YOU can use your Healfh 

Care Spendrng Accoun! lo 

pay for rnearca! oental 
I wsion and heawg ca? 

expenses lnaf are no: 

ofhenv!se covered 3r any 

healfh care plan 

The Health Care Spending Account 

The Health Care Spend~ng Account allows you to contribute money on 
a pretax basis to an account set up for you. If you (or your 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 federal tax. using the spending account allows you to pay for 
qualifying medical expenses while at the same time reducing your 
taxable income. 

Flexible Spending Accounts 151 

DATA REQUEST 1 #21
NON-UNION

Page 148 of 229



Here is an example of the potential savings with a Health Care Spending Account: 

I With Account I Without Account . 
/ Annual Family lncome 

Pre-Tax Contributions to Account I 5500 I None 

Taxable Income I 839.500 I 540.000 

Federal Income Tax I 53.585 I 1 53,660 

Social Securiry Tax I 53.022 1 $3.060 

After-Tax Health Care Expenses 1 None I ! S500 

Net Soendable Income 1 837.893 ! S32.780 
I 

Tax Savings $1 13 1 SO I 

Eligibility 

To pamcpate m tne Healrn 

Care Spendrng Account. 

you must cornplele and 

submit an enrollment form 

wifhln Ihe 31-day 

enrollmen1 per100 If a 

srgned form is no1 recerved 

wllhm M,s penod 

Amencan Warer Works wdi 

assume tnai you have 

decrded nor to Dan,cmaie 

n the Plan. and you wiu 

not be elrgrble lo 

partmpare uoid me 

follow!ng Plan Year 

All regular full-time associates are eligible to panicipate in the 
spending accounts at the same time you become eligible to participate 
in the Medical. Dental. and Prescription Dmg Plans. You may enroll 
by completing and signing the Flexible Spending Account section on 
your Enrollmen1 Form. If you are newly hired.you musf enroll and 
make your contribution election within the 3 ]-day enrollment period. 
You will have the oppomnity to change your elections in the fall 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. 

Eligible In addition to your own expenses, you can also be reimbursed from the 

Dependents Health Care Spending Account for qualifying expenses incurred by an 
eligible dependem. In general. an eligible dependent is your spouse or 
any person whom you could claim as a dependent on your federal 

Health Care expenses income tax return. if you are divorced. your children are eligible 
~ncurred by your elrgrble dependents only if they receive more than half of their support from 
dependenrs can De you. 
rembursed d rne 
expenses are nor covered 

by any medrcai denial. or 

prescnpfion drug Plan 
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A special rule applies if your dependent (other than your spouse) is 
employed. He or she can be considered an eligible dependent only it' 
his or her annual gross income is less than 52.000. Ho\ve\.er. a 
dependent child may earn more than 52.000 per year and still be 
eligible if 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 five 
calendar months of the year. You should consult your own r;uc advisor 
to determine whether your child is eligible to be your dependent. 

How the Account I t  is important to remember that the spending account does not replace 

Works 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 enrolled in one of American Water Works 
Medical Plans. You estimate that you will have at least 5500 of non- 
reimbursable medical. dental. and prescription drus expenses during 
the Plan Year. With this in mind, you contribute S500 to yow health 
care spending account in equal installments through payroll deduction. 

%%en you have a non-reimbursable medical expense, you pay the bill. 
You can be reimbursed for these expenses through the FSA by filing a 
separate claim form or through automatic submission (see page 158). 

Contribution You may elect to contribute up to 52.500 per year to the Health Care 

Maximums and Spending .4ccount. There is a minimum contribution of  5120 per year. 

Minimums Your contributions will be deducted from your paycheck in equal 
amounts throughout the Plan Year. 

lfyour spouse (or someone related to you) also maintains a health care 
I YOU may elecr ro spending account, whether through the Company or another employer, 1 m.XnbureuDrO s2 500Der this r i l l  not affect the maximum amount of your contribution. You 

year lo  me Healm Cire may each contribute the maximum amount. Pleare note there is a 
Spendmg Account differenr rule ~hor upplies 10 conrributrot~s to the Dependent Care 

Spending .4ccounr. 

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) I. P1i.u.w nore that there is a different rule for 
reimhursemenrsfroni [he Dependent Care Spending Account. 

Flexible Spending Accounts 15' 
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Use All the 
Money In Your 
Account 

YOU musl reques! 

reinbursement by March 

31 of the followmg year for 

health care expenses 

Incuned on or belore 

December 31 of each Plan 

Year. 

The IRS requires that any amounts remaining in your spending 
account afier the deadline for submitting claims for the Plan 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 carefully 
plan the amount of money you will connibute to your spending 
account. 

American Water Works aggregates all forfeitures at the end of each 
Plan Year and dismbutes them on an equal basis among the following 
Plan Year's participants as an addition to their accounts. 

You can stan, stop. or change the automatic deductions from your 
paycheck during the calendar year only if you have a change in status 
(as listed below). The change in status must be on account of. and 
corresponds with, a change in status affecting eligibility. The 
following events are changes in status: 

rn Marriage, death of spouse, divorce, legal separation, or annulment; 

rn Birth. adoption. placement for adoption. or death of a dependent; 

m Termination or commencement of employment by you. your 
spouse or dependent: 

m Reduction or increase in hours of employment by you, your spouse 
or dependent. including a switch beween pan-time and full-time. 
strike or lockout. or taking or returning from an unpaid leave; 

rn Dependent no longer qualifies because of age. student status, or 
mamage: 

rn Change in residence or worksite of you. your spouse or dependent. 

\.ou can also stan. stop. or change your automatic deductions during 
the calendar year if the change corresponds with "special enrollment 
rights" ~vhich may apply to you under HIPAA; if you experience a 
C'OBR.4 event; if a judgment, decree. or order rest~lting from divorce. 
I separation. annulment or change in custody requires health 
co\.crase for your dependent or dependent foster child; or if you 
become ent~tled to Medicare or Medicaid. 
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Expenses Eligible 
for 
Reimbursement 

Remember the following 

bsts of elrgdle and 
mebg,ble expenses are no1 

cornplere If you have a 

queston as lo wherner or 

not an expense zs elzgible 
please call Aelna Member 

Sew~ces a1 (800) 292- 
4366 

Only "qualifying" expenses can be reimbursed through the Health 
Care Spending Account. Qualifiing 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 expenses and transportation or lodging expenses incurred in 
receiving neatment. Cenain other medical expenses not covered by 
your medical insurance are also eligible expenses. such as the cost of 
eye exams. Any deductibles or copayments you have paid under an! 
type of health care plan. including HMOs and vision or dental plans. 
are also 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

v
ery or 

settlement from a law suit. 

Below is a list of some of the health care expenses eligible for 
reimbursement from your spending account. For additional 
information. call Aetna Member Sewices at (800) 2923366. 

Acupuncture 

Adoption 

Adult diapers 

Alcoholism treatment 

Ambulance charges 

Anific~al memination 

Binh control 

Braille books.magazlnes 

Specialized car equipment for disabled persons 

Chiropractic treatment 

Christian Science practitioners 

Coinsurance!deductibles 

Contact 1enses:saline solution 

Copayments 

Cosmetic Surgery: 

- to treat illnessldisea~e 

- to improve a congenital abnormality 

- to treat injury from accidentitrauma 

- to improve a disfiguring deformity 

Deductibles 

Flexible Spending Acmunts 1.55 
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Dental treatmenb'orthodontia 

Drug addiction treatments 

Excess of reasonable and customary charges scheduled. annual. 
or lifetime maximums 

Eye carelexams 

Eyeglasses Cprescnption only) 

Guide dogs 

Hearing aidsiexams 

In-vitro fertilization 

Laboratory fees 

Nursing home costs 

0 Orthodontia (non-cosmefic only) 

Oxygen 

Prescribed medicines 

Psychiatric treatment 

Smoking cessation programs prescnbcd by a physician and 
prescription drugs for the treatment of addiction to nicotine and 
for alleviation of the effects of nicotine withdrawal (Note: 
nicorine gum is nor cowred becouse ir does nor require a 
prescriprion hv a ph?,sjcian. ,\~icoderm~Huhirrolpa~ches 
dispensed b ~ .  a p ~ ~ s i c i u n  are eligible. 

Speech therap? 

Sterilization 

Transplants (except hair) 

Vaccinations 2nd immunizations 

Weight loss programs recommended by a physician to treat 
obesity. provided the reimbursements are recognized by the IRS 
as "legitimate" medically necessary expenses 

Well-baby care 

Wheelchairs 

X-ray fees 

Expenses Sot The Health Care Spending Account cannot reimburse any health care 

Eligible for expense that is not a qualifying expense. Expenses that cannot be 

Reimbursement reimbursed include: 

Expenses of someone who is not an eligible dependent, 
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Insurance premiums (including COBR4 premiums). 

rn Expenses in excess of the amount you have elected to connibute to 
the Health Care Spending Account. 

rn Expenses for general health purposes. such as fimess. exercise. or 
health club dues unless recommended by a physician for a 
particular medical condition. 

rn Expenses for weizht loss programs unless recommended by a 
physician to treat obesity and the reimbursements are recognized 
by the IRS as "legitimate" medically necessary expenses. 

rn Vacation or travel costs to improve health. 

Costs incurred to quit smoking unless prescribed by a physician for 
the treatment of addiction to nicotine and for alleviation of the 
effects of nicotine withdrawal. 

rn Cosmetic surgery. unless necessary to correct a deformity which is 
congenital or w h ~ h  resulted from a disfiguring illness or an injury 
resulting from an accident or trauma. 

B Bleachinghonding of teeth 

Non-prescription drugs 

B Contact lens insurance 

Vitamins 

rn Dancing lessons 

Diaper services for children 

Electrolysis 

B Funeral expenses 

B Hair transplants 

Household help 

B Liposuction 

Maternity clothes 

Nicotine gum 

Retin A unless prescribed by a physician for the treatment of acne 
but not for aging 

B Rogaine for a specific medical condition, but not for cosmetic 
purposes (that is to stimulate growth) 

B School tuition 

B Swimming lessons 

B Transponation costs of a disabled person to and from work 

YMCANWCA memberships 

Flexible Spending Acwunts 15 
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Submitting 
Claims 

This list is intended to give you a general description of espenses not 
eligible for reimbursement through the spending account. There may 
be other expenses in addition to those listed above. whtch are not 
eligible. 

YOU 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 subm~t should contain. at a minimum. the 
following items: 

8 The name of the patient and the associate 

The date(s) the services were provided 

A description of the service or item provided 

D The name and address of the provider 

rn The cost 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 
Aetna detailing the starus of your account with each reimbursement. 

Family and If you take a Family and Medical Leave of Absence from American 

~~dj,,,~ L ~ ~ , . ~ ~  Water Works. your contributions via payroll deductions to the Health 

of Absence Care Spending Account will ordinarily stop. You may elect to 
continue to make deposits to your spending account, on an after-tax 
basis only. by providing American Water Works with a check for the 
amount of your desired deposit. 

Termination of If you leave American Water Works, your payroll deduction 

Employment contributions will cease. although you may elect to make after-tax 
contributions to the Health Care Spending Account under COBRA. 
You may still contmue to subm~t claims for reimbursement of 
expenses incurred before your date of termination. 

Retirement If you retlre. you must discontinue participation in the Health Care 
Spending Account. 

1158 Flexible S p e n d l n ~  Accounts 
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The Dependent Care Spending .Icco~rrtr 

The cost of canng for your 

dependenfs whrle you 

worh can be more 
affordable when you 

parfrcrpaie in Amencan 
Wafer Works Dependent 

Care Spendmg 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 .4ccount can be used to 
reimburse you for most day care expenses you might incur for your 
qualifying dependents. Because conmbutions to the spendins 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 enrollmenrperiod You can enroll by completing 
and signing the Flexible Spending Account section on your Enrollmenr 
Form. You will have the o p p o m n i ~  to change your contribution 
election in the fall of every year. 

Qualifying Expenses are rembursable for care of the following qualifying 

Dependents dependents: 
rn Your child or other dependent under the age of 13, 

rn Your spouse who is physically or mentally unable to care for 
himself or herself. regardless of age. and 

rn Any other dependent, regardless of age, who lives with you and is 
physically or mentally incapable of caring for himselfherself. 

A "qualifying dependent" for purposes of the Dependent Care 
Spending Account means your spouse and any person that you claim 
as a dependent on your federal income tax return. A dependent may 

Flexible Spending Acmunts 15' 
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How the Account 
Works 

Maximum and 
Minimum 
Deposits 

/ The amount c' voi: 

I ConlnDUIiol lS icommed 
wffh those o f  your mouse1 

r o  yoor Deoenoen: Care 

Spendrng Accoun: may no1 

exceed 55 000 

not be a person who lives outside of your home: therefore an 
individual who lives in a nursing home is not a qualifving 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. Generally. if you had custody of the child for most 
of the year, the child is a qualifying dependent. provided he or she is 
under the age of 13. You should consult your tax advisor to determine 
whether an individual qualifies as your dependent. 

If two married or related American Water Works associates both 
maintain Dependent Care Spendins 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 51.400 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. You will 
then be reimbursed from your account. assuming that you have a n  
adequate balance in your account. If not. your claim will be pended 
until such time as the balance in your Dependent Care Spending 
Account is sufficient 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 as ha\.e payroll deductions. before receiving 
rembursernents 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 dunng the year unless you have an eligible 
change in family or employment Status. 

Gcnerally. 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 file a joint tax return, the 55.000 limit will apply to 
the total conributions both of you make to your respective accounts. 
For example. if your spouse contributes $4.000 to his or her account, 
you may contribute only $1,000 to your Dependent Care Spending 
Account. 
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Special Rules In addition, your Dependent Care Spending Account conmburion can 
never be more than your earned wages or yow spouse's eamed u-qss. 
whichever is less. If your spouse is either a full-time swdent or 
physically or mentally incapable of caring for himself or herself. your 
maximum connibut~on to the spending account will be Sl.200 per year 
if you have one qualifving dependent. or 54.800 per year 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 is an 
individual who maintains status as a full-time swdent at a college or 
university during at least five months of the year. 

Determining How The amount you elect to connibute will depend upon the amount you 

~~~h to anticipate you 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. 

Use All the You must request rembursement by March 3 1 of the following year 

Money in \.our for dependent care expenses incurred on or before December 31 of 

Account 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. 
You may not carr): forward unused amounts to the next Plan Year, 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 imponant 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 partmpants as an addition to their accounts. 

Flexible Spmding Accounts 16 
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Expenses Eligible 
for 
R e i m b u r s e m e n t  

You may recerve 
reimbunement from your 

account tor expenses fhaf 

have been rncurred tor 

serwces rendered dunng 

the Plan Year in order 10 

be re~mbursed tor these 

expenses. fhe lax fD 
number or Socla/ Secunfy 

number of fne prowder 

musf be submmed. 

E x p e n s e s  IVot 
El ig ible  for 
R e i m b u r s e m e n t  

Eligible expenses include dependent care expenses that enable you and 
your spouse to work or your spouse to anend school full-time \vhile 
you work. Such expenses include but are not limited to the follo\ving. 
For additional information. call Aema Member Services at (800) 292- 
4366. 

rn A qualified child or adult day care center that receives payment for 
the care of more than six individuals who do not reside there. 

rn Wages paid to a baby-siner or companion. whether in your home 
or elsewhere. during the time that you are workin:. 

A housekeeper whose duties include dependent care. 

rn A relative who cares for your dependents, but is neither your 
dependent nor your chdd under age 19. 

m Someone who cares for an elderly or disabled dependent in your 
home, 

rn Summer day camp expenses. provided that the camp is NOT for a 
specific educational purpose. such as learning tennis or 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), 

rn Nursery school expenses. provided that the school is a state- 
licensed f a c i l i ~ .  

Remember, the care must be necessar). so that you and. if you are 
mxned. 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. 

Pnvare school Nltlon (except private k~nderganen) is not reimbursable. 
Transpona~ion costs lo and from the locat~on where the care or program is 
prouded are also not rembursable. unless the transponation cast is part of 
the cost of the program. Other expenses ineligible for reimbursement are as 
follows: 

Expenses for food. clothing. education. or entertainment you incur 
for the normal care of an eligible dependent, unless these expenses 
are incidental and cannot be separated from the cost of  care 

24-hour-a-day nursing home expenses 

n Cost for child care that enables your spouse to do volunteer work 

rn Private kinder~anen expenses. or 

Educational expenses for children in the first grade or higher 

Overnight camp expenses 

rn Payments for baby-siners when you are not working, such as in the 
evening or on weekends 

This list is intended to give you a general description of expenses not 
eh@ble for reimbursement through the spending account. There may 
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be other expenses in addition to those listed abol e. wh~ch are nor 
eligible. 

Changing Or You can stan, stop. or change the automatic deductions from your 

stopping payroll paycheck during the calendar year only if you have a change in status 

Deductions (as listed below). The change in status must be on account of. and 
corresponds with. a change in slams affecting eligibility. The 
following events are changes in status: 

D Marriage, death of spouse. divorce. legal separation. or annulment: 

a Birth. adoption. placement for adoption. or death of a dependent: 

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; 

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 stan. stop or change the automatic deductions because 
of a change in cost or coverage. as follows: 

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): 
Addition. elimination. or significant cunailment of the 
Association's benefits (or those of the spouse or dependent's 
employer) which reduces coverase: 
Enrollment period for spouse's or dependent's plan is different 
than the Assoclation's (if the spouse or dependent makes changes 
ill coverage). 

Changing caresivers during the year does not constitute a qualified 
change in family StaNS, 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. 

Submitting You should submit a Dependenr Care Reimbursement Form to Aema, 

Claims along with proof of payment for the services (e.g., receipts. statements, 
canceled checks. etc.). At a minimum, you must inform Aema of: 

The dependent's name and age. 

a The nature of the care provided, 

The date(s) the care was provided. 

a The amount paid for the care. 

Flexible Spending Acmnts  1E 
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rn The dependent's relationship to you. and 

rn The name and taxpayer identification number (or Social Securiv 
number) of the care provider. 

Claim forms are available from your Human Resources representative. 
or &om 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 
P.O. 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 

Family and If you take a Family and Medical Leave of Absence from American 

nqedical L~~~~~ Water Works, your conmbutions via payroll deductions to the 

of Absence 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. 

Termination of If you leave American Water Works. you can still continue to submit 

Employment 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. 

Retirement if you retire. you must discontinue participation in the Dependent Care 
Spending Account. 
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Sick Leave Policy 

Effective July 1.2001. all current associates are eligibis to bank their 
sick leave under the existing policy effective June 30. 2001. Even 
associate is 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 time in 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 Insurance 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 stan while you are 
covered under t h ~ s  Plan. A disability absence is time lost from work 
because of a non-occupational i n j u ~  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. this total includes your unused sick leave. 
As a non-union associate. if you become disabled and you have not 
used any of your sick lea\.e. you \vill be paid 2 weeks of sick leave at 
full pay. after wh~ch xou \sill receive STD at 75% of pay. If you have 
used any of your s ~ c k  leave. you will begin receiving STD, at 75% of 
pay. immedlalely after your sick leave is exhausted. 

This benefit is provided at no cost to you 

\;w Shorr Term Diiahilin. does nor begin until an associate has used 
rhr _' ueekv ofsrck leow arid all accum~rlored banked rime. 

Example: Tom has completed 10 years of service as ofJune 30,2001 
and he suffers an illness that lasts IS weeks: 

For the first 2 weeks. Tom will use the 2 weeks of  sick leave at 
100°/b of base pay. 

For the next 10 weeks. Tom will use his sick leave bank at 
10040 of base pay. 

For the next 3 weeks. Tom will receive 75% of his base pay 
under the new short-term disability benefit. 

e If Tom's disability had lasted more than 26 weeks, he would 
start to receive long-term disability benefits at 60% of his base 
pay for as long as he remains disabled. 

Short Term Did i l i t y  (S1D) 
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The benefit amount will be reduced by any weekly amount !ou are 
eligible for under any Workers' Compensation or other like la\\ for 
time lost from work. 

Benefits start after the first seven calendar days of a disabiliy period 
due to illness. including pregnancy. Benefits stan on the first day of 3 
disability due to injury. Aema must be contacted after you have been 
absence from work 5 consecutive workdays. You will not be e l i~ ib le  
for STD benefits for any period of time in which you are eligible to 
receive Company paid sick leave and in no event m-ill 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 believes is necessary before deciding that 
benefits are payable. 

More than one disability absence will be pan of the same period of 
disability: 

rn If it is due to the same or a related cause. and 

rn If it is separated by less than two consecutive weeks of full-time 
work. 

l'ou will be eligible for a new Maximum Period of Payment if: 

rn A new disability absence is due to a cause different from that of 
any prior disabiliry, and 

rn I t  is separated from the prior disability by at least one day o f  full- 
time active work. 

Limitations 

Uo benefits are payable for: 

rn Days on which you do work for pay or profit. 

rn 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 his or her care. 

168 Short Term Disnhilify 1STDJ 
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Coverage for Occupational Illness or Injun* 

This Plan pays a weekly benefit if you are absent from work. while 
covered. because of an illness or injury resulting from emplo>ment 
with American Water Works. However. the Weekly Benefit amount 
will be reduced by the weekly amount for which you are elizible for 
time lost under any Workers' Compensation law or an). other similar 
law or docmne. This benefit runs concurrentl~ u.~th sick leave. 

Submitting Claims 

To apply for benefits under the Shon Term Disability Plan, you should 
conract Aetna Manased 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 receives the 
mformation to verify your disability. 

vl'hile 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 examine you in order to 
verifi your d~sabilit). I t  is your responsibility to provide Aetna with 
the requested documentarion supporting your claim, or your benefits 
will stop. 

Short Term Disabilify (STDl 1 
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This Plan will pay a Monthly Benefit for a period of total d i sab i l i~  
caused by a disease or accidental bodily i n j q .  

Eligibility 

You are eligible if you are a regular full-time. non-bargaining 
associate. 

In addition. to be eligible. you must be: 

Scheduled to work on a regular basis at least 35 hours per 
week: and 

Working within the United States. 

s Your Eligibilin. Date. if you are then eligible. is the Effective Date 
of this Plan. Otherwse. it is the first day of the month. following 
completion of one fu l l  month of continuous service. 

rn 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 beeins 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 a layoff. on disabiliry. or on leave of absence on your 
elieibility date. coverage will begin on the day you return to active 
work. 

L a p  Term Disnbilitv 1 
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Long Term Disability Benefits 

Waiting Period 

The Plan's Waiting Penod is the greater o f  

rn The first 26 weeks of a period of d i sab i l i~ :  and 

rn The period of time when disability benefits are payable from any 
"ram shon-term disabiltry benefits or salav continuation pro, 

sponsored by your Employer. 

If. solely due to dlsease or injur?. you are unable to earn more than 
8030 of your adjusted predtsabll~r). earnmgs. you will not be deemed to 
have performed the material durles of your own occupation on that 
day 

Scheduled Monthly LTD Benefit 

The monthly benefit is 6090 of your monthly predisability earnings. 

Any benefit actually payable may be reduced by "other income 
benefits. Sce page 178. 

l a x i m u m  Monthly Benefit Under this Plan 

The maximum monthly benefit under this Plan is S15.000. 

Effective Date of Coverage 

Your coverage will take effect on your Eligibility Date. 

Active Work Rule 

If you happen to be i l l  or injured and away from work on the date your 
coverage would takc cffect. the coverage will not take effect until you 
return to hll-time work for one full day. This ~ l e  also applies to an 
Increase in your coverage. 

174 Long Term D i u M ~ h ,  
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Total Disability 

You are deemed to be totally disabled while either of the follo\ving 
applies to you: 

rn In the first 24 months of a period of disabilin: 

You are not able. solely because of injury or disease. to perfom 
the material duties of your own occupation: except that if you start 
work at a reasonable occupation you will no longer be deemed 
totally disabled. 

rn After the first 21  months of a period of disabilin.: 

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 material duties of your 
own occupation or working at a reasonable occupation on any day if: 

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 injuv. your income from either is 80% or 
less of your adjusted predisabilip earnings. 

"Reasonable occupation" is any gainful activity for which you are. or 
may reasonably become. fitted by education. training. or experience. 
I t  does not include work under an Approved Rehabilitation Program. 
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A Period of Total Disability 

A period of total disabilin stam on the first day you are totally 
disabled as a direct result of a significant change in your physical or 
mental condition occurring while you are covered under this Plan. 

You must be under the care of a physician. (\'ou will not be deemed 
to be under the care of a physician more than 3 I 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 d i s a b i l i ~  ends on the first to occur of: 

rn The date you are not totally disabled. 

rn The date you stan work at a reasonable occupation. 

rn The date you fail to give proof that you are still totally disabled. 

rn The date you refuse to be examined 

The date you cease to be under the care of a physician. 

rn The date you reach the expiration of the Maximum Benefit 
Duration shown on the Summary of Coveraee. 

rn The date you are not undergoing effect i~~e treatment for alcoholism 
or drug abuse. if your disability is caused to any extent by 
alcoholism or drug abuse. 

rn 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. 

rn The date you fail to give proof that you are unable to perform the 
duties of any occupation for compensation or profit equal to more 
than SO0% of your adjusted predisability earnings. 

rn The date of your death. 

rn The day afier Aetna determines you are able to participate in an 
Approved Kehabili~xion Program and you refuse to do so. 

.Also. a period of total disability will end after 24 monthly benefits are 
payable if i t  is determined 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 Associat~on (hereafter called DSM). 
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There are two exceptions to this rule that apply if you are confined as 
an inpatient in a hospital or treatment facilin for rreatment of that 
condition at the end of such 2-1 months. 

rn If the inpatient confinement lass less than 30 days. the penod of 
total disabilin will cease when you are no longer confined. 

rn If the inpatient confinement lasts 30 days or more. the penod of 
total disabilit). ma). continue until the date you have not been so 
confined for that condition for a total of 90 d a y  during any 12- 
month period. 

The Separate Periods of Total Disability section below does not apply 
beyond 24 months to periods of dtsabiliry that are subject to the above 
paragraph. 

Separate Periods of Disability 

Once a period of total disabiliry has ended. 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 rota1 disability. Only one waiting period 
will apply. 

.Any day on which. solely due to disease or injury. your income is less 
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 

rn any reasonable occupation. 

The first period will not be included if i t  began while you were not 
covered under this LTD Plan. 

Long Tenn Disability 1 - 
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Other Income Benefits 

Other income benefits are: 

rn 50% of any award provided under The Jones Act or The hlaritime 
Dochine of Maintenance. Wages and Cure. 

Disability. retirement, or unemployment benefits required or 
provided for under any law of a government. Examples are: 

Unemployment compensation benefits. 

Temporar) or permanent. partial or total disability benefits 
under any state or federal workers' compensation law or any 
other like law. Lvhich are meant to compensate the worker for 
any one or more of the following: loss of past and future 
wages: impaired earning capacity: lessened ability to compete 
in the open labor market: any degee  of permanent impairment: 
and any degree of loss of bodily function or capacity. 

Automobile no-fault \\age 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 

Disab i l i~  or unemployment benefits under: 

any group insurance plan 

any other r1;pe of coverage for persons in a group. This 
includes both plans that are insured and those that are not. 

rn Full retirement benefits for which you are or may become eligible 
under a group pension plan at the later o f  

ase 62: and 

the plan's normal retirement date; 

but only to the extent that such benefits were paid for by an employer. 

rn 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 payments that result from the act or onllsslon o 1 ' m ~  
person whose actton caused your disabili?. Thssc p3yrncntz 1113) 

be from insurance or other sources. 

Disability benefits under an! g o u p  mongage or group cred~t 
disabilin. plan. 

Other income benefits mclude 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 3lonthl? Benefits 

Increases in the level of other income benefits due to the follouing 
will be considered "other income benefits": 

* a change in the number of your family members: 

a recomputmon or recalculation to correct or adjust your 
benefit level as first established for the period of total 
d isabi l i~:  or 

a change 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 
disabiliy. 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 a non-gowrnmentA source during a period of 
total disabilin.. These increases will not be considered other income 
benefits m the extent they are based on the annual average increase in 
the Consumer Pnce Index. 

Other Income Benefits \Vhich Do Not Reduce Monthly Benefits 

The amount of any retirement or dis~bility benefits you were receiving 
from the follouing sources before the date you become disabled under 
this LTD Plan w I I  not reduce your monthly benefits: 

m i l i r a ~  and other government service pensions: 

retirement benefits from a prior employer; and 

veterans' benefits for service related disabilities. 

.41so. the amount of any income or other benefits you receive from the 
follou-in: sources will nor reduce your monthly benefits: 

profit shanng plans; 

thrift plans; 

401(k) plans; 

Keogh plans: 
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employee stock option plans: or 

tax sheltered annuity plans. 

PredisabiIify Earnings 

This is 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. 

rn If you are paid on an annual basis. your monthly salary is 1112th of 
your annual salaq.  

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 re_eularly scheduled to work per month: but not 
more than 173 hours per month. 

m If you do not have regular work hours. the calculation of your 
monthly salar?. 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 wages are: 

o Contributions you make through a salary reduction agreement with 
your Employer to any of the following: 

o .An Internal Revenue Code (IRC) Section 125 plan for your fringe 
benefits. 

m An IRC 401(k). 403(b). or 457 deferred compensation 
arrangement. 

An executive nonqualified deferred compensation agreement. 

Not included in salary or wages are: 

Awards and bonuses. 

Ovenime pay. 

m 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. 

180 Long Term D~.inbrlrru 

DATA REQUEST 1 #21
NON-UNION

Page 174 of 229



Benefit Adjustment During Retrcrti to ij 'ark 

If, while monthly benefits are payable. you ha\.e rncome from: 

any employer: or 

8 any occupation for compensation or profit: 

which is more than 7090 of your adjusted predisabilin earnings: the 
monthly benefit as fi-pred above will be adjusted as follows: 

8 During the first 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 
I OOSb of your adjusted predisability earnings. 

rn Thereafter. the monthly benefit will be the product of the 
following: 

( A  divided by B 1 s C where: 

.4 = Your adjusted predisability earnings minus such income. 
B = Your adjusted predisability earnings. 
C = The monthly benefit figured without regard to this paragraph. 

In figunng the monthly benefit. other lncome benefits do not include 
income from an). employer or Income from any occupation for 
compensation or profit 

.Ifasitnrrm Benefit Driralion 

L'nlcss your period of total disability ends earlier for one or more of 
the reasons stated in this booklet: 

rn If your period of total disability starts prior to the date you reach 
age 67. i t  will end with the calendar month in which you reach age 
6 5 .  

rn If your penod of total disability starts on or after the date you reach 
age 62 .  i t  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: 
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Marimurn Benefit Duration Sclwdule 

I 62 but less than 63 1 2  months 

Age When Period of Total 
Disability Stans 

i 

I 63 but less than 61 36 months 

Months of Total Disability 

I 64 but less than 65 1 .  30 months 
I 65 but less than 66 I 21 months 
i 66 but less than 67 ! 21 months 

I 67 but less than 68 i 18 months 

i 68 but less than 69 I 15 months 

69 and over 1 12 months 

Pregnancy Coverage 

Benefits are payable on the same basis as for a disease if a female 
associate. while covered under this Plan, is absent from active work 
hecause of a rotally dlsablmg pregnancy-related condition. A 
p h y c ~ a n ' s  certification thar the associa~e is totally disabled because o f  
the condition will be necessary. Further. Aetna may request any 
additional evidence i t  believes is necessary before deciding that 
hcnefits are payable. 

Ill during the 3 months before coverage took effect. services are 
rcndcred or supplies are received in connection with a pregnancy or a . . ~ ~ 

pregnancy is confirmed. the pregnancy is a preexisting condition 
u h~.rher 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 o i  
coverage. coverage will be adjusted as provided elsewhere in the plan 
document on file with your Employer. .Any increase is suhject to any 
Active Work Rule described in Effective Date of Coverage section ot' 
this Summav 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 rights to benefits based upon 
provisions of this Plan in effect prior to the date of any adjustment. 

Limitations That App!~  To Long Term 
Disability Coverage 

Long Term Disabilic Coverage does not cover any disabiliry that: 

Is due to ~ntent~onally self-inflicted inju? (while sane or insane). 

8 Results from your commission of. or attempting to commit. an 
3ssault. batten. or felon?. 

8 1s due to war or an! act of war (declared or not declared). 

Is due to: insurrec~ion: rebellion: or taking part in a riot or civil 
cornrnotlon. 

rn Stans during the first 12 months of your current Long Term 
D~sability Coverage. if i t  is caused or contributed to by a 
"preexisting condition." .4 disease or injury is a preexisting 
condition if. during the 3 months before the date you last became 
covered: 

i t  was diagnosed or treated: or 

senices were received for the disease or injury; or 

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 is confined in a 
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. 
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Termination of Coverage 

Coverage under this Plan terminates at the tirst to occur of- 

rn When employment ceases 

When the group contract terminates as to the coverase 

rn When you are no longer in an Eligible Class. (This may apply to 
all or pan of your coverage.) 

rn When you fail to make any required contribution 

Ceasing active work will be deemed to be cessation of employnent. If 
you are not at work due to one of the following, employment may be 
deemed to continue up ro the limrts shown below. 

rn If you are not at work due to disease or injun.. your employment 
may be continued until stopped by your Employer. but not beyond 
12 months from the s:an of the absence. 

rn If you are not at work due to temporary lay-off or leave of absence, 
your employment will be deemed to cease on your last full day of 
active work before the stan 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 you had coverase. benefits will be available as long as your 
period of total d i s a b i l i ~  continues. 
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Survivor Benefit 

If you die while totally disabled. this Plan will pay a single. lump sum 
benefit if there is an Eligible Sunivor as defined below. 

The benefit amount will be: 

H 3 times the Monthly Benefit. not reduced by other income benefits. 
for which you were eligible in the full month just before the month 
in which you die. 

If you die before you are eligible for one full hlonthly Benefit. 
however. the benefir will be: 

rn 3 times the 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 mamed spouse at the date of your death 

H If there is no such spouse. your b~ological or legally adopted child 
who, when you die: 

is not married: and 

r is depending mainly on you for support: and 

is under age 2 5 .  This age limit will not apply if the child is not 
capable of self-sustaining employment because of  mental or  
physical handicap which existed prior to age 25 .  

HOW the Survivor Benelit \%'ill Be Paid 

The benefit will be paid as soon as the necessary written proof of your 
death and total disability status is received. 

8 The benefit will be p a ~ d  lo your eligible surviving spouse, if any. 
Othenv~se. i t  will be paid in equal shares to your eligible surviving 
children. 

.4erna. 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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Coverage may be assigned only u-ith the consent of Aetnrl 

How and When To Report Ebrrr Claim 

You are required 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. Your claim must give proof of the 
nature and extent of the loss. Aetna may require copies of  
documents to suppon your claim. including data about any other 
income benefits. You must also provide Aetna with authorizations 
to allow it to investigate your claim and your eligibility for and the 
amount of other income benefits. 

rn 1 . o ~  must furnish such true and correct information as Aetna may 
reasonably request. 

rn The deadline for filing a c l am for benefits is 90 days after the end 
of the waiting period. If. through no fault of your own. you are not 
able to meet the dcadlinc for filing a claim. your claim will be 
accepted if you file as soon as possible: but not later than 1 year 
after rhe deadlme unless you are legally incapacitated. Otherwise, 
late claims will not be covered. 

.Aetna has the iight to rcquirc proof that: 

rn 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 relarive to your disability and has made a timely appeal of  
any denial through the highest Administrat~ve level. Timely 
appeal means making such an appeal as required, but in no  case 
later than 60 days from the latest denial: 

the person has furnished proofs needed to obtain other income 
benefits: 

rn the person has not wawcd any other income benefits without 
Aetna's written consent; and 

rn the person has sent copies of documents to Aetna showing the 
effective dates and the amounts of other income benefits. 
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Aema also requires proof: 

a of income you receive from any occupation for compensation 01 

profit: and 

rn if your income from any such occupation is SO0. or less of your 
adjusted predisabiliv earnings. proof that you are unable. due to 
disease or injun. to earn more than 8040 of your adjusted 
predisability earnings. 

In addition to the above. for purposes of Federal Social Securip. when 
a timely 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 nnting. 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 a reduced basis: or 

disability benefits under group life insurance if they would reduce 
the amount of group life insurance: 

but. ifyou 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 Wll Be Paid 

rn Benefits will be paid to you at the end of each calendar month 
during the period for which benefits are payable. If a monthly 
benefit would be less than 510. Aetna may make payments less 
often. They may be made on a quarterly, semi-annual, or annual 
basis. Benefits for 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 eligibiliry for benefits during the month. 

rn Aetna. in its capacity as the provider of administrative services to 
th;s Plan. may pay up to S1.000 of any benefit to any of your 
relatives whom i t  believes fairly entitled to it. This can be done if 
the benefit is payable to you and you are a minor or not able to 
give a valid release. I t  can also be done if a benefit is payable to 
your estate. 
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Examinations and Evalrrations 

Aema will have the right and oppormnin. to examine and evaluate an! 
person who is the basis of any claim at all reasonable times while that 
claim is pending or payable. This will be done at the Plan's expense. 

Legal Action 

No legal action can be brought to recover under any benefit afrer 3 
years from the deadline for filing claims. 

rn Aema will not try 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 years from the date 
coverage commenced. This will not apply to conditions excluded 
ftom coverage on the date of the loss. 

If payments are made in amounts greater than the benefits that you are 
ent~tled to receive, Aetna, in its capacity as the provider of 
administrative services to this Plan. has the right to do any one or all of 
the following: 

rn to require you to return the overpayment on request; 

rn to stop payment of benefits until the overpayment is recovered; 

rn to take any legal action needed to recover the overpayment; and 

w to place a lien. 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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Types of Facility 

Hospital 

This is an institution that: 

rn mainly provides. on an mpatient basis. d i a ~ o s t ~ c  and rherapeutic 
facilities for surgical and medical d~agnosls. trcatrnmr. and care of 
injured and sick persons: and 

rn is supervised by a staff of physicians: and 

rn provides 24 hour a day registered nursing (RN) service: and 

rn is not mainly a place for rest. for the aged. for drug addicts, for 
alcoholics. or a nursing home. 

.4n institution which does not provide complete surgical senices. but 
which meets all thr other tests listed above. will also be deemed a 
hospital if: 

rn i t  provides semlces ch~efly to patients all of whom have conditions 
related either by a rned~cal speclain field or a specific disease 
cateyory; and 

rn while confined. the patient is under regular therapeutic treatment 
by a physician for the injun. or disease. 

Treatment FaciliQ 

This is an institution (or distinct pan thereof) that is for the treatment 
of alcoholism or drug abuse and which meets fully every one ofthe 
following tests: 

rn I t  is primarily engaged in providing on 3 full-time inpatient basis. a 
program for dugnosis. evaluat~on. and treatment of alcoholism or 
drug abuse. 

rn I t  provides all mrd~cal detoxification services on the premises, 24 
hours a day. 

rn I t  provides all normal infirmary-level medical services required 
during the treatment period. whether or not related to the 
alcohol~sm or drug abusc. on a 23-hour daily basis. Also, it 
provides. or has an asrecment w ~ t h  a hospital in the area to 
provide. any other medical services that may be required during 
the treatment per~od. 

rn On a continuous 2J-hour daily basis. i t  is under the supervision of 
a staff of physicians. and prwides skilled nursing services by 
licensed nursing personnel under the direction of a full-time 
registered graduate nurse. 

rn I t  prepares and maintains a written individual plan of  treatment for 
each patient based on a diagnostic assessment of the patient's 
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medical, psychological and social needs with documsnrmon thar 
the plan is under the supervision of a physic~an. 

It meets any applicable licensing standards esrablished by the 
jurisdiction in which it  is located. 
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Life Insurance Benefis 

Life Insurance Benefits include Basic. Optional. Volunta? Life 
Insurance and Accidental Death and Dismemberment Insurance. 

Eligibility 

If you are a regular full-time American Water Works associate, you 
are eligible to participate in American Water Works Life Insurance 
Benefit Plans. 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 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 lnsurance Plan 

Life insurance is an important financial asset and should be included in 
your long-term financial security planning. American Water Works 
provides you 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. Your 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 
IS S200,000. 

Life lnsuranee 19. 
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Accelerated 
Death Benefits 

Age Reduction 
Rule 

This is an insured plan undemrinen by Aetna. Ths provisions of the 
Plan will remain effective only while you are covered under the g o u p  
contract. 

If you (or your spouse) become terminally ill while covered under the 
Life Insurance program. you may request that Aema pay an 
Accelerated Death Benefit. 

"Terminally ill" is defined as a person tvho: 

suffers from an incurable. progressive. and medically 
recognized disease or condition: and 

to a reasonable medical probability and based on a generally 
accepted propostic protocol, will not suwive longer than six 
(6) months. 

You may request an Accelerated Death Benefit on your own behalf or 
on behalf of your spouse at any time by completing an Aetna Request 
for Accelerated Death Benefit Form and submitting i t  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: 

all medical test results 

laboratory reports: and 

any other information on which the statement is based, 
including the generally accepted pro_mostic protocol used by 
the physician to determine the person's expected remaining life 
span. 

\'our request for an Accelerated Death Benefit must state the amount 
of the benefit requested. The Plan includes an Accelerated Death 
Bcnefit of 5090 of your normal death benefit to you or your spouse in 
the cvent of a terminal illness. The Accelerated Death Benefil 
2fmimum 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. If  someone other than you is the owner of your Life 
lnsurance 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 
\vill 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 dwing 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 I .  7003 and you remain in an Elisible 

~ ~ d ~ ~ t i ~ ~  ~~l~ Class, your Basic Life lnsurance (not exceeding 550.000) will remain 
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 your Employer. 
rounded to the next higher 51.000. if not an inregal multiple of 
S 1,000. 

Maximum: S50.000 

Minimum: S 1.000 

If your Basic Life lnsurance has already been reduced in accordance 
with the Age Reduction Rule shown above. the amount of Basic Life 
lnsurance 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 lnsurance 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 tirst 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 lnsurance will remain in force during your retirement. 
Your Life Insurance as of the date you retire will be $10,000. 

lfyou were hired on or after January 1. 2002. you will not be eligible 
for post-retirement Life Insurance. 

Life insurance 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 lnsurance ceases. If you die during this 3 1 days and 
before the individual policy goes into 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. This applies to 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 a class eligible for such insurance, or because 
of age. pension. or retirement. the amount of insurance which ceases Insurance 
(or a lesser amount if desired) may be converted to an individual life 
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insurance policy. . This applies to basic. optional and voluntary lifc 
insurance. 

Effect of Prior 
Coverage 

Your converted policy may be any kind of individual policy then 
customarily being issued 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 pan 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 a row 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 conb-ened to an 
individual policy. The maximum amount that can be convened by 
each person in any event is $1 0.000. 

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. No evidence of 
insurability will be required. The individual policy will become 
effective at the end of the 3 1 -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 is to 
become effective. 

After an individual policy becomes effective for any person, that 
policy will be in exchange for all benetits 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 
Con\.ersion Privilege within 31 days after your American Water 
Works life insurance ceases. If you die during this 31 days and before 
the individual policy goes into 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. 

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" is any 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 complete or 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. lfyou 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 \vill be returned 
to American Water Works 

The mode of settlement you chose and the benefician you named 
under a prior Aema plan will apply to this Plan. This can be changed 
according to the terns of this Plan. 

Optional Entployee Group Term Life 
Insurance 

Participation in the current Optional Employee Group T a m  Life 
Insurance was frozen as of December 3 I ,  1995. If you are currently 
enrolled in either of the two options of this Plan, your participation 
will continue. Participants' life insurance amounts will increase as 
their salary increases. according to the following Plan options: 

rn Option A 

100% of your Salary Scheduled Amount, up to $40,000 of 
coverage 

rn Option B 

50% of your Salary Scheduled Amount, up to $20,000 of coverage. 

Associates enrolled in this Plan have coverage as indicated in the 
following chart. 

This Basic and Optional Plan will pay a life insurance benefit equal to 
the amount of life insurance in force for you if you die from any cause 
while insured. 
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. ,.. : . . . .. . .: .. Annual Basic -*.a c*~<;: . : . j~ ~ Insurance ; 

Option A (100%) Option B (90°/b) 

S38,OOO or more $40.000 S20.000 

535.000 but less than S38.000 S38.000 5 19.000 

S32.000 but less than $35.000 S35.000 S 17,500 

529,000 but less than S32,OOO $32.000 S 16.000 

526.000 hut less than $29.000 S29.000 S14.500 

522.500 but less than 526.000 526.000 S13.000 

S 19,500 but less than SX.500 S23.000 S11.500 

S 16.500 but less than $19.500 $20.000 S 10.000 

S 13.500 but less than S16.500 S 17,000 $8.500 

S 10,300 but less than S13.500 S 13.000 S7.000 

57.280 but less than 5 10.400 5 10.000 $5.000 

S5.200 hut less than 57.280 S7.000 $3,500 

less than 55.200 $5,000 $2,500 

Voluntary EntpIo.vee Group Term Life 
Itzslirance 

Vohntary Life Voluntary Life Insurance offers associates an opportunity to elect 
Insurance additional amounts of term life insurance on a contributory basis. 

In addition ro Company-paid life insurance, you will have the option 
of electing additional life insurance coverage ranging from 1 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 also 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 days to age 19, or to age 23 if a 
full time student. 

Associates enrolled in this Plan have coverage as indicated in the 
following chart. 

DATA REQUEST 1 #21
NON-UNION

Page 191 of 229



Life I~~~~~~~~ Cho-% ~.q.:isY~s~i;,::. .,:. . . 
No voluntary life insurance 
Voluntary life insurance of ix base pay 

Voluntary life insurance of 2x base pay 
Voluntary life insurance of 3x base pay 

I Voluntary L i e  Insurance premium Levels (per $1,000 of Base Pay)' 

Age Monthly Cost Age Monthly Cost 
Under 30 50.06 55-59 $0.63 

40-44 $0.12 70-74 52.21 

35-49 $0.20 over 75 53.67 

50-54 $0.35 

Rates are subject to change. 

-- 
Spouse and Dependent Life Insurance Choices Monthly Cost 
No coverase for your spouse SO 

520.000 coverage for your spouse $5.80 

No co~erage for your dependents(s) $0 

5 10.000 co~erage for each dependent .- $1 2 0  for each dependent - 

Beneficiaries 

When you elect to participate in any of these Plans, you will designate 
a Beneficiary(1es). 

You may name or change your beneficiary by submitting a Beneficiary 
Designation Form, wh~ch is available 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 duties as to 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 equal terms. 

If a named beneficiary dies before you, his or her share will be payable 
in equal shares to any other named beneficiaries who survive you. 
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If no named beneficmy survives you or if no beneficiary has been 
named, payment will be made as follows to those who survive you: 

Your spouse, if any. 

m If there is no spouse. in equal shares to your children. 

If there is no spouse or child. to your parents. equally or to the 
survivor. 

m If there is no spouse. child, or parent. in equal shares to your 
brothers and sisters. 

m If none of the above suwrves. to your executors or administrators. 

Permanent and Total Disability Benefits 

For the purposes of the benefit. you are considered permanently and 
totally disabled only if: 

An illness or injury stops you from working at: 

your own job. or 

any other job for pay or profit. 

and i t  must conrinue to prevent you. for life. from working at any 
reasonable job. A "reasonable job" is any job for pay or profit, 
which you are. or may reasonably become. fitted for by education, 
trainins. or experience. or 

rn l 'ou lose one of these functions: . the sisht of both eyes. . the use of both hands, 

the use of both feet. 

0 the use of one hand and one foot. 

You must meet all 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. 

rn You must be under ase 60 when you are first permanently and 
totally disabled. 

You must furnish all proof when requested. Aetna has the right to 
examine you. at its expense, before approving the proof. 
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Permanent and 
Total Disability 
for Associates 
With 10 or More 
Years of 
Continuous 
Service 

Permanent and 
Total Disability 
for Associates 
With Less Than 
10 Years of 
Continuous 
Service 

Permanent and 
Total Disability 
Monthly lncome 
Benefits 

Aetna must recerve wnttep 

notice of claim a! its Home 

Off6ce wilhin 12 montns 

after you slop adwe work 

Proof of me oermanenr 

and tola1 disaolldry musl be 

recewed no rafe- lnan 12 

monrhs after premwm 

payments st00 

If you are under age 65 with 10 or more years of continuous senice 
with American Water Works and you are permanently and totally 
disabled while insured under the Plan so you can do no work for p3y 
or profit, and if you furnish all information, notices. and proof when 
required, the amount of your life insurance in force at the time of the 
disability may be extended during the disabilit). without payment of 
premiums and conmbutions. The duration, nature. and extent of 
disability determine eligibility for this extension. 

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 be eligible for the Disability Monthly Income Benefits described 
in the following section. 

If you become eligible for a Permanent and Total Disability benefit 
and the disability lasts for SIX months or more. a monthly income of 
$1 8 for each $1.000 of the amount of your basic and optional 
Insurance is payable. The monthly lncome 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: 

The date payments equal the amount of your life insurance in force 
when the disability began. plus interest on the unpaid balance. 

rn The date Aetna sends you a request at your last address shown on 
Aetna records: 

for an exam. if you do not go for the Yxam. within 31 days of 
that date. 

for proof that you are still permanently and totally disabled, if 
proof is not given within the 31 days of that date. 

rn The date you are well enough to work in any reasonable job. 

rn The date you start to 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. as described 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 is not allowed. The 
amount of the individual policy under the Conversion Privilege will 
not be more than the amount of your life insurance in force when the 
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disability began, less the total amount of monthly income pa)-ments. 
which had been made. 

Aema will calculate the rate of interest on the unpaid balance. It u.111 
not be less than the rate guaranteed for installment methods of 
settlement under an Aema individual life insurance policy on the date 
the first monthly income payment is due. 

After monthly income payments have been made for w o  years in a 
row, Aema will not request an exam or proof of disability more often 
than once every 12 months. 

i f  you die afler Aema 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 a lump sum to the beneficiary. 

If you have once had a claim approved and again become eligible for 
coverage, the amount of that coverage will be reduced by the monthly 
payments, which have been made to you. Aetna may waive this in 
writing until it approves another claim for you. 

Extended Death If Aetna receives proof. at its Home Office. that all of the following 

Benefit 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. 

rn You die during the uninterrupted continuance of the total 
disability. Death occurs no later than 12 months after premium 
payments from American Water Works cease. 

You would have qual~fied for the Permanent and Total Disability 
benefit except that: 

your total disability had not lasted at least six months, or 

the required 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 I2 months of your death. If it is not given, Aetna will 
not have to pay this benefit. 

When Aetna approves a 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 Disntenlberment 
Coverage (AD&D) 

This Accidental Death and Dismemberment (AD&D) benefit is an 
insured plan underwritten by the Aema. The provisions of the Plan 
will remain effective only while you are covered under the group 
contract. This Plan pays 1.5 times your base pay up to a maximum 
benefit of $200,000 if, while insured, you suffer a bodily injury in an 
accident and if. within 90 days after the accident, you lose. as a direct 
result of the injury: 

rn Your life. 

rn A hand. at or above the wrist joint. 

rn A foot, at or above the ankle joint. 

rn 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 all losses which result from 
one accident. Benefits are patd for losses caused by accidents only. 

.%I henejits are payable for a loss roused or contributed to by: 

Bodily or mental infirmiry. 

rn Disease, ptomaines. or bacterial infections. 

rn Medical or surgical treatment. 

rn Suicide or attempted suicide (sane or insane) 

rn Intentionally self-inflicted injury. 

rn War or any act of war (declared or undeclared). 

rn Participation in a riot or an attempt or commission of a felony. 

These limitations do nor apply if the loss is caused by: 

rn An infection, whtch results directly from the injury. 

rn Surgery needed because of the injury. 
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Submitting Claims 

For Survivor's To receive sunivor's benefits under the Basic Life Insurance Plan or 

Benefits Optional Employee Group Term Life Plan. or Voluntar) Life 
Insurance Plan, your beneficiar) must complete and submit the 
appropriate Statement of Claim form and provide a certified death 
certificate to your Human Resources representati\.e 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 
cont~nuous up to the date of your death. 

For AD&D 
Benefits 

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. 

How Benefits Are Appro\,ed Suw~vors' and AD&D clams are paid in a lump sum. 

Paid 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 are eligible to 
receive benefits. 
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PIan In formation 

The following information is provided to you in accordance with the 
Employee Retirement Income Security Act of 1974. as amended 
(ERISA). This information. together with the information contained in 
this book, is the Summary Plan Description required by ERISA. 

Employer Identification Number 

5 1-0063696 , 

rn PIan Number 

50 1 

m Type of Plan 

Health and Welfare Benefit Plan 

rn Type of Administration 

Self-InsurediAdministrative Services Contract 

Plan Administrator 

Vice President. Human Resources 
American Water Works Company. Inc 
1075 Laurel Oak Road 
Voorhees. NJ 08043 

m Agent for Service of Legal Process 

The Secretary 
American Water Works Company, Inc 
1025 Laurel Oak Road 
Voorhees. NJ 08043 

End of Plan Year 

December 3 l st 

rn Source of Contributions 

Employer and Associate 

AdditionaI Information 20; 
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Amendment or Ternrinatiorl of the Plait 

The Right to The Company expects to continue this Plan. but reserves the right to 

Amend or amend it, or terminate it. at any time. in whole or in pan. The 
authority to make any such changes to the Plan generally rests with the 

Terminate the Board of Directors of American Water Works. although the Plan 
Plan Administrator may also change the Plan as required by law or in a 

manner which will not result in a material cost. 

I f  your claim rs denred in 

whole or in pan or (1 you 

feel an error nas occurred 

in processing vour clam 

for benefds yo:. snou!d be 

aware ma: me loI!onm~ 

appea!s prcceoure 9s 

ava~labie 

Claims Review and Appeals Process 

A claim is a request for a plan benefit by you or your dependent. 
Se\.eral of the benefit pro_mams or plans under the Health and Welfare 
Benefit Plan may require you to file a claim to receive a benefit. If 
your claim is denied 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 appeals 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 denial of a claim. you should first 
contact the Claims Administrator. The Claims Administrator will state 
specific reasons for the denial. references to pertinent sections in the 
plan document, additional information you must provide to improve 
your claim. and the procedure available for further review o f  your 
claim. If you believe your benefits under a plan were denied 
improperly. or you do not agree with the reasons for denial ofyour 
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. 

CLAIMS SUBMITTED ON OR BEFORE DECEMBER 31,2002 
fPRE-2003 CLAIMS) 

Claims Denial Procedure 

If your claim for a benefit is denied 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 ma). take up to an 
additional 90 days to contact you. However. the Claims Administrator 
must notify you of this extension before the end of the mirial 90-da! 
period. 

How to Appeal a Claim 

If you believe your claim for benefits was improperly denied. you may 
submit a wrinen request for a review of the denial of the claim to the 
Plan Administrator. ln your request for a review. 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 all documents 
relevant to the denial of your claim. Your complete request for a full 
and fair review must be received by the Plan Administraror within 60 
days from the date you receive the denial. 

Disability Claims Denial Procedure 

If your disability claim is denied 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. this initial 45-day period may be extended twice, 
up to 30 days for each extension. However. the Claims Administrator 
must: 

notify you of an extension prior to the beginning of the 
extension period. 

provide the circumstances requiring the extension of time, and 
the 

date by which the Plan expects to render a decision. 

If an extension is needed. the written notice you receive will include: 

the specific reasons for the denial . the unresolved issues that prevent a decision on the claim, and 

the additional 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 the denial in writing. Your 
complete request must be received by the Plan Administrator within 
180 days from the date you receive notice of the denial. 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 special circumstances apply, the decision will be made as soon as 
possible, but not later than 90 days after receipt of the request for 
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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 will include 
specific reasons for the decision as well as specific references to the 
pertinent Plan provisions on which the decision is based. 

CLAIMS SUBMlTTED ON OR AFTER JANUARY 1.2003 
[POST-2002 CLAIMS) 

Claims Denial Procedure 

If your claim for a benefit is denied 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 
Adminismtor 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 the initial 90-day period. 

How to Appeal a Claim 

lf you believe your 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 
all additional information that you consider relevant in support of your 
claim. You also have the right to request and review all documents 
relevant to the denial of your claim. Your complete request for a full 
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 claim is denied in whole or in part. you will receive a 
Lvritten explanarion of the reason for the denial from the Claims 
Administrator uithin 45 days after filing the claim. If special 
circumstances apply. this initial 45-day period may be extended twice, 
up to 30 days for each extension. However. the Claims Administrator 
must: 

notify you of an extension prior to the beginning of the 
extension period. 

provide the circumstances requiring the extension of time, and 
the 

date by which the Plan expects to render a decision. 

If an extension is needed. the written notice you receive will include: 

the specific reasons for the denial 

the unresolved issues that prevent a decision on the claim, and 

the additional information needed to resolve those issues 
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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 the denial in unting. Your 
complete request must be received by the Plan Administrator within 
180 days from the date you receive notice of the denial. 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 special 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 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 written notice. which will include 
specific reasons for the declsion as well as specific references to the 
pertinent Plan provisions on which the decision is based. 

Urgent Care Claims 

An "urgent care claim" is a claim for medical care or treatment where 
a delay could seriously jeopardize the life 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 make a 
determination. If information is missing. you will be notified within 
14 hours after receipt of the claim by the Plan ofthe specific 
information necessan. to complete the claim. You will be given at 
least 48 hours to provide this information. 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 

the end 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-service claim" is a claim for a benefit where approval must be 
granted for the benefit by the Claims Administrator before you receive - 
medical care or treatment. If the Plan denies your request for a pre- 
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service claim, you will be notified of the Plan's determination within 
15 days after receipt of the claim by the Plan. if special circumstancrs 
apply, this period may be extended one time for up to 15 days. 
However, the Claims Administrator must notifi you of  

this extension before the end of the initial 15-day period. 

the circumstances requiring the extension of time: and 

the date by which the Plan expects to render a decision. 

lf the extension 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 pro\.ide 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 a claim that has been 
denied. 

Post-Service Claims 

A "post-service claim" is a claim for a benefit that does not require 
approval before receivinz treatment. If the Plan denies your 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 
special circumstances apply. this period may be extended one time for 
up to 15 days. However. the Claims Administrator must notify you of: 

this extension before the end of the initial 30-day period, 

the circumstances requiring the extension of time; and 

the date by which the Plan expects to render a decision. 

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 Rights Under ERISA 

What Are Your The intent of this book is to meet the Summary Plan Dsscription 

Rights? requirements of the Employee Retirement Income Security Act of 
1974, as amended (ERISA). However. if there is a conflict between 
the information 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: 

m Examine, without charge, all Plan documents at the Plan 
Administrator's ofice, including all contracts and copies of any 
documents filed by American Water Works Medical Plan with the 
U.S. Department of Labor (such as detailed annual reports and 
Plan descriptions). 

m 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. 

Receive each year a summary of American Water Works Associate 
Benefit Plan's annual financial report. 

ERISA also spells out the obligations of the "Plan Fiduciaries" (the 
people responsible for the Plan's operarion). These obligations are as 
follows: 

m The Plan Fiduciaries must operate American Water Works 
Associate Benefit Plans prudently, in the interests of you and other 
participants and beneficiaries. 

rn You cannot be fired. disciplined, or otherwise discriminated 
against in any macner that would interfere with orprevent you 
from obtaining a benefit to which you are entitled or from 
exercising your ERISA rights. 

If all or part of a claim for benefits is denied, you must be provided 
a written explanation of the reasons for the denial. You have the 
right to request that the Plan Administrator review and reconsider 
the denied claim. 

How to Enforce You may take the following steps to 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 a federal court. Unless the delay was beyond the Plan 
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ERISA Claim 
Fiduciary 

Administrator's control. the court may require the Plan .-2dministrator 
to provide the materials and to pay you up to S 1 10 per day until you 
receive them. 

If all orpart of a claim for benefits is denied or ignored. you may tile 
suit in a state or federal coun. 

If the Plan fiduciaries misuse money. or if you are discriminated 
against for asserting your ERlSA rights. you may seek assistance from 
the U.S. Department of Labor. or you may file suit in a federal coun. 
The court will decide who should pay court costs and leeal 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. US .  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 202 10. 

The Philadelphia Regional Office of the PWBA is located at: The 
Curtis Center. Suite 870 West, 170 S. Independence Mall West, 
Philadelphia. PA 19106-33 17. Phone: (115) 861-5300. 

For the purposes of ERISA. Aetna is the fiduciary with complete 
authority to review all denied claims for benefits under this program. 
This includes. but is not 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 doubthl terms of American 
Water Works Medical Benefits Plan. American Water Works 
Retirement Committee shall be deemed to have properly exercised 
such authority unless i t  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 
the rizht to restrict or eliminate benefits provided. American Water 
Works Company. Inc. also reserves the right to terminate o r  
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 benefits that are paid for directly by American Water Works. 
Aetna provides certain adminisnative services for the Managed Choice 
and Flexible Spending Account Plans. Aema administers the 
Prescription Drug Program. 

American Water Works and Aema reserve the right to interpret all 
Plan provisions as necessary and to make all determinations regarding 
benefits payable under these American Water Works Associate Benefit 
Plans. 

Plan Docunzents 

In preparing this Summary Plan Description. American Water Works 
has attempted to avoid complex language and legal terms whenever 
possible. If a question should ever arise concerning the n a m e  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 N orks 
Associate ~ e n e f i t  Plans 

Consolidated COBRA requires that most employers who sponsor group health plans 

omnibus ~ ~ d ~ ~ t  offer employees and their families the oppomnity for a temporary 

Reconciliation extension of health coverage (called "continuation coverage") at group 
rates in certain instances where coverage under the Plan would 

Act of 1986 otherwise end. This is intended to inform you, in a summary fashion. 
(COBRA). of your rights and obligations under the continuation coverage 
As amended provisions of the new law. Both you and your spouse should take the 

time to read this careftrlls. 

.4n employee. the employee'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 Beneficiaries if the employee, the 
employee's spouse or dependent are covered under the employer's 
group health plan and would lose coverage upon the happening of one 
of the following events (called a Qualifying Event): 

rn Death of the covered employee: 

rn Termination (for reasons other than gross misconduct) or reduction 
of hours of the covered employee's employment; 

rn Divorce or legal separation of the covered employee from his or 
her spouse; 

Ent~tlernent of the covered employee for Medicare; or 

rn Dependent ceases to be a "dependent child" under the group health 
plan. 

In such a case. each Qualified Beneficiary would have the right to 
clect to choose continuation coverage if the group health coverage 
I\-odd be lost. You. your spouse or your dependent children (where 
applicable) would each. as a Qualified Beneficiary, have the option to 
clect continuation coverage for a period shown as follows: 
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N REASON FOR TERMINATION OF CROUP HEALTH COVERAGE / PERIOD , 

/ Voluntary Termination of Employee i 18 months 
I 

Involuntary Terminatton of Employee (except for gross misconduct) 18 months 

Reduct~on m Work Hours of Emolovee / 18 months 
I Disability of Employee as determined under the Social Security Act / 79 months 

Death of Employee 1 36 months 

I Divorce or Legal Separation 1 36 months 

Employee becomes entitled to Medicare j 36 months 

Dependent Child no longer qualifies as dependent under group health plan 1 36 months 

Special Rule for 
Multiple 
Qualifying E\.ents 

If you elect continuation coverage following a termination of 
employment or reduction in hours and. during the 18-month period of 
continuation coverage. a second event (other than a bankruptcy 
proceeding) occurs that would have caused you to lose 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 is lost or substantially eliminated within one year before or 
after the employer's filing of a Title I 1  Bankruptcy 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. 

11ewIy acquired dependents of Qualified Beneficiaries such as children 
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 coverage is 
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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Special Rules for The continuation coverage will not be conditioned on a physical 

Retirees and examination or other evidence of insurability. and will be identical. 

Newly Acquired with very few exceptions. to the coverage provided to similarly 
situated employees or family members. Please note thar?m mar hi' 

Dependents required r o p q  all or part ofthe premium for this conrinlred r o ~ w a ~ ~ ~  
and an odminisrrarive.fee. 

Under COBRA. your employer generally must notify the Plan 
Administrator (except where your employer is the 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 his or her right to elect continuation 
coverage. This notice must be provided within 14 days after the Plan 
Administrator recelves 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 a divorce, legal 
separation. a child loses dependent status. disability as determined 
under the Social 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 Qualifving Event. In all cases, 
you have 60 days from the date of the notice from the Plan 
.4dministrator 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 is deemed to 
mclude 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 disabiliry extension \\-ill also apply 
if the individual becomes disabled at any time durin: the first 60 
days of COBRA continuation coverage. If the individual entitled 
to the disability extension has nondisabled family members \vho 
are entitled to COBR4 continuation coverage. those nondisabled 
family members are also entitled to the 29 month disability 
extension. 

a The date your employer no longer provides any g o u p  health plan 
to its employees. 

a The premium for your continuation coverage is not 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 
a group 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 individual 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 beincg continued becomes entitled to 
Medicare benefits (unless the qualifying event is the employer's 
Title 1 1  Bankruptcy). 

You were divorced from a covered employee. subsequently 
remarry and become covered under another group health plan in 
which case you can continue until the maximum allowed period of 
termination of upon, being covered for pre-existing conditions if 
new plan excludes or limits benefits for 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. 

If 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 a conversion 
health plan during the 180-day period preceding the date that 
continuation coverage expires. 
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Conversion 

lf 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 employment or upon 
ceasing to be in an Eligible Class. 

Complete details of the federal continuation provisions miy be 
obtained from your Human Resources representative. 

Continuation of Coverage Dzrring an 
Approved Leave of Absence Granted to 
Cornply With Federal Law 

This continuation of coverage section applies only 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 
.4merican 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 
asreement between Aetna and American Water Works. 

If American Water Works grants you an approved FMLA leave in 
accordance with FMLA. you may, during the continuance of such 
approved FMLA leave, continue health expense benefits for you and 
your eligible dependents. American Water Works may also allow you 
to contmue other coverage for which you are covered under the group 
contract on the day before the approved FMLA leave starts. 

At the time you request the leave. you must agree to make any 
contributions required by American Water Works to 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 \vill be subject 
to such rules while you are on FMLA leave. 

Coverage will not be continued beyond the first to occur of: 

a The date you are required to make any conmiburion and you fail ro 
do so. 

The date American Water Works determines your approved FML.A 
leave is terminated. 

a The date the coverage involved discontinues as to your Eligible 
Class. However, covera_ee 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 Benetits 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 _moss 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 be a 
defined dependent), you (or your eligible dependents) may be eligible 
for such continuation on the date Amencan Water Works determines 
your approved FMLA leave is terminated or the date of the event for 
which the continuation is available. 

If you acquire a new dependent while your coverage is continued 
during an approved FMLA leave. the dependent will be eligible 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 leave is 
terminated. your coverage under the group contract wili be in force as 
though you had continued in active employment rather than going on 
an approved FMLA leave. provided you make request for such 
coverage within 3 1 days of the date American Water Works 
determines the approved FMLA leave to be terminated. If you do not 
make such request within 31 days, coverage will again be effective 
under the group contract only if and when Aetna gives its 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 as though 
your employment had terminated on the date American Water Works 
determines the approved FMLA leave is terminated. 
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The Health Insirrance Portability and 
Accountability .4ct of I996 (HIPAA) 

Health Insurance Portability and Accountabil i~ Act of 1996 (HIPAA) 
protects health insurance coverage for workers and their families when 
they change or lose their jobs. 

Special Late Enrollee 

Enrollment A "Late Enrollee" is a person (including yourself) for whom you do 

Rights not elect Health Expense Coverage within 3 1 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. 

Coverage for a Late Enrollee will become effective on the first day of 
the second calendar month following the end of the late entrant 
enrollment period during which you elect coverage for the Late 
Enrollee. 

Exceptions 

A person will not be considered to be a Late Enrollee if all of the 
following are met: 

rn you did not elect Health Expense Coverage for the person involved 
within 3 1 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 

rn 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 conrinuation 
was exhausted; or 

the other plan terminates due to the employer's failure to pay the 
premium or for any other reason: and 

you elect coverage within 3 1 days of the date the person loses 
coverage for one of the above reasons. 

As used above, "creditable coverage" is a person's prior medical 
coverage as defined in the Health Insurance Portability and 
Accountability Act of 1996 (HIPAA). Such coverage includes 
coverage issued on a group 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 Exceutions 

Also. a person will not be considered a Late Enrollee if you did not 
elect, when the person was first eligible, Health Expense Coverage for: 

A spouse or child who meets the definition of a dependent, but you 
elect it later and within 3 1 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. 

rn 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 3 1 days of acquiring such dependent. Such coverage will 
become effective on the date of the election. 

rn 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 coverage for 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 date the child is placed 
with you for adoption. whichever is applicable. 

m Yourself and your spouse, and you subsequently acquire a 
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 H-ill become 
effective on the date of the child's birth. the date of the child's 
adoption. or the date the child is placed with you for adopt~on. 
whichever is applicable. 

Certificate of Creditable Coveraee 
Your Right to 

When you or your covered dependents terminate coterage under the Receive a Plan, a certification of coverage form will be issued to you specifiing 
Certificate of your coverage dates under the health plan and any probationary 
Health Deriods vouwere rewired to satisfv. The cenification of coverage - 
Coverage form will contain all the necessary information another health plan will 

need to determine ifyou have prior continuous coverage that should be 
credited toward any preexisting condition limitation period. Health 
~ l a n s  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 74 months after your coverage terminates. 
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Glossary 

The following definitions of certain words and 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 a definition 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 a daily or weekly rare. 

Convalescent Facilih 

This is an institution that: 

Is licensed to provide. and does provide. the following on an 
inpatient basis for persons convalescing from illness or injury: 

professional nursing care by an R.N.. or by an L.P.N. directed 
by a full-time R.N., and 

physical restoration services to help patients to meet a goal of 
self-care in daily living activities. 

Provides 24-hour-a-day nursing care by licensed nurses directed by 
a full-time R.N. 

rn 1s supervised full-time by a physician or R.N. 

rn Keeps a complete medical record on each patient. 

rn Has a utilization review plan. 

rn 1s not mainly a place for rest, for the aged, for drug addicts, for 
alcoholics. for mentally retarded persons. for custodial or 
educational care. or for care of mental disorders. 

Makes charges for services rendered 

Copay 

This is a fee charged to a person for Covered Medical Expenses, as 
specified in the applicable Summary of Coverage. 

Course of Treatment 

This is a planned program of services or supplies furnished by a health 
care provider. 

The program must be: 

rn In connection with the diagnosis and treatment ofan injury or 
illness. 
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rn Of definite duration. and 

rn Approved by the Primary Care Physician. for Manased 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 institutional care. The person does not have to be disabled. 
Such services and supplies are custodial care without regard to: 

rn By whom they are prescribed. or 

By whom they are recommended, or 

By whom they are performed. 

Dentist 

This means a legally qualified dentist. Also. a physician who is 
licensed to do the dental work he or she performs. 

This is a listing of Preferred Care Providers in the Service Area 
covered under this Plan. which is given to American Water Works for 
distribution to all associates covered under the Managed Choice Plan. 

Disclosure of Information to Others 

/This applies  on!^. to the Our-oJ.4rea Comprehensive Medical Plan, 
the Out-of-Area Comprehensive Dental Plan, and the Lge Insurance 
Benefits Plans.) 

,411 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: 

rn lnformation may be made available to American Water Works or 
his or her representative in connection with the claim and financial 
administration of the Plan. This includes policyholder audits. 

rn lnformation may be disclosed to other insurers if 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 

The first care given in a hospital's emergency room after a sudden and 
at the time. unexpected change in a person's phys~cal or mental 
condition such that: 

rn Care cannot safely and adequately be provided other than in a 
hospital, or 

rn Adequate care is not 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 a person'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: 

rn Loss of life or limb. or 

Significant impairment to bodily function. or 

Permanent dysfunction of a body part. 

Home Health Care Agency 

This is an agency that: 

rn Mainly provides skilled nursing and other therapeutic services, 

rn Is associated with a professional group which makes policy (this 
group must have at least one physician and one R.N.), 

rn Has full-time supervision by a physician or an R.N.. 

rn Keeps complete medical records on each person, 

rn Has a full-time administrator. and 

rn Meets licensing standards. 

Home Health Care Plan 

This is a plan that provides for care and treatment of an illness or 
injury 

The care and treatment must be: 

rn Prescribed in writing by the attending physician, and 

rn An alternative to confinement in a hospital or convalescent facility. 

Hospice Care 

This is care given to a terminally ill person by or under arrangements 
with a Hospice Care Agency. The care must be part of a Hospice Care 
Program. 

Hospice Care Agency 

This is an agency or organization which: 

rn Has Hospice Care available 24 hours a day. 
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rn Meets any licensing or certification standards set forth by the 
jurisdiction where it is. 

rn Provides: 

skilled nursing senices. 

medical social services, 

psychological and dietary counseling. and 

bereavement counseling for the immediate family. 

rn Provides or arranges for other services which will include: 

services of a physician. 

physical or occupational therapy. 

pan-time home health aide services which mainly consist of 
caring for terminally ill persons, and 

inpatient care in a facility when needed for pain control and 
acute and chronic symptom management. 

rn Has personnel which include at least: 

one physician. 

one R.N., 

one licensed or certified social worker employed by the 
Agency, and 

one pastoral or other counselor. 

Establishes policies governing the provision of Hospice Care. 

rn Assesses the patient's medical and social needs. 

rn Develops a Hospice Care Program to meet those needs. 

Provides an ongoing quality assurance program. This includes 
reviews by physicians, other than those who own or direct the 
Agency. 

rn Permits all area medical personnel to utilize its services for their 
patients. 

rn Keeps a medical record on each patierit. 

rn Utilizes volunteers trained in providing services for non-medical 
needs. 

rn Has a full-time administrator 

Hospice Care  Program 

This is a written plan of Hospice Care, which: 
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rn Is established by and reviewed from time to time by: 

a physician anending the person. and 

appropriate personnel of a Hospice Care Agency 

a Is designed to provide palliative and supportive care to terminall? 
ill persons, and supportive care to their families. 

a Includes an assessment of the person's medical and social needs. 
and a description of the care to be given to meet those needs. 

Hospice Facility 

This is a facility. or a distinct pan of one. which: 

rn Mainly provides inpatient Hospice Care to terminally ill persons. 

a Charges its patients. 

rn Meets any licensing or certification standards set forth by the 
jurisdiction where it is. 

a Keeps a medical record on each patient. 

a Provides an on_eoin_e quality assurance program: this includes 
reviews by physicians other than those who own or direct the 
facility. 

rn Is Nn by a staff of physicians: at least one such physician must be 
on call at all times. 

rn Provides. 24 hours a day. nursing services under the direction of an 
R.N. 

rn Has a full-time administrator. 

Hospital 

This is a place that: 

rn Mainly provides inpatient facilities for the surgical and medical 
diagnosis. treatment. and care of injured and sick persons.. 

rn Is supervised by a staff of physicians. 

rn Provides 24-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. 

Makes charges for services rendered. 

Information That May Be Collected 

IThi.7 applies only to the Out-&Area Comprehensive Medical Plan, 
the Out-ofArea 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 enrollment form and when you 
tile claims. 
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Aetna may also collect information about you from other sources. 
This is information necessary for Aema to perform its function \\.ith 
regard to the insurance transaction in question. For example. if the 
amount or type of coverage you are entitled to depends on your 
earnings or job class. Aema would obtain that information from 
American Water Works. 

L.P.N. 

This means a licensed practical nurse. 

Mental Disorder 

This is an illness commonly understood to be a mental disorder 
whether or not it has a physiological or organic b a s s  and for which 
treatment is generally provided by or under the direction of a mental 
health professional such as a psychiatrist. a psychologist. or a 
psychiatric social worker. A mental or nervous disorder includes, but 
is not limited to: 

Alcoholism and drug abuse. 

Schizophrenia. 

rn Bipolar disorder 

Pervasive mental developmental disorder (Autism) 

rn Panic disorder 

Major depressive disorder. 

m Psychotic depression 

Obsessive compulsive disorder 

Mental disorder will not include alcoholism and drug abuse i f a  
separate benefit applies to treatment of alcoholism and drug abuse. 

A service or supply furnished by a particular provider is necessary if 
.Aetna determines that i t  is appropriate for the diagnosis. care, or 
treatment of the illness or injury involved. 

To be appropriate. the service or supply must: 

Be care or 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 as to the illness or 
injury involved and the person's overall health condition, 

= Be a diagnostic 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 as to the 
illness or injury involved and the person's overall health condition, 
and 
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As to diagnosis. care, and treatment be no more costly (taking into 
account all health expenses incurred in connection with the senice 
or supply) than any alternative 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: 

a Information provided on the affected person's health status. 

Reports in peer reviewed medical literature. 

Reports and guidelines published by nationally recognized health 
care organizations that include supporting scientific data. 

Generally recognized professional standards of safety and 
effectiveness in the United States for diagnosis, care. or treatment. 

The opinion of health professionals in the generally recognized 
health specialty involved. and 

rn Any other relevant information brought to Aetna's attention 

In no event will the following services or supplies be considered to be 
necessary: 

rn Those that do not require the technical skills of a medical, mental 
health. or dental professional, 

Those furnished mainly for the personal comfort or convenience o f  
the person. any person who cares for him or her. any person who is 
pan of his or her family, any health care provider or health care 
facility. 

rn Those furnished solely because the person is an inpatient on any 
day on which the person's illness or injury could safely and 
adequately be diagnosed or treated while not confined, or 

rn Those furnished solely because of the setting if the service or 
supply could safely and adequately be furnished in a physician's or 
a dentist's of ice  or other less costly sctting. 

Negotiated Charge 

This is the 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 lllness 

A non-occupational illness is an illness that does not: 

rn arise out of (or in the course of) any work for pay or profit, or 

rn 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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is covered under any type of Workers' Compensation la\\-. and 

m is not covered for that illness under such lam 

A mmwupional injlqv is an accidental k d y  inm that does nor: 

m Arise out of (or in the course of) any work for pay or profit. or 

m Result in any way from an injury. which does 

Non-Preferred Care  

This is a health care service or supply furnished by a health care 
provider that is not Preferred Care. 

Non-Preferred Care  Provider 

This is a provider who is: 

A health care provider that has not contracted to furnish services or 
supplies at a Negotiated Charge. or 

m A Preferred Care Provider that is furnishing services o r  supplies 
without the referral of a Primary Care Physician. 

Orthodontic Treatment 

This is any: 

m Medical service or supply. or 

Dental service or supply. furnished to prevent or to diagnose or to 
correct a misalignment: 

m Of the teeth. or 

Of the bite. or 

m Of the jaws or jaw joint relationship. whether or not for the 
purpose of relieving pain. 

Not included is: 

The installation of a space maintainer, or 

m A surgical procedure to correct malocclusion 

Physician 

This means a legally qualified physician. 

Preferred Care  

This is a health care service or supply furnished by: 

m A person's Primary Care Physician. or a Preferred Care Provider 
on the referral of the Primary Care Physician. 

A Non-Preferred Care Provider on the referral of the person's 
Primary Care Physician and if approved by Aetna. 
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m Any healtb care provider for an emergency condition \vhen navel 
to a Preferred Care Provider or referral by a person's Prima? Care 
Physician prior to treatment is not feasible. 

Preferred Care Provider 

This is a health care provider that has contracted to furnish services or 
supplies for a Negotiated Charge. but only if the provider is. with 
Aema's consent. included in the Directory as a Preferred Care 
Provider for: 

m The service or supply involved. and 

m The class of associates of which you are member. 

Primary Care Physician 

This is the Preferred Care Provider who is: 

Selected by a person from the Aetna website at www.aema.com. 
Responsible for the person's on-going health care, and 

s Shown on Aema's records as the person's Primary Care Physician. 

Privacy Notice Regarding Insured Plans Underwritten 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, is covered. The 
reasonable charge for a senice or supply is the lower of: 

The provider's usual charge for furnishing it, or 

The charge Aetna determines to be the prevailing charge level 
made for i! ic the geogra?hic area where it is furnished. 

In determining the reasonable charge for a service or supply that is: 

Unusual, 

Not often provided in the area, or 

Provided by only a small number of providers in the area, 

Aetna may take into account such factors as: 

The complexity of the service or supply, 

m The degree of skill needed, 

rn The type of specialty of the provider, 

The range of services or supplies provided by a facility, and 

The prevailing charge in other areas 
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Right of Access and Correction 

(This applies onct ro the Out-of-Area Comprehensiw .41edra/ Plori. 
the Out-of-Area Comprehensive Denral Plan, and the L@ I n s t ~ , z l ~ i ~ ~  
Benefirs Plans) 

In general, you have a right to learn the nature and substance of any 
information Aetna has in its files about you. You may also have a 
right of access to such files, except information. which relates to a 
claim or a civil 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 immunit?. 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. lf 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, C T  06156 

R.N. 

This means a registered nurse 

Semi-private Rate 

This is the charge for board and room, which an institution applies - to 
the most beds in its semi-private rooms with two or more beds. If 
there are no such rooms. Aetna will figure the rate. It will be the - 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 111 

This is a medical prognosis of six months or less to live. 

Totally Disabled 

The words "totally disabled" mean that because of injury or illness: 

rn You are not able to engage in your customary occupation and are 
not working for pay or profit. 

D 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 the first of these - events 
happen: 
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s The day your employment ceases. 

When the group contract terminates as to the coverage. 

When you are no longer in an Eligible Class. 

rn When you fail to make any required conmbution. 

Ceasing active work wili be deemed to be cessation of employment. 
However, if you are not at work because of illness or injuy. your 
employment will be continued for up to six months from the stan of 
the absence. It may be further continued. until stopped by your 
Employer, but not beyond I?. 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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General In formation 

Plan Sponsor 

Employer 
Identification 
Number 

Plan Number 

Effective Date 

Plan Year End 

Plan 
Administrator 

Agent far Service 
of Legal Process 

Funding 

'The Newborns' 
and Mothers' 
Health Protection 
Act of 1996 

Women's Health 
and Cancer 
Rights Act of 
1998 

American Water Works Company. Inc. and its Designated Subsidiaries 
1025 Laurel Oak Road 
Voorhees, NJ 08043 

October I .  1996 

December 3 1 

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 benefits for any hospital length o f  stay in 
connection w ~ t h  childbirth for the mother or newborn child to less than 
48 hours following a normal vaginal delivery, or less than 96 hours 
following a caesarean section. or require that a provider obtain 
author~zation from the Plan for prescribing a length o f  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, as required by the Women's Health and Cancer Rights Act 
of 1998, provides benefits for mastectomy-related services including 
reconstruction and surgery to achieve symmetry between the breasts, 
prostheses. and complications resulting from a mastectomy, including 
lymphedemas. 
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