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In preparing this Summary Plan Description. American Water Works has attempted to
avoid complex languageand legal terms whenever possible.

Thisisintended as a summaiy, not a completedescriptionof the plan. Inthe case of a
conflict between this summary and the legal documents comprising the plan, those legal
documentswill govern.
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| ntroduction

At American Water Works, leadership, vision, and achievement have
become a proud tradition. Today, we are poised to build upon this
tradition, thanks to the skills, teamwork, and dedication of our valued
employees.

Jour American Wat In recognition of the efficiency and commitment with which our

our American ater .

Works benefits can add employees approach each new challenge, American Water Works

up to a significant part of provides yon with a competitive total compensation package that, in
your total compensation, many ways, setsan industry standard. A cornerstone of this packageis

i ith added . : > P
Security and peace of | our employee benefits program. This Summary Plan Description

mind. | describes thefollowing American Water Works employee benefit
plans:

O Your Medical Plans
e The Managed Choice Plan
e TheHMO Elect Choice Plan
¢ The Out-Of-AreaComprehensive Medical Plan
e TheMedical Opt-Out Option
m  The Prescription Drug Plan
m The Dental Plan
m Flexible Spending Accounts
o Health Care Spending Account
+ Dependent Care Spending Account
& Short-Term Disability
LifeInsurance

e Basic and Optiona Group Term Lifelnsurance
e Voluntary Life Insurance

* Spouse and Dependent Life Insurance

e Accidenta Death & Dismemberment Insurance
e Travel Accident Insurance

The benefits described are provided by American Water Works
Company, Inc., referred to as American Water Works throughout this
Summary Plan Description.

Intreduction 3
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Please read this Summary Plan Description carefully and refer to it
whenever you have questionsabout American Water Works benefits
program or the specific coveragesthat apply to you. If you have
guestionsabout these plans, please contact your Human Resources
representative.

The Company expectsto continuethis Plan, but reserves the right to
amend it, or terminate it, a any time, in wholeor in part. The
authority to make any such changesto the Plan generally restswith the
Board of Directorsof American Water Works, atthough the Plan
Administrator may a so change the Plan asrequired by law or in a
manner which will not result in a materia cost. Some of the
employeeswho participatein this Plan do so under the terms of
collective bargainingagreements. The Company takesits obligations
under those agreementsvery seriously and will, as required either by
the Company's contractual agreementsor by law, negotiate changesto
the Plan affecting union memberswith those unions whose members
participatein the Plan.

If a question should ever arise concerning the nature and extent of
benefits under any aspect of these plans, the actual lega plan
documents— and not this Summary Plan Description— will govern




UNION
Page 14 of 207

DATA REQUEST 1 #21




DATA REQUEST 1 #21
UNION
Page 15 of 207

Eligibility

If you arearegular full-timeAmerican Water Works union employee
(working morethan 35 hours aweek) covered under the nationd benefits
Memorandum of Agreament, you and your family are eligibleto participatein
thebenefits described in thisSummary Plan Description. Y our digibility date
isthefirst day of themonth, following completion of onefull month of
continuousservice with the Company.
Participationin the plansyou sdlect beginson the first day of themonth,
following completion of onefiill month of continuousservicewith the
Company, provided you are then actively working or would have been ableto
work hed you been scheduledto work thet day. |f youareon alayoff on
disahility, or on leaveof absenceon your digibility dete, coveragewill begin
on theday you retum to active work
Y our eligibledependentsindude:

= Your wifeor husband.

m  Yourunmarried children from birthtoage19whoare:
e Fully dependenton you for support
e Not employed full-timeand
e Notinthemilitary service

Theword “children” indudes adopted children, foster children,
grandchildren, and stepchildrenwho meet dl of theabovecriteria, live
with you in aparent-child relaionship, and mugt be claimed as dependents
for federd incomet ax purposes.
Thephrase"live with you in a parent-child rlaionship' meansthet the
child resdesin your home on a permanent basisas the placeof hisor her
legd resdence- even though thechild may beaway frorm your home
during certain peri ods of the yeer {(e.g., to attend school).
Adopted childrenare digibleto participatein an American Water Works
medicd plan on thedatethey are placedfor adoption A childis
considered ‘placed’ when you assumeand intend toretainalega
obligationfor thechild's suppert, in anticipation of adopting thechiid -
regardlessof where thechild resdes.
= Your unmarriedchildrenages 19to 23, while

e Fully dependent on you for support

o Full-time students

e Not employed full-time and

e Noatinthermitay service

Dependents cannot participate unlessyou, theemployee, also participate. An
individud isnat eigible both asan employee and asadependent, nor asa
dependent of morethan oneemployee.

Eligibility 7
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The Managed Choice
Plan is a point of service
plan that emphasizes
both preventive care and
protection against the
cost of ifiness and
serious injury.
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The HMO Elect Choice is
a plan that emphasizes
both preventive care and
protection against the
cost of illness serious
injury with in-nefwork
benefits only.

An Overview of Your Options

Eligibleemployeesand their dependentsmay participatein the
Managed Choice or HMO Elect Choice Plan. The Gut-of-Area
Comprehensive Medical Plan isavailableonly to employeeswho live
in an areawhere a managed care network is not available. You also
have the ability to opt out of medical coverage.

The Managed Choice Plan

The Managed Choice Plan is a managed care plan. The Plan isselt-
insured by American Water Works. Aetna providescertain
administrativeservices under the Plan. The Managed Choice Plan
emphasizes preventivecare, and protectsyou against the cost of illness
and seriousinjury while providing you with access to higher levels of
benefits.

For you to receivethe advantages of the Managed Choice Plan, your
care must be provided or coordinated by a Primary Care Physician
(PCP). PCPsincludegeneral practitioners, family practitioners,
internists, and pediatricians from your own community. If you livein
adesignated area and enroll in the Plan, you and each covered member
of your family select aPCP. To learn which physiciansarein the
network, call Aetnaat (800) 292-4366 or log on to the Aetna website
a www.aetna.com and click on DocFind. For adetailed description
of the Plan, please see pages 19-58.

The HMO Elect Choice Plan

An HMO isamanaged care plan that is self-insured by American
Water Works. It has anetwork of doctors, clinics, and hospitals that

The Medical Plans
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The Out-of-Area
Comprehensive Medical
Plan option is a
traditional plan designed
to protect vou aaainst the
cost of #ilness and
serious injury.

The Medical Opt-Out
Option allows you to opt
out of the medical plan
and receive a $100
oayment per month.

12 The Medical Plans
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providesall typesof health care services, including office visits,
hospital stays, and surgery. Unlike the Managed Choice Plan, you do
not receive benefitsfor services received outside of the HMO network.
If you choosean HMO for your medical coverage, you must choose a
primary care physician (PCP) from the insurance company's network
to coordinateyour care. Thismeansthat if you need toseea
specialist, your PCP must refer you to an appropriateprovider. With
thisplan, thereare never any claim formstofile. Tolearn which
physiciansarein the network, call Aetnaat (800) 292-4366 or log on
to the Aetna website at www.aetna.com and click on DocFind. For a
detailed description of the Plan, please see pages 59-87.

The Out-Of-Area Comprehensive Medical Plan

The Out-of-AreaComprehensivePlan isa self-insured plan by
American Water Works. The Plan coversthe expensesyou or afamily
member may incur astheresult of aseriousillnessor injury, aswell as
manv routine medical expenses. You mav use any licensed doctor or
hospital you choose. For adetailed description of the Plan, please see
pages 89-107.

Listingsof Network Providers

Listingsof network providers are availableto participantsand
beneficiaries as a separate document from www.aetna.com, free of
charge.

The Medical Opt-Out Option

The Medical Opt-Out Option gives you the opportunity not to elect
medical coverage. |f you choose not to elect a Company-provided

medical plan for you and your dependents, the Company will credit
you $100 per month.

Please note:

* You must have equivalent medical coverage under another
medical plan if you elect the Medical Opt-Out Option. Besure
to review the other medical plan's provisionsto confirm that
thisdecisionisright for you and your family.

* Duringtheyear, if you experienceaQualified Family Status
Changethat would alow you to drop your medical coverage,
documentation must be provided that you have medical
coverage. A signed affidavit obtained from your Human
Resourcesrepresentative serves as proof. Thisis not required
during open enrollment or if you area new hire.

If a husband and wife are American Water Works employees, the
Medical Opt-Out Option is not available.
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Plan Comparison Chart

Below isacomparison of benefitsfor the Managed Choice, HMO Elect Choice, and Out-of-Area
Comprehensive Medical Plans.

AMEDICAL

MANAGED CHOICE PLAN

HMO ELECT
CHOICE

OUT-OF-AREA
COMPREHENSIVE

well baby to 6 yrs

Dut-Of Netwitk:* | - Effective 2002 . Jn Network - -
$200 single $150 single
None 5600 family None $300 family
Cnpayments 515 None 315 Nomne
| Emergency Roum care’ 2] 100% after $25 copay, 100% after $25 copay, 100% after $35 copay, 80%
jp__ncoverage furnon-emergenmes) waived if confined waived if confined waived if confined after deductible
: 90% 70% Noae 80%
$1,000 single $1,000 single
$3.000 family $3,000 per person None $3.000 family
 Lifeting Unlimited Unlimited Usntimited Unlimited
‘Preventive Care .~
100% after $15 copay 10G%after $15 copay o -
» Routine Physical Exams (once per 24 months), Not covered (once per 24 months), 80% after deductible

well baby to 6 yrs

(once per 24 months)

« Immunizations 100% after $15 copay Not covered 100% after 515 copay 80% after deductible
. . 100°% aficr $15 copay 100% after $15 copay 80% after deductible
* Routine Eye and Hearing Exam {once per 24 months) Not coverad (once per 24 months) {once per 24 months)
100% after $15 copay 100% after $15 copay
; Ex {once per year on {once per year on 0% altor dedusiibic
= RoutineOB/GYN Exam self-referral to Not covered self-referral to {tper calendar yr.)
network provider) network provider)
» Mammography
{one baseline for ages 35-39, 100% afier 815 copay Not covered 100% 80% after deductible
one per calendar yr over age 40)
Physieian and Hsspml Servxees
& Office Visits 100% after 315 copay 70% after deductible 100% after $15 copay 80% after deductible
« Specialists 100% after 315 copay 70% after deductible 100% after $15 copay 86% after deductibie
+ Allergy Testing 100% after $15 copay 70% after deductible 100% afler $15 copay 80% after deductible
100% after $15 copay 100% afier $15 copay
» Diagnostie X-rey and Lab {copay applies in oifice; nel  70% afler deductible  l(copay applies in office; no|  86% after deductible
copay for independent lab) copay for independent lab)
S p
« Hospital Inpatient Services 20% 70% after deductible, pius 100% after 3100 80% after deductible
$250 per confinement copay per confinement
o Hospital Outpatient Services 160% 70% after deductible 100% 80% after deductible
. ) 70% after deductible "
0, 0, 0,
+ Ambulance 90% if certified by PCP i medically necessary) 100%, nio copay 80% after deductible
« Outpatient Pre-Admission Testmg 100% 70% after the deductible 100% 80% after deductible
Hospital A.ltemahves/
+ Home Health Care 90% 70% after deductible 100% 80% after deductible
{120 visits per calendar year}
. . 90% for 70 After deductible, 100% for 70 " .
» Private Duty Nursing 8-hour shifts per yr. 70% for 70 shifis per yr. 8-hour shifts per yr. 80% after deductible
1 0,
. gkﬂ!eadl Numinl:gj il O00L Fur 170 doesg After deductible, 1009 for Af) dave Aﬁle:n‘iidr::il?r}:;ric'ﬁ.
Q0oL £ 120 dase Ot 190 e 00 f H
onvalescent Facility T0% for 120 days 120 days per confinement
After deductible After deductible,
o 5 o :
» Hospice Inpatient 90 d .90 .A) for , 70% for 90 day 1 00. ¥ for 90. day 80% for 90 day
ay lifetime maximum o . lifetime maximum it .
lifetime maximum lifetime maximum

The Medical Plans 13
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OUT-OF-AREA

CHOICE COMPREHENSIVE
e e e | Mmemete | | A
atien e . P .
® Hospioe Dup $5.000 fifetime maxionm | ¢ 000 |iferine maxinum | 2000 HENME MEKUM | g5 000 ifetime masimom
» Durable Medical Equipment 90% if ordered by PCP 70% after deductible 100% if ordered by PCP 80% after deductible

m Short Term Rehabilitation

» Inpatient Alcohol/Drug Treatment
{coverage for employee
and dependents)

90% for 60 days per year
if certified by PCP
{for acute conditions only)

After deductible, 70%
for 60 days per yr
(for acute conditions only)

100% after 515 copay
for & days per year
if certified by PCP
(for acute conditions oniy)

80% after deductible

90%
1o maximum 45 days

After deductible, 70%
for 45 days per yr., up to
$250 per confinement

After $100 copay
per confinernent,
100% to maximum
2 courses of treatment

After deductible, 80%
for 45 days per yr.

= Qutpatient Alcohol/Drug treatment

80% ¢no deductible}

Mental and Nervous Conditions

{must beprecertified)

70% for 45 days per »T.

After $20 copay, After deductible, 100% up to $500:
(coveragefor employee 100% for 20 visits per yr.  50% for 20 visits per year ? 50% (after deductible)
and dependents) for expenses aver $560 |
m Inpatient Treatment of 90% for 45 days per yr. After deductible, 100% for 45 days per yT.

(must be precertified)

80% afler deductible

» Outpatient Treatment of
Mental and Nervous Conditions

i

==

After $20 copay,
100% for 20 visits per yr.

After deductible,
50% for 20 visits Per year

After $25 copay,
100% for 20 visits per 1.

80% (no deductible)
upto 5509,
50% (after deductible)

for expenses over $500
1 1

Please note;

All maximums are combined for mental health and chemical dependency expenses. Also,
mental health and chemical dependency amounts do not apply to your out-of-pocket maximum.

These charts display only a general description of your benefits under each of your American
Water Works plan options. Should there be a conflict between the benefits shown on the charts

and those described in the legal plan documents, the terms of the legal documentswill be used to
determine coverages and benefits.

Employeeswho have an HM O other than Elect Choice should obtain a package from Human
Resources containing a summary of benefits.

14 The Medical Plans
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Summary of Benefits -Peoria, IL Open Choice (PPO)

PLAN FEATURES

PREFERRED BENEFITS

jn-Network

NON-PREFERRED B
Qu-Of-Neowork

$200 single

Charges

None $600 farily
$1,000 single.
$3.000 family $3,000 per person
Unlimited Unlimited
» Office Visits (non-surgical} 100% after $15 copay 70% after deductible
« Specialists (office visits) 100% after 315 copay 70% after deductible
» Allergy Testing and Treatment (by 100% after $15 copay 0% afer deductible
Physician)
« Diagnostic X-ray and Lab (other o o .
than Physician’s Office 100% 70% afier deductible
9,
« Hospital Inpatient Services . 9.{% 70% after deductible, plus $250 per confinement
{semi-private room)
» Outpatient Surgery and Related 100% 70% after deductible

« Emergency Room Care

100% after $25 copay, waived if confined

100%4 afier $25 deductible,
waived if confined

2 visits second year; } visit per
year toage 7)

(no coverage for non-emergencies)
« Ambulance 80% 80%
« Physician In-Hospital Services 90% T0% after deductible
Preveative Care
s Routine Exams — Under Age 7 B
(well baby- 6 visits per year; Not covered

100% after 313 copay

= Routine Exams — Age 7+
(I routine exam per 24 months; 1
routine exam per yeer for age 65+}

100% after $15 copay

Mot covered

o Immunizations

100% afier 515 copay

Mot covered

s Routine OB/GYN Exam

{one baseline for ages 35-39,

UL FOURITIE SAZII PEL 12 JOThe. 100% after 515 copay Not covered
incjuding Fap smeer and relaied
fees)
» Mammography
Not covered

100% after $15 copay

one per calendar yr over age 40)

Hospital Alternatives -
80% 0, o »
» Home Health Care (120 visits per yr.) * 80% (120 visits per yr.)
10,

« Private Duty Nursing s_hoi"sﬁ“ié‘;‘;f v 80% for 70 shifts per yr.
« Skilled Nursing/ . R .

Convalescent Facility 80% for 60 days per yr. 80% for 60 days
« Hosnice lopatient 80% for 80% for 90 day

Osplce tnpatien 90 day lifetime maximum lifetime maximurn
. . 80% up 10 80% up to

* Hospice Quipatient $5,000 lifetime maximum $5,000 lifetime maximum
» Durable Medical Equipment 80% if ordered by PCP 80% after deductible

« Inpatient Coverage

90% for 45 days per yt.
{2 courses of treatment per lifetime)

After deductible and $250 per confinement copay,
70% for 45 days per yI.

The Medical Plans 15J
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' R PREFERRED BENEFITS " NON-PREFER] NEFF
PLAN FEATURES PREFERRED BENEFITS ~ NON-PRLFERRED BENEFITS

ent G After 320 copay, After deductible,
* Outpatient Coverage 100% for 20 visits per yr. 50% for 20 visits per vear
10% generic copa 80% {(no deductible) at non-participating
o Retail Program {34-day supply} 20% ;jnd-nmeggo;ay o pharznacy i i
+ Mail Order Program (90-day supply 85 generic copay . Not covered
from Express Scripts $15 brand-name copay
Provider initiated Member initiated
First $150 per occurrence
None not covered
Provider initiated . Member initiated

* Please note:  Coverage maximums up to a certain number of days/visits per calendar year are
reached by combining either preferred or non-preferred benefitsup to the limit for one or the other,
but not both. Example: if preferred benefitisfor 60 daysand non-preferred benefit is for 60 days
the maximum benefit is 60 days, not 120 days.

Non-preferred benefitsmay be reduced if you fail to precertify inpatient admissionsand certain
proceduresand tests. For alist of these procedures, contact M ember Services.

Thisisonly a brief summary of the preferred and non-preferred benefitsavailable through

Open Choice. Somerestrictionsmay apply. For more specific information about the coverage
details, including limitations, exclusions and other plan requirements, please contact M ember
Services.

Your Contributions

The contributionschedulefor the Managed Choice, HM O Elect Choice,
and Out-of-Area Comprehensive Medical Plans is shown below.

Monthly Cost for Managed Choice / HMO (including dental benefits)*

Calendar Year o ‘Single” Cp TavEes Famil
2002 $15.00 $40.00
2003 $18.00 $£45.00
2004 $20.00 $50.00
2005 $22.00 $55.00

Rates are subject to change. If an employeeresidesin an areawhere Managed Choice is not
available, contributionsfor the Out-of-Area ComprehensiveMedical Plan will be paid at the
Managed Choicerate, but the benefit levelswill reflect the Out-of-AreaComprehensive Medical
Plan. Upon the desth of an active employee, American Water Workswill pay for the cost of this
coveragefor the surviving spouse and dependent children for 18 months. This time period will
count toward the 36-month COBRA period.

* These contributions also apply to other HMOsthroughout American Water Works

18 The Medical Plans




DATA REQUEST 1 #21
UNION
Page 23 of 207

Enrolling for Medical Coverage

When you enroll in a When enrolling for medical coverage, you will need to completean
;"uigﬁz'tigzlf; youare | AmericanWater Works Benefit Enrollment Form if you want to
American Water Works participate in either:

Dental end Prescription :

Drug Plans. You also m TheManaged ChoicePlan,

have the option of ;

declining medical and o TheHMO Elect Choice, or

dental coverage for m The Out-of-Area ComprehensiveMedical Plan

yourself or your eligible

dependents. m  TheMedical Opt-Out Option

If you are newly hired and you want to enroll in amedical plan, you
must return your compl eted enrollment form to your Human
Resources officewithin 31 daysof your eligibility date. Y our
eligibility dateisthefirst day of the month following completion of
one full month of continuous employment.

If you do not submit the completed form, you will not he enrolled in
the Medical Opt-Out Option and will not receive the $100 payment per
month. Youwill not be ableto enroll into amedical plan until the next
Open Enrollment period.

Theannua Open Enrollment Period is an important opportunity to
review your coverage levelsand make changes to meet your benefit
needs for the next Plan Y ear.

Coveragelevelsare defined as™* Single” or "' Family.” "Eligible
Family" is defined asyourself, your spouse, and any eligible
dependents.

All plans provide reasonable access to primary care, specialists, and

network hospitals. The standard for distance from an employee's
hometo a Primary Care Physician whichis accepting new patientsis

asfollows:

Adult Physician

(includes Family Practice and 3in8 miles 21in 12 miles
General Internal Medicine)

Pediatrician 2in8miles 2in12 miles
OB/GYN 2in8miles 2in 12 miles
Hospital 1in 10 miles lin 15miles

The Medical Plans 17
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Qualified Family Status Changes

Y oumay enroll in aPlanas anew hue or during the annual Open
Enrollment period. However, if you or your family have aqualified
family status change, you may add or drop dependents consi stent with
the qualified event. Y ou must contact your Human Resour ces
Department to notify them of your Qualified Family Status
Changewithin 31 days after the change hasoccurred. A new

benefit form must be completed.

Note: A Qualified Family Status Changedoes not allow you to change
your current medical plan. A Medical Plan isdefined as Managed
Choice, HMO Elect Choice, or the Out-of-Area Comprehensive Plan.

A "qualified family statuschange™ occursif;

a A childisborn or adopted.

® Your spouseor child dies.

m A stepchild or foster child joinsyour family.

a You get married.

Y ou get divorced or legally separated.*

Y ou change from full-time to part-timeemployment
Y ou change from part-time to full-time employment.
Y ou take an unpaid leave of absence.

Y ou return from an unpaid leave of absence.

B m o m =

a

Y our dependent child marries.*

Y our dependent child loses his or her eligibility (i.e., reaches hisor
her 19th birthday—or 23rd birthday if he or sheisafull-time
student—or graduatesfrom college before reaching his or her 23rd
birthday).*

®  You become disabled.
a Your spouse loses hisor her job.

& Youreceivea" Qualified Medical Child Support Order
(QMCS0)." See page 122 for more details.

a You may change your plan if you moveto aservice areawhere
your current medical plan is not available.

*Theseevents could result in an immediate Zoss of eligibilityfor
dependents.
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Tie pian is self-insured by

American Wafer Works.

Aetna provides certain

administrative services
under the Plan.
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The Managed Choice Plan

The Managed Choice Plan is a point-of-service plan that offers both
in-network and out-of-network coverage. Thelevel of benefitsyou
receive depends on whether or not your careis coordinated by your
Primary Care Physician(PCP). The Planisself-insured by American
Water Works. When a company pays claims using its own funds, the
planisconsideredto be' self-insured.” Aetnaprovidescertain
administrativeservices under the Plan. The Managed Choice Plan
emphasizespreventivecare, and provides employeeswith access to
higher levelsof benefits.

For you to receive the advantages of the Managed Choice Plan, your
care must be provided or coordinated by a PCP. PCPs include general
practitioners, family practitioners, internists, and pediatricians from
your own community. If you livein adesignated areaand enroll in the
Plan, you and each covered member of your family select aPCP. To
learn which physiciansare in the network, call Aetnaat (800) 292~
4366 or log on to the Aetnawebsite at www.aetna.com and click on
DocFind.

Y our PCP providesyou with the type of caretraditionally provided by
atrusted family doctor who knows your health history and is
concerned about each aspect of your health care needs and
preferences. If you need specialized care or advice, your PCPwill
refer you to an appropriate network specialist.

The Managed Choice Plan 241[
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How the Managed Choice Plan Works

With Managed Choice, you first choose a Primary Care Physician
(PCP) from a“network™ of health care providers. Your PCPwill
either provide or coordinateyour medical care. When your PCP
coordinates your care:

* Youreceiveahigher level of reimbursementfor your medical
expenses than you would receiveif 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 providersfileall your
claims.

e Your PCPinitiatesal required precertification.
» Noclamstofile,

e You will not experienceany reduction in benefitsunder the
""reasonable and customary"* rule because health care providers
in the network are allowed to charge only the special ratesthat
Aetna has negotiated with them. (Seethe Glossary for a
definition of " reasonable and customary charge."")

You may receive an Y ou must contact your Primary Care Physician beforeyou receive any
?nnual O%G};N exa}? medical care in order to receive the preferred level of benefitsunder
;;Em zt”:,eferﬁaﬁr?r‘;;e;ow the Managed Choice Plan, except in thefollowing situations:

: » Onceayear, you may receivean annual OB/GYN exam from a

network provider without areferral from your PCP. Tolearn
which physiciansarein the network, call Aetnaat (800) 292-
4366 or log on to the Aetna website at www.aetha.com and
click on DecFind.

Expensesincurred for oneroutineOB/GYN examgiven by a
Preferred Care Provider without referral by your Primary Care
Physician will be considered aCovered Medical Expense.

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

Under the Managed Choice program, you may still receive care from
any provider you choose (just as you could under a traditional plan),
thisis called going out of network, but if you do:

* Youwill haveto meet an annua deductible,

* Your level of benefitsreimbursablewill be lower,
* You will haveto file your own claims,

22 The Managed Choice Plan
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= Youwill needto initiate precertificationfor inpatient
hospitalization and certain outpatient procedures, and

* You will beresponsiblefor any expensesin excess of
"' reasonableand customary charges.”

Choosing a Primary Care Physician (PCP)

You may change your As aparticipant in the Managed Choice program, you can select a
f{;ﬁ] atany g’é’reSem_ce by} Primary Care Physician (PCP) by accessing the Aetna website at
to”_nge, at (800} 292- www.agtna.com or by calling Aetna at (800) 292-4366.

4366. Y ou select a PCP for yourself and for each participating family

member, either someonewho is close to home, work or someone
whose office hours are convenient for you.

Because different membersof your family may need different types of
hedlth care, the network includesa variety of PCPs:

e Family practitionersand general practitionershave expertise in
family care, with an emphasison preventivemedicine and
health management.

e Internists have expertisein adult internal medicine.
* Pediatricians have expertise in the treatment of children.

Each member of your family may have adifferent PCP. For instance,
you may choose an internist for yourself and a pediatrician for your
children. However, each PCP must be chosen from among those listed
on the Aetnawebsite at www.aema.comor by calling Aetnaat (800)
292-4366.

The Managed ChoicePlan 23
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When You Need a Specialist

If you need specialized care, your PCP will refer you to a specidlist 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 exceptionsto thisrule:

® Onceayear, you may choosean obstetrician or gynecologist
from the Aetna website a www.aema.com or by calling Aetna
at (800) 292-4366 and make an appointment directly with him
or her for aroutine gynecological exam.

e Once every 24 months, you may receive a complete, routine
eye exam from an ophthalmologist or optometrist participating
in the Managed Choice network.

s |f you need medical service or treatment that is not available
within the Managed Choice network, your PCP may
recommend a specialist who does not belong to the network.
In thiscase, your PCP must obtain precertification from Aetna
andyou'll receivethe higher level of benefits.

Summay of Managed Choice Advantages

You and each covered family member select a PCP from among those listed on the Aetna
website at www.aetna.comor by calling (800) 292-4366. When you need care, you may choose
to receive...

Care provided or coordinated by Care NOT provided or coordinated

vour PCP (In-Network) : ) by vour PCP (Out-of-Network)

vy s Call a doctor other than your PCP. The
Call yourfPCP ﬁi::’ The_liiz t}iﬂse::?zg‘t;em doctor will either treat you or refer you
you or reicr you an in O peClanst. to ano ther doctor.
The plan pays higher benefits. The plan payslower benefits.
You don't need tofile claims. Y ou must file claims yourself.
If precertificationisrequired, your PCP If precertification isrequired, you must start the
will handleit for you. process yourself.
Y ou do not need to worry about Y ou must pay all chargesin excess of "' reasonable
""reasonableand customary” limits. and customary’* limits.

24 The Managed Choice Plan




DATA REQUEST 1 #21
UNION
Page 30 of 207

Coverage for Dependents Who Live Outside
the Network Area

If your child is away at
schoof, you shoufd select

The Managed Choice option has specia provisionsto meet the needs
, of any of your covered dependentswho liveoutsidethe network area.

apcpfiomihearea = |n general, when selecting PCPsfor your out-of-area children,

wnere you live an . N . -

care may be arranaed consider these guidelines: ‘

during school breaks. | e If your childisaway at school, you should select a PCP from

the areawhereyou live and routine care may be arranged
during school bresks. 1f your child needsmedical care during
the school year, he or she should visit the school infirmary and
cal thein-network PCP for areferral to alocal physician or
hospital. Benefitswill be paid at thein-network level.

¢ |f your child lives permanently outsidethe network area(with
another parent or stepparent, for example) your child may visit
any doctor in the local area, and benefitswill be paid at the cut-
of-network level. Or, if you are enrolled in Managed Choice,
and a Managed Choice network is availablein that area, your
child may select a PCP from the local network and receivethe
higher level of benefits. Cal Member Servicesa (800) 292-
4366.

e Covered Medica Expensesfor dependents covered under this
Pan who permanently reside outsidethe Service Areainclude
the types of expenseslisted under Non-Preferred Care.
Benefitswill be paid a& 70%, after deductible, except that
Outpatient Treatment of Alcoholism, Drug Abuse, and Mental
Disorderswill be paid at 50%. Thereisno coverage for
Routine Physical Exam Expenses, RoutineEye Exam
Expenses, and Routine Hearing Exam Expenses.

Coverage When You're Away From Home

n a non-emergency If you're away from home (out of a Managed Choice network area)

situation, always call your and you need medical care in a non-emergency situation, you should
PCP first. call your PCP. He or shewill certify the care you need so that you can

get the higher level of benefits. If you get health care without calling
your PCPfirst, the Plan pays only thelower level of benefits.
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An emergency is a sudden
and unexpected fife-
threatening medical
condition that requires
immediate medical or
surgical care.
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26 The Managed Choice Plan

|n Case of Emergency

In case of emergency, get the care you need from the nearest health
carefacility or physician. Then, contact your PCP to authorize and
follow up onyour care. A life-threateningmedical 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 asevere health crisis"” Examples include
convulsions, excessivebleeding, serious bums, and suspected heart
attack

You will bepaid at the Plan's higher benefit level for emergency care
- 24 hours aday, 365 days a year — whether you are at home or away.
When you need emergency care, it's important 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 iater than the next businessday if the
emergency occurson a Friday or Saturday — after 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 deductible.

When You Get Care on Your Own

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

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

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

e Cal Member Services to precertify hospital or other facility
admissionsand certain surgical procedures and treatments (see
page 27 for alist of these proceduresand treatments). If you
do not follow precertification procedures, your benefitswill be
reduced.




What Procedures
Must Be

Precertified
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Precertification

Precertificationis an important feature of the Managed Choice Plan.

Y our PCP coordinatesyour care and will obtain any necessary
precertification. However, if you elect to get care from an out-of-
network provider — bypassingyour PCP - you will haveto initiatethe
precertificationprocess yourself. In order to receive the highest level
of benefitsavailable, you must contact Aetna Member Services a
(800) 292-4366 to precertify any hospital admissionsand certain
outpatient surgical procedures, treatments, and tests. The purpose of
this processisto review the medical necessity of a procedureand to
approvean appropriate length of stay.

Precertificationis required for:

All hospital and conval escent facility admissions.

m Home health care, hospicecare, and skilled nursing care.
Inpatient treatment for substanceabuse and mental disorders.
Certain outpatient surgeries, treatments, and tests. Theseinclude:
e Allergy immunotherapy
e Bunionectomy
+ Carpd tunnel surgery
» Colonoscopy
s Coronary angiography
o CTscan-spine
» Dilation and curettage (D&C)
¢ Hemorrhoidectomy
* Kneearthroscopy
e Laparoscopy (pelvic)

s MRI-knee

s MRI - spine

e Septorhinoplasty

e Tympanostomy tube

s  Upper gastrointestinal endoscopy
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How to Request
Precertification
for aMedical
Procedureor
Admission

Therels A
Penalty If You
Don’t Precertify

If Your Hospital
Stay Is Longer
Than Expected
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To request precertificationof an admission or procedure, call the
precert telephone number listed on your ID card, or call Aetna
Member Services, toll-free, at (800) 292-4366to be directed to the
Patient Management site for your area.

To request precertificationof an out-of-network admission or
procedure, just call the precert telephonenumber listed on your ID
card or AetnaMember Services, toll-free, at (800) 292-4366. Y ou
should call at least 14 days before any scheduled admission or
outpatient procedure, or assoon asyou're aware that you need medical
care. In caseof emergency, you or afamily member should contact
AetnaMember Serviceswithin 48 hours after the admission or
procedure.

When you call, you will speak to a Nurse Consultant who will ask you:
e Your nameand Socia Security number,

e Therelationshipof the patient to you,

e What type of surgical procedure or test you need,

e Thenameand telephone number of your doctor, and
e When the procedureis schedul ed.

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

Mental Health and Substance Abuse admissionsar e precertified
by Magellan at (800) 424-4047.

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.

If you do not call AetnaMember Services to precertify a hospital
admission or any of the proceduresor tests listed, you will be
responsiblefor aseparate $150 penalty charge, in addition to your
deductible, before benefitsare paid for covered services. This penalty
chargewill not be applied toward your deductible or your out-of-
pocket limit.

If your hospital stay islonger than the approved period, you must
notify Aetna Member Services as soon asyou are aware of the need to
extend your length of stay. The Nurse Consultant can then work with
your doctor to extend the certification of your hospital stay.




Failure to precertify will
resultin a $758 reduction
in benefits.

DATA REQUEST 1 #21
UNION
Page 34 of 207

Deductibles

Precertification Requirements for
Non-Preferred Care

Y ou must obtain precertification for the followingtypes of Non-
Preferred Careto avoid areductionin benefitspaid for that care:

& Hospita Admissions

¥ Treatment Facility Admissions

s Convalescent Facility Admissions

a Home Health Care Expenses

a Hospice Care Expenses and Skilled Nursing Care

Failureto precertify will result in a $150 reduction in benefits. Thisis
known as the'* Excluded Amount,"* which applies separately to each
type of expense listed above.

Understanding Your Share of Medical
Expenses

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

A deductibleis the amount you must pay beforethe Plan begins to pay
benefitsfor covered expenses. All deductiblesare calculated on an
annual basisand must be met every year. The Managed Choice Plan
deductibles apply only to servicesthat are not coordinated by your
PCP. Copayments do not count toward meeting the annual
deductibles.

m Calendar Year Deductible- $200

This Calendar Y ear Deductible appliesto all expensesincurred for
Non-Preferred Care and for care for dependentsthat permanently
reside outsidethe Service Area covered under this Plan.
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Inpatient
Hospital
Deductible
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m  Family DeductibleLimit — $600

An added benefit may be paid if:

¢ Covered Medical Expensesare incurred by persons in your
family,

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

e |n acalendar year, they exceed the Family Deductible Limit.

The added benefit is 70% of the amount that exceeds the Family
DeductibleLimit. It doesnot count against any person's Maximum
Benefit.

Thisisthe amount you pay for each hospital confinement. The
Inpatient Hospital Deductiblewill be applied only once to each
hospital confinement, regardlessof cause, which is separated by less
than 10 days from another confinement.

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

Hospital Deductible.

m |npatient Hospital Deductible—$250 per confinement

This Inpatient Hospital Deductible appliesto Inpatient Hospital
confinements, including Inpatient Alcoholism, Drug Abuse, and
Mental Disorder confinementsincurred for Non-Preferred Care
and for carefor dependentswho permanently reside outside the
Service Areacovered under this Plan.

However, for a confinement of a well newbom child that startson
the day of birth, the Inpatient Hospital Deductible will not exceed
the hospital's actual charge for board and room for thefirst day of
confinement on which the child's coverageisinforce. To

mai ntain continuous coverage on the newbom, you must add
him/her to the Plan as a dependent within 31 days of birth.

m Emergency Room Deductible - $25

This Emergency Room Deductible appliesto Hospital Expenses
incurred for emergency care provided by a Non-Preferred Care
Provider and for carefor dependentswho permanently reside
outside the Service Area covered under this Plan.
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After you meet the applicable annua deductible, you and the

Copayments and  company share the remaining expensesthrough a copayment (copay)
Coinsurance or coinsurance.

After you meet the applicableannual deductible, 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 asa copayment.
This copay isaflat feefor certain network services. If you are
admitted to a network hospital or hospital alternative, generally you
will be covered at 90%. Y ou are responsiblefor the remaining 10%,
up to the annual out-of-pocket expense limit.

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

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

Thereisalimit to the share of medical expensesyou have to pay
during each calendar year. Thisexpense amount is known as the “out-
of-pocket™ limit.

Copaymentsand deductibles do not count toward these out-of-pocket
limits. 1f you reach your out-of-pocket limit within a calendar year,
your covered expenseswill be paid at 100% for the remainder of that
year. If youdo not reach your out-of-pocket limit, you must start
accumulating expensesover again, beginning at $0 each January.

Out-of-Pocket
Limits

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

The Managed Choice Plan provides an unlimited Lifetime Maximum

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

Maximum
Benefit
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32 The Managed Choice Plan

Your Contributions

Y our share of the cost (your contribution)of your benefitsis paid each
pay cycle, through convenient pretax payroll deductions. Pretax
means that your contributionsare withheld before federal (and in most
cases, state and local) income and FICA taxesare withheld. This
reducesyour taxableincome and the amount of tax you pay. Asa
result, the impact of your contribution on your take-home pay is
substantially reduced. Pleaserefer to page 16 for the contribution
schedule.

Benefits Payable

After any applicable deductibleor copay amount, the benefits paid
under thisPlan in acalendar year are paid at the Payment Percentage
that appliesto the type of Covered Medica Expense that isincurred,
except for any different benefit level that may be described later in this
Summary Plan Description. If any expenseiscovered under one type
of Covered Medical Expense, it cannot be covered under any other
type. The Payment Percentage appliesafter any deductible or copay
amounts.

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

+ Room and board charges 40%
e Other charges 60%
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Payment Limits

The following limitsapply to Covered Medica Expensesexcept:
*  Expensesapplied against any deductibleor copay amount.

e Expensesincurred for the effective treatment of acoholism or
drug abuse, or for the treatment of mental disorders, while not
confined as afull-timeinpatient.

For a Person When a person's Covered Medica Expensesincurred for Preferred
Care, for which no benefitsare paid because of the Payment
Percentage, reach $1,000 in acalendar year, benefitswill be payable at
100% for his/her Covered Medical Expensesto which thislimit
appliesand which areincurred for Preferred Carein therest of that

calendar year.

When a person’'s Covered Medical Expensesincurred for Non-
Preferred Care, for which no benefits are paid because of the Payment
Percentage, reach $3,000 in a calendar year, benefitswill be payableat
100% for his/her Covered Medical Expensesto which thislimit
appliesand which areincurred for Non-Preferred Carein therest of
that calendar year.

For a Family When afamily's Covered Medical Expensesincurred for Preferred
Care, for which no benefitsare paid because of the Payment
Percentage, reach $3,000 in a calendar year, benefitswill be payableat
100% for their Covered Medical Expensesto which thislimit applies
and which areincurred for Preferred Carein the rest of that calendar
yedr.
e Thereisnofamily out-of-pocket limit for Non-Preferred Care
expenses. Individua out-of-pocket limits will apply.
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AN maximums included in
this Plan are combined
maximums befween
Preferred Care and Nor-
Preferred Care, where
applicable,unless
specifically stated
otherwise.

I npatient
Hospital Care

Inpatient admissions must
be precertified to qualify
for the maximum benefit
oavable.
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Benefit Maximums

Thefollowing limitationsapply to some of the benefits under the
Managed Choice Plan:

e Convalescent Care
60 days per calendar year

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

» HomeHealth Care

120 visits per calendar year (a"vigt™ is considered to be four
hoursor lessin duration)

¢ HospiceCare
90 days Inpatient per calendar year
$5,000 Outpatient Lifetime Maximum
+ Short-Term Rehabilitation
60 days per calendar year if certified by PCP
s PrivateRoom Limit
The institution’'s semi-privaterate
» LifetimeMaximum Benefit
Unlimited

34 The Managed Choice Plan

Covered Expenses

Chargesmade by ahospital for providing room, board, and other
hospital services and suppliesfor a person who isconfined asafull-
timeinpatient are covered. They must be for the treatment of an injury
or illness.

For Preferred Care

If aprivateroom is used, the daily room and board charge is covered if
the person's Preferred Care Provider requests the private room and the
request isapproved by Aetna.




Outpatient
Hospital Care

Convalescent
Facility Care

Precertification of
convalescentfacility
servicesis necessary to
receive the maximum
benefitpayable by the
Plan.
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If these proceduresare not met, any part of the daily board and room
charge which is more than the Private Room Limit isnot covered.

For Nan-Preferred Care

Not included isany chargefor daily room and board in aprivate room
over the Private Room Limit.

Charges made by ahospital for hospital servicesand supplies which
are provided for aperson who is not confined asa full-time inpatient

are covered.

Charges made by a convalescent facility for the following servicesand
suppliesare covered. They must be furnished to a person while
confined to convalescefrom an illnessor injury.

m Room and Board. Thisincludeschargesfor services, such as
general nursingcare, made in connection with room occupancy.
Not includedis any chargefor daily board and roomin a private
room over the Private Room Limit.

m Use of special treatment rooms

@ X-ray and lab work

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

m  Other medical servicesusually given by a convalescent facility.
Thisdoesnot include private or special nursing, or physicians
services.

2 Medical supplies

The Plan does not cover convalescent facility charges made for
treatment of

m  Drug addiction

m  Chronicbrain syndrome

x  Alcoholism

®  Senility

n  Mental retardation

®  Any other mental disorder

The Managed Choice Plan 35




DATA REQUEST 1 #21
UNION
Page 41 of 207

HomeHealth
Care

Home health care visits
are limited to 120 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.

Routine Physical
Exams

The charges made by your
Primary Care Physician for
a routine physical exam
given to you, your spouse.
or your dependent child
may be included as
Covered Expenses.

36 The Managed Choice Plan

Home health care expenses are covered if:

® Thechargeis made by ahome health care agency,

O Thecareisgiven under ahome health care plan, and
O Thecareisgiven to apersonin hisor her home.
Home health care expenses are chargesfor:

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

o Part-timeor intermittent home health aide services for patient care.
Physical, occupational, and speech therapy.

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

e medical supplies, drugs, and medicines prescribed by a
physician; and
s |ab servicesprovided by or for ahome health care agency.
Thereisamaximumof 120 visits covered in acalendar year. Each

visit by anurseor therapist isonevisit. Eachvisit of up to 4 hours by
ahome health aide is one visit.

The Plarn doesnot cover charges madefor:

m  Servicesor suppliesthat are not a part of the home health care
plan.

m Servicesof apersonwho usualy liveswithyou or is a member of
your or your spouse's family.

a Servicesof asocial worker.

a Transportation.

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

A routine physical exam isamedical exam given by aphysician for a
reason other than to diagnose or treat a suspected or identified injury
orillness. Included are:

o X-raysand laboratory and other testsgiven in connection with the
exam, and

m Materiasfor the administration of immunizationsfor infectious
illnessand testing for tuberculosis.

To qualify as a covered physical exam, the physician's exam must

includeat least:
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m A review and written record of the patient's complete medical
history,

® A check of all body systems, and

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

For all examsgiven to your child under age six, Covered Medica
Expenses will include chargesfor:

m Uptosix examsin thefirst year of the child's life,
O Uptotwo examsin the second year of the child's life, and
m  Oneexam per year during the next four years of the child's life.

For all examsgivento your child age six and over, Covered Medical
Expenses will not include charges for more than one exam in a period
of 24 consecutivemonths.

For all examsgiven to you or your spouse, Covered Medical Expenses
will not include chargesfor more than one exam in a period of 24
consecutivemonths.

Not covered are chargesfor:

m Servicesand supplies furnished by a Non-Preferred Health Care
Provider,

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

m  Serviceswhich arefor diagnosisor treatment of a suspected or
identified injury or illness,

a Examsgiven whilethe personisconfined in a hospital or other
placefor medical care,

® Servicesnot given by aphysicianor under hisor her direction,
» Medicines, drugs, appliances, equipment, or supplies,

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

m Examsin any way related to employment,
m Premarital exams,
Vision, hearing, or dental exams, or

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

The Managed ChoicePlan 37




Routine Eye
Exams

Your American Water
works Piarn covers one
routine eye exam every 24
months.

RoutineHearing
Exams

Your American Water
Works Plan covers a
routine hearing exam bv a
participating provider once
every 24 monihs.
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Covered Medical Expensesincludechargesfor a complete eye exam,
including refraction that is furnished by alegally qualified

ophthal mol ogist or optometrist participatingin the Managed Choice
network. You do not need areferra from your PCP.

Covered Medical Expenseswill not include charges for more than one
eye exam inaperiod of 24 consecutive months.

Not included are chargesfor:
s Any eyeexamtodiagnoseor treat anillnessor injury,
m  Drugsor medicines,

m  Any servicesor supplieswhich 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.

a Any services or suppliesfor which benefitsare provided under any
Workers Compensation law or any other law of similar purpose,
whether benefitsare payablefor al or only part of the charges,

= Any service or supply which does not meet professionally accepted
standards,

m  Any service or supply received whilethe person is not covered,

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

m  Any eyeexam required by an employer as a condition of
employment, or that an employer isrequired to provide under a
labor agreement or that is required by any law of agovernment, or

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

Covered Medica Expensesinclude charges for an audiometric exam.
The services must be performed by a Managed Choice network
physician who is certified as an otolaryngol ogist or otologist, or by an
audiologist who either:

m Islegalyqualified in audiology, or

a Holdsacertificate of Clinical Competencein Audiology from the
American Speech and Hearing Association in the absence of any
applicablelicensing requirements, and

m Performsthe exam at the written direction of alegally qualified
otolaryngologist or otologist.

Covered Medical Expenseswill not include chargesfor more than one
hearing exam in a period of 24 consecutive months.

Not included are chargesfor:
a Any ear or hearing exam to diagnose or treat an illnessor injury,
m Drugsor medicines,
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® Any hearing care serviceor supply which isacovered expensein
wholeor in part under any other part of this Plan or under any
other plan of group benefitsprovided through American Water
Works,

O Any hearing care serviceor 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,

O Any hearing care serviceor supply which does not meet
professionally accepted standards,

= Any serviceor supply received while the person is not covered,

x  Any examsgiven whilethe person is confined in a hospital or
other facility for medical care,

a Any examrequired by an employer asa condition of employment,
or that an employer is required to provide under a labor agreement
or that isrequired by any law of agovernment, or

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

Provider.
Routine Pap Covered Medica Expensesinclude chargesincurred for one routine
Smear Pap smear and related laboratory expenses each calendar year.
Routine Covered Medical Expensesinclude charges incurred by afemale age
Mammogram 35 or over for a routine mammogram as follows, provided you have a

referral from your Primary Care Physician:

One baseline mammogram, if the person isat least age 35 but less
than 40,

a  One mammogram each calendar year, if the personis age 40 or
over.

Women's Health On October 21,1998, a new federa law, the Women's Health and

and Cancer Cancer RightsAct, becameeffective. Thelaw requires group health

Rights Act plansthat provide coveragefor mastectomiesto also cover
reconstructivesurgery and prostheses following mastectomies. We are

pleased to inform you that Aetnaisalready in compliance with the

law.

The law mandatesthat a member receiving benefitsfor amedically
necessary mastectomy who elects breast reconstruction after the
mastectomy, will also receive coverage for:

e Reconstructionof the breast on which the mastectomy has been
performed
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Family Planning

Annual
Gynecological
Exam

You may visit your
Managed Choice network
gynecologist once a year
for a routine exam. without
a referral from your PCP.

Pregnancy

Benefits are payable for
pregnancy-related
expenses of female
employees and
dependents on the same
basis as for an illness.
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e Surgery and reconstructionof the other breast to producea
symmetrical appearance

¢+ Prostheses

¢ Treatmentof physical complicationsof all stages of
mastectomy, including lymphedemas

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

The charges made by aphysician or hospital for a vasectomy or fubal
ligationfor voluntary sterilization, even though not incurred in
connectionwith the diagnosisor treatment of an illnessor injury, are
Covered Medical Expenses. Not covered are charges for the reversa
of a sterilizationprocedure.

Expenses incurred for one routine gynecological exam given by a
Preferred Care Provider without referral by your Primary Care
Physician will be considereda Covered Medical Expense. Chargesfor
one self-referred exam per calendar year will be paid at the preferred
level of benefits. Any subsequent visits or trestment must be on
referral by your Primary Care Physicianin order for the preferred level
of benefitsto apply to that care. The routine gynecological exam,
including one Pap smear and related |aboratory expenses, is considered
Office Care. No coverageisprovidedif theexam isgiven by aNon-
Preferred Care Provider.

Pregnancy expensesmust be incurred while the person is covered
under this Plan. If expensesare incurred after the coverage ceases,
they will be considered for benefitsonly if satisfactory evidenceis
furnished to Aetna that the person has been totally disabled since her
coverageterminated.

Any pregnancy benefits payable by previous group health coverage
will be subtracted from health benefits payablefor the same expenses
under this Plan.

Coveragefor abortionsis limited to those abortions performed because
the life of the mother would be in danger if the fetus were carried to
term and to those abortionswhich result in medical complications.




M outh, Jaws, and
Teeth

The Medical Plan covers
certain treatments of the
mouth, jaws and teeth only
in the event of injury.
Treatment must be of, or
related to, the teeth,
mouth, jaws, jaw jainis, or
supporting tissues ({these
inciude bones, muscles,
and nerves).
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The Medica Plan will cover certain expensesonly in the event of
injury. Chargesfor root cana therapy; routine tooth remova (which
does not involvecutting of the bone); and in-mouth appliances,
crowns, bridgework, dentures, tooth restorations, and any related
fitting or adjustment services(whether or not their purposeis to relieve
pain) are covered if they arerequired asthe result of injury to the
mouth, jaw, or teeth.

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

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

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 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.

m Also covered are surgeriesthat cut out the roots of a tooth without
removing the entire tooth, as well asremoving cysts, tumors, or
other diseased tissues while cutting into the gums and tissues of the
mouth. Thisisonly covered when not done in connection with the
removal, replacement, or repair of teeth. Covered surgery may
also ater thejaw, jaw joints, or bite relationshipsby acutting
procedure when appliance therapy alone cannot result in functional
improvement.

m Non-surgical treatment of infectionsor illnesses. Thisdoesnot
includethose 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
toinjury. The accident causing the injury must occur whilethe
personis covered under the Medical Plan.

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

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

Coverage for private duty
nursingis limited to 70
shifts per calendar year.
Each period of private duty
nursing of up fo 8 hours
will be considered one
private duty nursing shift.
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If crowns (caps), dentures (fal se teeth), bridgework, or in-mouth
appliancesare installed due to such injury, Covered Medical Expenses
includeonly chargesfor the following:

a thefirst dentureor fixed bridgework to replacelost teeth,
r thefirst crown needed to repair each damaged tooth, and

a anin-mouth applianceused 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 fitting or adjustment services, whether or
not the purpose of such servicesor suppliesistorelieve 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 RN. or L.P.N. or anursing agency for
"skilled nursing services™ are included as Covered Medical Expenses.
No other charges made by an R.N. or L.P.N. or anursing agency are
covered. Asused here, "' skilled nursing services™ means these
services:

m Vistingnursing careby an R.N. or L.P.N. Visiting nursing care
means avisit of not more than 4 hoursfor the purpose of
performing specific skilled nursing tasks.

m Privateduty nursing by an R.N. or L.P.N. if the person’s condition
requiresskilled nursing care and visiting nursing care is not
adequate.

Benefitswill not be paid during acaendar year for private duty
nursingfor any shiftsin 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* skillednursing care™ is:

s That part or all of any nursing care that does not require the
education, training, and technical skillsof an R.N. or L.P.N., such
as transportation, meal preparation, charting of vital signs, and
companionshipactivities,

= Any private duty nursing care, given while the person isan
inpatientin ahospital or other health carefacility;

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

m Careprovided solely for skilled observation, excluding one period

per day of up to 4 hoursfor no more than 10 consecutive days
followingthe occurrence of:
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® achangein patient medication,

e the need for urgent or emergency medical services provided by
aphysicianor the

e onset of symptomsindicatingthe likely need for such services.

e surgery, or

e releasefrom inpatient confinement;

O Any serviceprovided solely to administer oral medicines, except
where applicablelaw requiresthat such medicines be administered
by an RN. or L.P.N.

Charges madefor the following inpatient servicesfurnished to a
person for hospice care when given asa part of a Hospice Care
Program are included as Covered Medical Expenses.

Hospice Care

The Plan covers inpatient ! npatient Care
or outpatient hospice care Room and board and other services and suppliesfurnished to a person

for an individualwho has whileafull-timeinpatient for pain control and other acute and chronic
been diagnosed as having Symptom management.

six months orlessto five. Not included isany chargefor daily room and hoard in a semi-private

room over the Private Room Limit. Inpatienthospice careislimited to

. . atotal of 5¢ daysfor al confinements.
Inpatient hospice care

must be pregeriified to be
covered at the highest
level payable by the Plan.

Facility and Physician Expenses

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

® Hospital

r  Convaescent facility or

m Physician

Outpatient Care

Outpatient hospice careis 1 N€ Plan covers charges made by a HospiceCare Agency for the
subject to a lifetime following outpatient services and supplies, if they are precertified up
maximum of $5,000. to a lifetime maximum of $5,000.

o Part-timeor intermittent nursing care by an RN. or L.P.N. for up
to eight hours in any one day.
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m Medical social servicesunder the direction of aphysician. These
include:

e assessmentof the person's social, emotional, and medical
needs, and the home and family situation;

* jdentificationof the community resourceswhich are available
to the person;

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

@ Psychological and dietary counseling.
m Consultationor case management serviceshby aphysician,
m Physical and occupational therapy.

m Part-timeor intermittent home health aide servicesfor up to eight
hoursin any oneday. Theseconsist mainly of caring for the
person.

®  Medical supplies, drugs, and medicinesprescribed by a physician.

Charges made by the providersbelow for Outpatient Care, but only if
the provider is not an associate of aHospice Care Agency and such
agency retainsresponsibility for the care of the person:

m A physicianfor consultant or case management services.
m A physica or occupational therapist.
» A Home Health Care Agency for:

¢ physical or occupational therapy;

e part-timeor intermittent home health aide servicesfor up to
eight hoursin any one day (these services consist mainly of
caring for the person);

medical supplies, drugs, and medicinesprescribed by a
physician;
e psychological and dietary counseling.
Not included are charges made:
s For bereavement counseling
s For funeral arrangements
m For pastoral counseling

m For financia or legal counseling. These include estate planning or
the drafting of awill.

a  For homemaker or caretaker services. These are serviceswhich
are not solely related to care of the person. Theseinclude: sitter or
companion services for either the person whoisill to other
membersof the family, transportation, housecleaning, and
maintenance of the house.




Short-Term
Rehabilitation

Short-Term Rehabilitation
is therapy which is
expected fe result in the
improvement of a body
function (Including the
restoration of the level of
an existing speech
function) which has been
iost or impaired due to an
injury, an iliness, or a
congenital defect.

You and your covered
dependents are covered
for a maximum of 60 days
of Short-Term
Rehabilitation services
during a calendar year as
long as the treatment is
certified by your PCP.
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O For respitecare. Thisiscarefurnished during a period of time
when the person’s family or usual caretaker cannot, or will not,
attend to the person's needs.

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

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

Short-term rehabilitation servicesconsist of
a Physica therapy,
a  Occupational therapy, or

O Speechtherapy,

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

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

Not covered are chargesfor.

m  Serviceswhich are covered to any extent under any other part of
this Plan.

Any serviceswhich are covered expensesin whole or in part under
any other group plan sponsored by an employer.

O Servicesreceived whilethe personis confined in a hospital or
other facility for medical care.

m  Servicesnot performed by aphysician or not under hisdirect
supervision.

Servicesrendered by a physical, occupational, or speech therapist
who residesin the person’'s home, or who isa part of the family of
either the person or the person's spouse.

Servicesrendered for the treatment of delays in speech
development, unless resulting from:

e jllness,
s injury,or

e congenita defect.
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Emergency Care

in the event 97 8 medical
emergency, the Plan
covers treatment in the
emergency room of a
hospital.
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Nan-Emer gency
Care

Other Covered
Medical Expenses

46 The Managed Choice Plan

m  Specia educationincluding lessonsin sign language, to instruct a
person whose ability to speak has been lost or impaired to function
without that ability.

a Any servicesnot provided in accordance with a specific treatment
plan that:

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

e Providesfor ongoing reviewsand isrenewed only if therapy is
still necessary.

If treatment isreceived in the emergency room of a hospital whilea
person isnot afull-timeinpatient, and the treatment is emergency care,
Covered Medica Expensesfor charges made by the hospital for such
treatment will be paid at the Payment Percentage.

""Emergency care” meansthefirst treatment given in ahospital's
emergency room right after the sudden and, at that time, unexpected
onset of achangein aperson's physical or mental condition that
requires hospital level care because:

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

m Adequate care was not available elsewherein the area a thetime
and place it was needed, and

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

e |ossof life, limbor
e gsignificant impairment to bodily function or
permanent dysfunction of abody part.

If treatment is received in the emergency room of a hospital whilea
person is not a full-timeinpatient and the treatment i s not emergency
care, no benefitswill be paid.

Other covered medical expensesinclude:

m Charges made by a physician.

m Diagnostic lab work and X-rays.

m  X-ray, radium, and radioactive isotope therapy.
m Anestheticsand oxygen.

» Rental of durable medical or surgical equipment. Not included are
chargesfor more than oneitem of equipment for the same or
similar purpose.
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e "DurableMedical and Surgical Equipment™ is equipment that
ismadeto withstand prolonged use and to be used mainly in
the treatment of anillnessor injury. It must be suited for usein
the home and not normally of use to persons who do not have
anillnessor injury. Such equipment shall not be used in
ateringair quality or temperature, or for exercise or training.

The purchase, repair, or replacement of durable medical and
surgical equipment and accessoriesneeded to operateit.

Theinitial purchase of such equipment and accessoriesis covered
only if Aetnaisshown that long term useis planned and the
equipment cannot berented, 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 Aetnaisshown
that it is needed becauseof a changein the person's physical
condition, or it islikely to cost less to buy areplacement than to
repair the existing equipment or to rent like equipment.

Artificial limbsand eyes (however, eyeglasses, hearing aids,
orthopedicshoes, or other devicesto support the feet are not
included).

Professional ambulance service to transport a person from the
placewhere heisinjured or stricken by illness to thefirst hospital
where treatment is given.

Pre-Existing Conditions

Pre-Existing Conditionsdo not apply under any AetnaPlan.
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inpatient hospital
confinements must be
preceriified to qualify for
the highest level of

If precertification is not
obtained, benefits will be
reduced or denied.
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benefits paid by the Plan.
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Certification for Hospital Admissions

Covered Medica Expensesincurred on any day not certified during
the confinement will be paid asfollowsif:

m A person becomes confined in a hospital as a full-timeinpatient,
and

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

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

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

Hospital Expenses|ncurred During the Confinement

If certificationhas been requested and denied for part of the
confinement, no benefitswill be paid for Hospital Expenses incurred
for room and board for that day(s). Benefitsfor al other Hospital
Expenseswill be paid at the Payment Percentage.

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

Other Hospital Expenses

Expenses, up to the Excluded Amount (such as the deductible or any
applicable penalty), will not be deemed to be Covered Medical
Expenses. Benefitsfor such expensesin 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 deemed to be Covered Medical
Expenses. Benefitsfor all other Hospital Expenseswill be payableat
the Payment Percentage.




Call the precert number on
your ID card or Aetna
Member Services at {800)
292-4366 to obtain
certification of a hospital
inpatient admission.
Written notice of the
number of days certified
will be sent promptly to the
hospital. A copy will be
sent to you and the
physician.
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Other Covered Medical Expenses

Benefitswill be paid at the Payment Percentage.

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

In the event of an urgent admission, you, the person's physician, or
the hospital must call AetnaMember Servicesfor certification before
the personis confined as a full-timeinpatient.

An urgent admission isthe result of an injury caused by an accident,
thediagnosisof an illness, or the onset of, or changein, an illness.

The person's condition does not require emergency medical care, but
issevere enough to require confinement in a hospital within two weeks
of the date the physician determinesthat confinement i s required.

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

When a covered person is confined as afull-timeinpatient asthe result
of an emergency admission, you, the person's physician, or the
hospital must call Aetna Member Services to request certification
within 48 hours of the start of the confinement. If the physician cannot
request certification within 48 hours, the call must be made as soon as
reasonably possible. The 48 hour requirement isextended to 72 hours
when the confinement starts on a Friday or Saturday.

Anadmission is considered to be an emergency when the physician
admits the person to the hospital right after the sudden and, at that
time, unexpected onset of achange in the person's physical or mental
conditionwhich could be life threatening or result in significant
impairment or permanent dysfunction if the person isnot immediately
confined as a full-time hospital inpatient.

If, inyour physician’'s opinion, it isnecessary for you to be confined
for alonger time than already certified, you, the physician, or the
hospital may request that more days be certified by calling the precert
number on your ID card or Aetha Member Services at (800) 292-4366.
Thismust be done no later than on the last day that has already been
certified.

Written notice of the number of days certified will be sent promptly to
the hospital. A copy will be sent to you and the physician.
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Precertification is required
for confinements in a
convalescent facility or
hospice facility. and for
home health care and
outpatient hospice care. If

precertification is not
obtained, benefits may be

reduced.
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Facility Expenses
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Certification for Convalescent Facility
Care, Home Health Cave, Hospice Care,
and Skilled Nursing Care

Covered Medical Expenses will be paid asfollows if incurred:

m Whileaperson isconfined in a convalescent facility or a hospice
facility; or
For aserviceor asupply for home health care, hospice care, or
skilled nursing care when a person is not confined as an inpatient;

and

O It has been certified that such confinement or careis necessary;
and

m  The confinement or care hasbeen ordered and prescribed by:
e your Primary Care Physician, or

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

If certification has been requested and denied, no benefitswill be paid
for Convalescent Facility Expenses or Hospice Care Facility Expenses
incurred for board and room. Benefitsfor all other Convalescent
Facility Expensesor Hospice Care Facility Expenses incurred during
the confinement will be paid a the Payment Percentage.

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

s Expenses, up to the Excluded Amount, will not be deemed to be
Covered Medica Expenses.

m Benefitsfor al other such expenseswill be paid at the Payment
Percentage.

If certification hasnot 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 Amount, will not be deemed to be Covered Medica
Expenses. Benefitsfor al other such expensesincurred during the
confinement will be paid at the Payment Percentage. Asto all other
Covered Medica Expenses incurred during the confinement, benefits
will be paid at the Payment Percentage.




Expensesfor
Servicesor
Supplies

To get certification you
must ¢alf the precert
number on your ID card or
Aetna Member Services at
(800} 292-4366. Such
certification must be
obtained before an
expenseis incurred.
Prompt written notice will
be provided to you of the
days of confinementand
services or supplies which
have been certified.
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If certification for a service or supply has been requested and denied
or if certification has not been requested and the service or supply is
not necessary, no benefitswill be paid for thedenied or unnecessary
service or supply.

If certification has not been requested for a service or supply and the
serviceor supply is necessary, benefitsfor the necessary service or
supply will be paid asfollows:

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

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

Whether or not aday of confinement or a service or supply has been
certified, no benefit will be paid if the chargesfor 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 Expensesfor room and board, or

m Hospice Care Facility Expensesfor room and board.

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

If a person's physician believesthat 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 or supplies.

Prompt written notice will be provided to you of the days of
confinement and servicesor supplieswhich have been certified.

If servicesand suppliesfor hospice care provided to a person have
been certified and the person later requires confinement in a hospital
for pain control or acute symptom management, any other certification
requirement in this Planwill be waived for any such day of
confinement in a hospital .
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Certification for certain
procedures and treatment
is required when they are
performed on either an
inpatient or outpatient
basis.

52 The Managed Choice Plan
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Certification for Certain Procedures and
Treatments

Certification of the necessity of certain proceduresand treatmentsis
required:
m Beforethe procedureis performed, or

» Before thetreatment starts, unlesssuch procedureor treatment has
been ordered and prescribed by:

= Your Primary Care Physician, or

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

When any of the proceduresor treatments shown below areto be

performed on an inpatient or outpatient basis, Covered Medical

Expensesincurred in connection with the performance of the
procedure or treatmentwill be payable asfollows:

a |f theprocedureor trestmentis not necessary, no benefits will be
payable whether or not certification has been requested.

m [f certification has been requested and the procedure or treatment is
necessary, benefitswill be payable at the Payment Percentage.

a |f certification has not been requested and the procedure or
treatment is necessary, expensesincurred in connection with its
performance, up to the Excluded Amount, will not be considered to
be Covered Medical Expenses. Benefitsfor Covered Medical
Expensesin excess of the Excluded Amount will be payable at the
Payment Percentage.

The following proceduresor treatmentsrequire certification before
they are performed, regardless of whether done on an inpatient or
outpatient basis.

m Allergy immunotherapy
Bunionectomy

s Carpal tunnel surgery

a Colonoscopy

s Coronary angiography

» CT scan—-spine

n Dilation and curettage(D&C)

Hemorrhoidectomy

Knee arthroscopy

a O =

L aparoscopy (pelvic)
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a MRI -knee
MRI — spine
® Septorhinoplasty
Tympanostomy tube
Upper gastrointestinal endoscopy

Y ou, or the provider performing the procedure or treatment, must call
the precert number on your ID card or Aetna Member Servicesat
(800) 292-4366 to request certification.

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

# Beforethe procedureor treatment is performed, or

Not later than 48 hours after the procedure or treatment is
performed, unlessthe call cannot be made within that time. In that
case, the call must be made as soon asit isreasonably possible. In
the event the procedureor 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 procedureis to be performed or the treatment isto start. If
it is not possibleto make the call during the specified time, it must be
made as soon as reasonably possible before the date the procedureor
treatment isto be performed.

Written notice of the certification decision will be sent promptly to
you and the provider performingthe procedure or treatment. This
decision will be valid for 60 days from the date you receive the notice.
If the procedure or treatment isto be performed after this 60 day
period, certification must again be requested, as described above.
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Precertificationis required
for inpatient admissions to
treat alcoholism, drug
abuse, and mental
disorders. Benefits may
be reduced if certification

is not obtained.
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Facility Room
and Board
Expenses

Other Facility
Expenses
Incurredfor the
Servicesof a
Physician
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Certification for Hospital and Treatment
Facility Admissionsfor Alcoholism, Drug
Abuse, or Mental Disorders

Covered Medical Expensesfor the effectivetreatment of alcoholism,
drug abuse, or mental or nervousdisorderswill be paid as followsif
incurred:

a Whileapersonisconfined in ahospital or treatment facil ity, and
a |t has not been certified that such confinement is necessary, and
o The confinement has not been ordered and prescribed by:

e your Primary Care Physician, or

¢ aPreferred Care Provider uponreferral by your Primary Care
Physician.

If certificationhas been requested and denied, or if certification bas
not been requested and the confinement (or any day of it) is not
necessary, no benefitswill be paid.

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

If certificationhas been requested and denied, or if certification has

not been requested and the confinement i s necessary, such expenses,
up to the Excluded Amount, will not be considered Covered Medical
Expenses.

If certificationhas not been requested and the confinement is not
necessary, no benefitswill be paid.

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




To request certification,
you must call the precerf
numberon your ID card or
Aetna Member Services at
(800) 292-4366. Such
certification must be
obtained before
confinementas a full-time
inpatient, orin the case of
Emergency Care, within
48 hours after the start of
e confinement as a full-
time inpatientor as soon
as reasonablypossible.

| npatient
Treatment
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"Emergency Care”" meansthe first treatment givenin a hospital's
emergency room for the sudden and unexpected onset of achangein a
person’s physical or mental condition which:

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

m Adequate care was not availableelsewherein the area at the time
and place it was needed, and

m |f hospital level care werenot given could, as determined by
Aetna, reasonably be expected to resultin:

s lossof lifeor limb, or
¢ significantimpairmentto bodily function, or
* permanent dysfunction of abody part.

If the person's physician believesthat the person needs more days of
confinement beyond thosewhich have already been certified,
additional daysof confinement must be certified. This must be done
no later than on the last day that has already been certified.

Treatment of Alcoholism, Drug Abuse, or
Mental Disorders

If a personisafull-timeinpatient either in ahospital or treatment
facility, then the coverageis as shown below.

Expensesfor the following are covered:

Treatment of the medical complicationsof alcoholism or drug
abuse, such ascirrhosis of the liver, delirium tremens, or hepatitis.

x Effective treatment of alcoholism or drug abuse.
s Treatment of amental disorder.

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

Other necessary services and supplies.
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Outpatient
Treatment

You should file your
cfairn{s) during the
cafendar year in which tfe

service or treatment Was
provided.
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Such expenses are covered:

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

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

Benefitswill be paid at the Payment Percentage.

Expensesincurred for the effectivetreatment of alcoholism or drug
abuseor the treatment of mental disorderswhilethe person is not
confined as a full-timeinpatient in a hospital or treatment facility will
be considered Covered Medical Expenses.

Benefits will be paid at the Payment Percentage. Benefitswill not be
paid for more than the Special Outpatient Calendar Y ear Maximum
Visitsin any one calendar year.

Submitting Claims

All claims must be filed within two years from the date of the incurred
expense. Your claims must be in writing, and you must give proof of

the nature and extent of the expense. You may obtain Medical Plan
Benefits Request forms from your Human Resourcesrepresentative.

How Your Benefits Are Paid

American Water Works has contracted with Aetnato assist in
administering benefits under the Managed Choice Plan, asthe Claims
Administrator. Y our claimswill be paid as soon as Aetna receivesthe
necessary written proof supporting your claim. In order to speed
claims processing, Aetnawill pay medical benefitsdirectly to the
provider unless you specify that you want the benefits paid to you. [f
you areaminor, or otherwise legally unabletogiveavalid release,
Aetnamay make payment to any of your relativeswhom it determines
to befairly entitled to the payment.




When you use your PCP,
you w/if not have to
complete a Medical Plan
Benefits Requestform.
Your PCP will handle all
cfaim filing for you.
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With the exception of the copayment for physician office visits, you
should never pay a provider directly until you receivean EOB.

How to File a Medical Claim

Fast processing of your out-of-network claim depends on complete,
accurate informationon your Benefits Request form. When filing a
claim, please remember to:

Complete al applicablesections of your Benefits Request form
Any unanswered questionswill cause delay in processing your
claim;

s Besuretoinclude your Social Security number on all claims,
including claims for your dependent(s). Also besuretosign the
form; and

m Attachtheitemized hill to theform. An itemized bill must include
the following information:

e the patient's full name,

the patient's relationshipto you,

e thedate service wasprovided,

* the name of the health care professional providing service,
s the provider's taxpayer identification number,

¢ thetype of serviceprovided,

* thenatureof theillnessorinjury, and

* thechargesfor the service or treatment (multiple expenses
should be itemized).

If any of thisinformation is missing, writeit on the bill yourself and
sign your name. Y our 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 WorksPlan, you will need to provide Aetna
with acopy of the other carrier's EOB reflecting the benefits paid
under the other coverage on the expenses being submitted for payment
under the Managed Choice Plan.
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Once you have completed the Medical Plan Benefits Request form and
attached 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 Aetna
Member Services at (800) 292-4366.
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The HMO Plan

The Plan is seif-insured by Tha HMO Elect Choice Plan is an in-network plan. The Planisself-
American Water Works. insured by American Water Works. When a company paysclaims

Aetna provides certain .. . . " . "
administrative services using itsown funds, the plan isconsidered to he "' self-insured.” Aetna

under the Plan. provides certain administrative servicesunder the Plan. The HMO

Elect Choice Plan emphasizesmanaged care, and provides employees
with accessto the highest levels of benefits.

For you to receivethe advantagesof the HM O Elect Choice Plan, your
care must be provided or coordinated by a Primary Care Physician
(PCP). PCPsincludegenera practitioners, family practitioners,
internists, and pediatriciansfrom your own community. If you livein
adesignated area and enroll in the Plan, you and each covered member
of your family select aPCP. To learn which physiciansarein the
network, call Aetnaat (800) 292-4366 or |og on to the Aema's website
at www.aetna.com and click on DocFind. When prompted to select a
Health Plan on the wehsite, choose Elect Choice EPO.

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

How the HM O 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. Y our PCP
will either provide or coordinate your medical care. When your careis
coordinated by your PCP:

Y ou receive the highest level of reimbursement for your medical
expenses,

Y ou do not have to meet an annual deductible, and

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

o Your PCPinitiatesal required precertification.
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You may receive an
annual OB/GYN exam
from a network provider
without a referral from your
PCP.

You may change your
PCP at any fime simply by
calling Member Services,
toll-free, at (800) 252~
4366.
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Y ou must contact your Primary Care Physician beforeyou receive ay
medical care, however;

® Youmay receivean annual OB/GYN exam from a network
provider without areferral from your PCP. To learn which
physiciansare in the network, call Aetnaat (800) 292-4366 or log
on to the Aetna's website at www.aetna.com and click on
DocFind.

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

Choosing a Primary Care Physician (PCP)

Asaparticipantin the HM O Elect Choice program, you must select a
Primary Care Physician (PCP) by accessing the Aetna's website at
www.aetna.com or by calling Aetna at (800) 292-4366. When
prompted to select a Health Plan on the website, choose Elect Choice
EPO.

Y ou select a PCP for yourself and for each participating family

member, either someonewho is close to home or work or someone

whose office hours are convenient for you. Because different

members of your family may need different types of health care, the

network includesavariety of PCPs:

m Family practitionersand general practitioners have expertisein
family care, with an emphasis on preventive medicineand health
management.

m Internistshave expertisein adult internal medicine.
m Pediatricianshave expertisein the treatment of children.

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

You may changeyour PCP at any time simply by calling Member
Services, toll-free, at (800) 292-4366.
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When You Need A Specialist

1f you need specialized care, your PCP will refer you to aspecialist in
the HMO Elect Choicenetwork. 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. Thereare

three exceptionsto thisrule:

o Onceayear, you may choose an obstetrician or gynecologist from
the Aetna's website at www.aetna.com or by calling Aetna at (800)
292-4366 and make an appointment directly with him or her for a
gynecological exam.

O Onceevery 24 months, you may receive a complete eye exam from
an ophthalmol ogist or optometrist participating in the HM O Elect
Choice network.

If you need medical serviceor 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 thiscase, your PCP must
obtain precertificationfrom Aetna and you'll receive the higher level
of benefits.

Summary of HMO Elect Choice Advantages

m You and each covered family member select a PCP from the
Aetna’s website at www.aetna.comor by calling Aetnaat (800)
292-4366.

= When you need care, call your PCPfirst. Carewill be provided or
coordinated by your PCP (In-Network). The PCP will either treat

you or refer you to an in-network specialist.
o The plan pays higher benefits,
You don't need to file claims,
m If precertificationisrequired, your PCPwill handle it for you,

= You do not need to worry about "' reasonableand customary"'
limits.
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if your child is away at
school, you should sefect
a PCP from the area
where you live and routine
care may be arranged
during school breaks.

In a non-emergency
situation, always call your
[ PCP first.

An emergency 'S @ Sudden

and unexpected life-
threatening medical
condition that requires
immediate medical or
surgical care.
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Coveragefor DependentsWho Live Outside
the Network Area

The HMO Elect Choice option has special provisionsto meet the
needs of any of your covered dependentsthat live outside the network
area. In general, when selecting PCPsfor your out-of-areachildren,
consider these guidelines:

If your child is away at school, you should select a PCP from the
areawhereyou 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, or call thein-
network PCP for areferral to aloca physician or hospital. That
way, benefitswill be paid at the in-network level.

Coverage When You're Away From Home

If you're away from home (out of the HM O Elect Choice network
ared) and you need medical carein asituation that is not an
emergency, you should call your PCP. Heor shewill certify the care
you need so that you can get the higher level of benefits. If you get
health care without calling your PCPfirst, the serviceswill not he
covered by Aetna.

In Case of Emergency

In case of emergency, get the care you need from the nearest health
carefacility or physician. Then, contact your PCP to authorize and
follow up on your care. A life-threateningmedical emergency is
defined as""a sudden and unexpected life-threateningmedical
conditionthat requires immediate medical or surgical carein order to
prevent death or asevere health criss™ Examplesinclude
convulsions, excessive bleeding, seriousbums, and suspected heart
attack. 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)
within48 hours- or not later than the next business day if the
emergency occurson a Friday or Saturday — after you receive the care.
If you fail to call your PCP, the serviceswill not be covered by Aetna

Precertification

Certain servicesmust be precertified with the HM O Elect Choice Plan.
Y our PCP will coordinateyour care and obtain any necessary
precertification. The purposeof this processis to review the medical
necessity of a procedure and to approvean appropriate length of stay.

What Procedures  Precertificationis required for:

Must Be All hospital and convalescent facility admissions.

Precertified Home health care, hospice care, and skilled nursing care.
Inpatient treatment for substance abuse and mental disorders.
Certain outpatient surgeries, treatments, and tests. These include:

e Allergy immunotherapy

¢ Bunionectomy

e Carpa tunnel surgery

= Colonoscopy

o Coronary angiography

s CT scan- spine

¢ Dilation and curettage (D&C)
e Hemorrhoidectomy

» Kneearthroscopy

e L aparoscopy (pelvic)

* MRI - knee

e MRI - spine

e Septorhinoplasty

e Tympanostomy tube

» Upper gastrointestinal endoscopy
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If Your Hospital

Stay IsLonger
Than Expected

American Water Works
pays the majority of your
medical and dental
benefits costs.
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If your hospital stay is longer than the approved period, you must
notify Aetna Member Servicesas soon asyou are aware of the need to
extend your length of stay. TheNurse Consultant can then work with
your doctor to extend the certificationof your hospital stay.

Copayments

Under the HMO Elect Choice Plan, when you visit your PCP your
shareof the cost is referred to asa copayment. Y our share of the cost
is$15 and the Plan pays 100% thereafter.

A separate Hospital Emergency Room copay of $35 applies to each
visit for emergency careto a hospital's emergency room. This copay
will be waived if the person isadmitted to the hospital as an inpatient
immediately following a visit to a hospital emergency room.

Lifetime Maximum Benefit

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

66 The HMO Elect Choice Plan

Your Contributions

Y our share of the cost (your contribution) of your benefitsispaid each
pay cycle, through convenient prefax payroll deductions. Prefax
means that your contributions are withheld before federal (and in most
cases, state and local) income and FICA taxes are withheld. This
reduces your taxable income and the amount of tax you pay. Asa
result, theimpact of your contribution on your take-home pay is
substantially reduced. Pleaserefer to page 16 for the contribution
schedule.




HomeHealth
Care

Home health care visits
are limited to 720ina
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.
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Routine Physical
Exams

Covered Expenses

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

Home health care expenses are covered if:

m Thechargeis made by ahome health care agency,

& Thecareisgiven under ahome health care plan, and
m Thecareisgiventoapersoninhisor her home
Home health care expensesare charges for:

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

a Part-timeor intermittent home health aide servicesfor patient care.
a Physical, occupational, and speech therapy.

m Thefollowing expensesare covered to the extent they would have
been covered under thisPlan if the person had been confinedin a
hospital or convalescentfacility: b

e medical supplies, drugs, and medicines prescri ed by a
physician; and
» labservicesprovided by or for a home health care agency,

m Thereisamaximum of 120 visitscovered in acaendar year. Each
visit by anurseor therapistisone visit. Each visit of upto 4 hours
by ahome hedlth aideis one visit.

The Plan does not cover charges madefor:

m  Servicesor suppliesthat are not a part of the home health care
plan.

m  Servicesof apersonwho usually liveswith you or is a member of
your or your spouse's family.

m  Servicesof asocial worker.
m Transportation.

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

| Covered Expenses.
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A routine physical exam isamedical exam given by aphysician for a
reason other than to diagnoseor treat a suspected or identified injury
or illness. Included are:

# X-raysand laboratory and other testsgiven in connection with the
. exam, and

m Materiasfor the administration of immunizationsfor infectious
illness and testing for tuberculosis.

To qualify asa covered physical exam, the physician's exam must
includeat |east:

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

m A check of all body systems, and

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

For al examsgiven to your child under age six, Covered Medica
Expenses will include chargesfor:

m Uptosix examsin thefirst year of thechild's life,
m  Uptotwoexamsin the second year of the child's life, and
m  Oneexam per year during the next four yearsof the child's life.

For all examsgiven to your child age six and over, Covered Medical
Expenseswill not include chargesfor more than one exam in a period
of 24 consecutivemonths.

For all examsgiven to you or your spouse, Covered Medical Expenses
will not include charges for more than one exam in a period of 24
consecutivemonths.

Not covered are chargesfor:

u  Servicesand suppliesfurnished by a Non-Preferred Health Care
Provider,

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

m  Serviceswhich are for diagnosis or treatment of a suspected o1
identified injury or illness,

m Examsgiven while the personis confined in a hospital or other
place for medical care,

= Servicesnot given by a physician or under hisor her direction,
m Medicines, drugs, appliances, equipment, or supplies,

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

m Examsin any way related to employment,




Routine Eye
Exams

Your American Water
Works Plan covers one
routine eye exam every 24
months.

Routine Hearing
Exams

Your American Water
Works Plan covers a
routine hearing exam by a
participating provider once
every 24 months.
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1 Premarital exams,
® Vision, hearing, or dental exams, or

&2 A physician's officevisit in connection with immunization or
testing for tuberculosis.

Covered Medical Expensesinclude chargesfor a complete eye exam,
including refractionthat isfurnished by alegaly qualified
ophthalmologist or optometrist participating in the HMO Elect Choice
network. You do not need areferral from your PCP.

Covered Medical Expenseswill not include charges for more than one
eye examin aperiod of 24 consecutive months.

Not included are chargesfor:
O Any eyeexam todiagnoseor treat an illnessor injury,

O Drugs or medicines,

® Any servicesor supplieswhich are included as covered expenses
under any other benefit section included in this
Pan or under any other plan of group benefits provided through
American Water Works.

m  Any servicesor suppliesfor which benefits are provided under any
Workers Compensationlaw or any other law of similar purpose,
whether benefitsare payablefor all or only part of the charges,

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

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

O Any examsgiven whilethe personis confined in a hospital or
other facility for medical care,

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

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

Covered Medica Expensesinclude chargesfor an audiometric exam.
The services must be performed by an HMO Elect Choice network
physician whois certified as an otolaryngol ogist or otologist, or by an
audiologist who either:

m Islegally quaifiedinaudiology, or

s Holdsacertificate of Clinical Competence in Audiology from the
American Speech and Hearing Association in the absence of any
applicablelicensing requirements, and
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Routine Pap
Smear

Routine
Mammogram

Women's Health
and Cancer
Rights Act
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s Performsthe exam at the written direction of alegally qualified
otolaryngologistor otologist.

Covered Medical Expenseswill not include chargesfor more than one
hearing exam in a period of 24 consecutive months.

Not included are charges for.
m  Any ear or hearing exam to diagnose or treat an illness or injury,
s Dmgsor medicines,

m  Any hearing care service or supply which is acovered expensein
wholeor in part under any other part of this Plan or under any
other plan of group benefits provided through American Water
Works,

Any hearingcare 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 serviceor supply received while the person isnot covered,

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

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

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

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

Covered Medical Expensesinclude charges incurred by a female age
35 or over for aroutine mammogram as follows:

m  One baselinemammogram, if the personis at least age 35 but less
than 40;

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

On October 21, 1998, a new federal law, the Women's Health and
Cancer RightsAct, became effective. The law requires group health
plansthat provide coverage for mastectomies to also cover
reconstructivesurgery and prostheses following mastectomies. We are
pleased to inform you that Aetna isaready in compliance with the

law.




Family Planning

Annual
Gynecological
Exam

You may visit your HMO
Elect Choice network
gynecologist once a year
for a routine exarm, without
areferral from your PCP.

Pregnancy

Benefits are payable for
pregnancy-related
expenses of female
employeesand
dependents on the same
basis as for an iliness.
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The law mandatesthat a member receiving benefitsfor amedically
necessary mastectomy who elects breast reconstruction after the
mastectomy, will also receive coveragefor:

s Reconstructionof the breast on which the mastectomy has been
performed

* Surgery and reconstructionof the other breast to produce a
symmetrical appearance

e Prostheses

*  Treatment of physical complicationsof all stages of
mastectomy, including lymphedemas.

Thiscoveragewill be provided in consultation with the attending
physician and the patient, and will be subject to the same annual
deductiblesand coinsurance provisionsthat apply for the mastectomy.

The charges made by a physician or hospital for avasectomy or tubal
ligation for voluntary sterilization, even though not incurred in
connectionwith the diagnosis or treatment of an illness or injury, are
Covered Medica Expenses. Not covered are chargesfor the reversa
of asterilization procedure.

Y ou may visit your HMO Elect Choice network gynecologist once a
year for aroutine exam, without areferral from your PCP.

Chargesfor 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 Primary Care Physicianin order for the highest
level of benefitsto apply to that care. The routine gynecol ogical
exam, including one Pap smear and related |aboratory expenses, is
considered Office Care.

Pregnancy expenses must be incurred while the person is covered
under thisPlan. |If expenses are incurred after the coverage ceases,
they will be considered for benefitsonly if satisfactory evidenceis
furnished to Aetna that the person has been totally disabled since her
coverage terminated.

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

Coveragefor abortions islimited to those abortions performed because
thelife of the mother would bein 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 Medical Plan covers
ceriain treatments of the
mouth, jaws and teeth only
in the event of injury
Treatment must be of, or
related to, the teeth,
mouth, jaws, jaw joints, or
supporting tissues (these
include bones, muscles,
and nerves}.
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The Medical Plan will cover certain expensesonly in the event of
injury. Chargesfor root canal therapy; routine tooth removal (which
does not involve cutting of the bone); and in-mouth appliances,
crowns, bridgework, dentures, tooth restorations, and any related
fitting or adjustment services (whether or not their purposeisto relieve
pain) are coveredif they are required as the result of injury to the
mouth, jaw, or teeth.

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

Thefollowing servicesand suppliesfurnished for the treatment of the
mouth, jaws, jaw joints, teeth, and supporting tissues (including bones,
muscles, and nerves) are Covered Medical Expensesand 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
Medical Plan.

m  Surgery needed to treat afracture, dislocation, 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 erapt through the
gum, as well as other teeth that cannot be removed without cutting
into bone.

Also covered are surgeriesthat cut out the roots of a tooth without
removing the entire tooth, aswell as removing cysts, tumors, or
other diseased tissueswhile cutting into the gumsand tissues of the
mouth. Thisisonly covered when not done in connection with the
removal, replacement, or repair of teeth. Covered surgery may
also alter thejaw, jaw joints, or bite relationshipsby a cutting
procedure when appliance therapy alone cannot result in functional
improvement.

Non-surgical treatment of infectionsor illnesses. Thisdoes not
includethose of or related to the teeth.

m Denta work, surgery, and orthodontic treatment needed to remove,
repair, replace, restore, or repositionnatural teeth damaged, lost or
removed, and other body tissuesof the mouth fractured or cut due
toinjury. 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 jawboneat thetime of the injury.

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

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

®» anin-mouth appliance used in thefirst 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 fitting or adjustment services, whether or
not the purpose of such servicesor suppliesisto relieve pain. In
addition, the Medical Plan does not cover root canal therapy or routine
tooth removal (not needing cutting of the bone).

Skilled Nursing The chargesmade by an R.N. or L.P.N. or a nursing agency for
Care "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. Asused here, " skilled nursing services™ means these
services:
m Visiting nursing care by an R.N. or L.P.N. Visiting nursing care

meansavisit of not more than 4 hours for the purpose of
performing specific skilled nursing tasks.

m Privateduty nursingby an R.N. or L.P.N. if the person's condition
requires skilled nursing care and visiting nursing careis not

adeguate.
Coverage for PIVate duty Benefitswill not he paid during acalendar year for private duty
nursing T imited to 70 nursing for any shiftsin excess of the Private Duty Nursing Care
shifts p®! calendary Maximum Shifts. Each period of privateduty nursing of up to eight

Each period of private dul . . . . .
b P Y hourswill be considered one private duty nursing shift.

Not included as* skilled nursing care’ is.

nursing of up to 8 hours
will be considered one

private duty nursing shift,

m That part or all of any nursing care that does not require the
education, training, and technical skillsof 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 personisan
inpatient in a hospital or other health carefacility;

o Care provided to help aperson in the activities of daily life, such as
bathing, feeding, persona grooming, dressing, getting in and out of
abed ,chair, or toileting;

m Careprovided solely for skilled observation, excluding one period

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

The Pian coven: inpatient
or outpatient hospice care
for an individual who has
been diagnosed as having
six months or less to live.

inpatient hospice care
must be precertified to be
covered at the highest
ieveipayable by the Pfan.

Outpatient hospice care is
subjectto a fifetime
\ maximum of §5, G00.

74 The HMO Elect Choice Plan

DATA REQUEST 1 #21
UNION
Page 78 of 207

s achangein patient medication,

* the need for urgent or emergency medical services provided by
aphysicianor the

s onset of symptomsindicating the likely need for such services.

e surgery, or

e releasefrom inpatient confinement;

m  Any serviceprovided solely to administer oral medicines, except
where applicablelaw requiresthat such medicinesbe administered
by an RIN. or L.P.N.

Charges madefor the followinginpatient services furnished to a
person for hospice care when given as a part 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 afull-timeinpatient for pain control and other acute and chronic

Symptom management.

Not included isany charge for daily room and board in a semi-private
room over the Private Room Limit. Inpatient hospice care islimitedto
atotal of 90 daysfor al confinements.

Facility and Physician Expenses

The Plan covers charges made on itsown behalf by a
g Hospicefacility

® Hospita

m Convalescent facility or

m Physician

Outpatient Care

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

following outpatient services and supplies, if they are precertified up

to alifetime maximum of $5,000.

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

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

e identificationof the community resources which are available
to the person;

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

m Psychological and dietary counseling.
Consultationor case management services by a physician.
a Physica and occupational therapy.

m Part-timeor intermittent home health aide services for up to eight
hoursin any one day. These consist mainly of caringfor the
person.

O Medica supplies, drugs, and medicines prescribed by a physician.

Charges made by the providersbelow for Outpatient Care, but only if
the provider is not an employee of a Hospice Care Agency and such
agency retains responsibility for the care of the person:

m A physicianfor consultant or case management services.
A physical or occupational therapist.

m A HomeHealth Care Agency for:
e physical or occupational therapy;

¢ part-timeor intermittent home health aide servicesfor up to
eight hoursin any

* oneday (theseservices consist mainly of caring for the
person);

* medical supplies, drugs, and medicines prescribed by a
physician;
e psychological and dietary counseling.
Not included are charges made:
m For bereavement counseling
a For funeral arrangements
»  For pastoral counseling

= For financial or legal counseling. These include estate planning or
the drafting of awill.

m For homemaker or caretaker services. These are serviceswhich
are not solely related to care of the person. These include: sitter or
companion services for either the person who isill or other
membersof the family, transportation, housecleaning, and
maintenanceof the house.
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Short-Term
Rehabilitation

Short-Term Rehabilitation
is therapy which is
expected to result in the
improvement of a body
function (including the
restoration of the level of
an existing speech
function) which has been
lost or impaired due to an
fnjury, an iliness, or a
congenital defect.

You end your covered
dependents are covered
for & maximum of 60 days
of Short- Term
Rehabilitation services
during a calendar year. as
long as the treatment is
certified by your PCP.
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m Forrespitecare. Thisiscarefurnished during aperiod of time
when the person's family or usua caretaker cannot, or will not,
attend to the person's needs.

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

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

Short-term rehabilitation services consist of:
s Physical therapy,

a Occupational therapy, or

O Speech therapy,

furnished to a person whois not confined as an inpatient in a hospital
or other facility for medical care. Thistherapy shall be expected to
resultin significantimprovement of the person's condition within 60
daysfrom the date the therapy begins.

The chargesfor Short-Term Rehabilitation services are Covered
Medica Expensesfor nolonger than the Short-Term Rehabilitation
Maximum Daysfor each person during any one calendar year.

Not covered are chargesfor:

m  Serviceswhich are covered to any extent under any other part of
this Plan.

m  Any serviceswhich are covered expensesin wholeor in part under
any other group plan sponsored by an employer.

a Servicesreceived while the personis confined in a hospital or
other facility for medical care.

m  Servicesnot performed by a physician or not under his direct
supervision.

O Servicesrendered by aphysical, occupational, or speech therapist
who resides in the person’s home, or who isa part of the family of
either the person or the person's spouse.

s Servicesrendered for the treatment of delaysin speech
development, unless resulting from:

e illness,
e injury, or
congenital defect.
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m  Specid educationincludinglessonsin sign language. to instruct a
person whose ability to speak has been lost or impaired to function
without that ability'.

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

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

e Providesfor ongoing reviewsand isrenewed only if therapy is
till necessary.

Emergency Care If treatment is received in the emergency room of ahospital whilea
person is not afull-timeinpatient, and the treatment i s emergency care,

you pay $35 ($0if admitted).

In the event of a medical "Emergency care’’ meansthefirst treatment given in a hospital's
emergency, the Plan emergency room right after the sudden and, at that time, unexpected
covers treatment in the onset of a changein aperson's physical or mental condition that
emergency room of a requireshospital level care because:

hospital.

O Thecare could not safely and adequately have been provided other

than in a hospital, or

Adequate care was not available elsewherein the areaat the time
and place it was needed, and

m |f the hospital level carewere not given could, asdetermined by
Aetna, reasonably beexpected to result in:

e J|ossof life, limb or
* gignificant impairment to bodily function or

* permanent dysfunction of abody part.

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

Other Covered Other covered medical expenses include:
Medical Expenses w Chargesmadeby aphysician.
= Diagnosticlab work and X-rays.
m  X-ray, radium, and radioactive isotope therapy.
m Anestheticsand oxygen.
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® Rental of durable medical or surgical equipment. Not included are
chargesfor more than one item of equipment for the same or
similar purpose.

® "DurableMedical and Surgical Equipment’ is equipment that
is made to withstand prolonged use and to be used mainly in
the treatment of an illnessor injury. It must be suited for usein
the home and not normally of use to persons who do not have
anillnessor injury. Such equipment shall not be used in
altering air quality or temperature, or for exercise or training.

a Thepurchase, repair, or replacement of durable medical and
surgical equipment and accessories needed to operate it.

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

O Repair or replacement of such purchased equipment and
accessories. Replacement will be covered only if Aetnaisshown
that it isneeded because of a change in the person's physical
condition, or it is likely to cost lessto buy a replacement than to
repair the existing equipment or to rent like equi pment.

a Artificial limbs and eyes,(however eyeglasses, hearing aids,
orthopedicshoes, or other devicesto support the feet are not
covered).

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

Pue-Existing Conditions

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

Inpatient hospital confinements must be precertified to quaify for
benefits.

Hospital Expenses I ncurred During the
Confinement

If certificationhas been requested and denied for part of the
confinement, no benefitswill be paid for the day(s) not certified.

If certification has not been requested and the confinement (or any day
of such confinement) 1S not necessary, no benefits will be paid.

Other Covered Medical Expenses

In the event of an urgent admission, you, the person's physician, or the
hospital must call the precert number on your ID card or Aetha
Member Servicesfor certification beforethe personisconfined asa
full-timeinpatient.

Anurgent admissionis the result of an injury caused by an accident,
the diagnosisof an illness, or the onset of, or change in, an illness.

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

A "non-urgent admission™ is one which isnot an emergency admission
or an urgent admission.

When a covered person is confined as afull-timeinpatient as the result
of an emergency admission, you, the person's physician, or the
hospital must call the precert number onyour ID card or Aetna
Member Servicesto request certificationwithin 48 hours of the start of
the confinement. If the physician cannot request certification within
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48 hours, the call must be made as soon asreasonably possible. The
48 hour requirement is extended to 72 hours when the confinement
startson a Friday or Saturday.

An admissionis considered to be an emergency when the physician
admits the person to the hospital right after the sudden and. & that
time, unexpected onset of a changein the person's physical or mental
condition which could belife threateningor result in significant
impairment or permanent dysfunctionif the person is not immediately
confined as afull-time hospital inpatient.

If, in your physician's opinion, it isnecessary for you to be confined
for alonger time than already certified, you, the physician, or the
hospital may request that more days be certified 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
certified.

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

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

Precertificationisrequired for confinementsin a convalescent facility
or hospicefacility, and for home health care and outpatient hospice
care. If precertification iSnot obtained, serviceswill not be covered.

Covered Medical Expenseswill be paid asfollowsif incurred:
While a person is confined in a convalescent facility or a hospice
facility; or

s For aserviceor asupply for home health care, hospice care, or

skilled nursing care when aperson is not confined as an inpatient;
and

® |t has not been certified that such confinement or care is necessary;
and

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

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




Facility Expenses

Expenses for
Services or
Supplies

To get eertification you
must call the precert
number on your ID card or
Aeina Member Services af
(800} 292-4366. Such
certification must be
obtained before an
expense is incurred.
Prompt wriften notice will
be provided to you of the
days of confinementand
services or supplies which
have been certifiad.
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If certification has been requested and denied, no benefits will be paid
for Convalescent Facility Expenses or Hospice Care Facility Expenses.

Benefitsfor 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) isnot necessary, no benefits will be paid for
Convalescent Facility Expenses or Hospice Care Facility Expenses
incurred for room and board. Asto all other Convalescent Facility
Expenses or Hospice Care Facility Expensesincurred during the
confinement:

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

®m Benefitsfor al other such expenseswill be paid at the Payment
Percentage.

If certification has not been requested and the confinement (or any day
of such confinement) is necessary, conval escent Facility Expenses or
Hospice Care Facility Expensesincurred during the confinement, up to
the Excluded Amount, will not be deemed to be Covered Medical
Expenses. Benefitsfor al other such expenses incurred during the
confinement will be paid at the Payment Percentage. Asto al other
Covered Medical Expensesincurred during the confinement, benefits
will be paid at the Payment Percentage.

If certificationfor aservice or supply has been requested and denied or
if certification has not been requested and the service or supply is not
necessary, no benefitswill be paid for the denied or unnecessary
serviceor supply

If certification has not been requestedfor a service or supply and the

service or supply is necessary, benefitsfor the necessary serviceor
supply will be paid asfollows:

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

m Benefitsfor al other Covered Medical Expenses incurred for the
service or supply will be paid at the Payment Percentage.

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

m Convalescent Facility Expensesfor room and board, or

m Hospice Care Facility Expensesfor room and board.

The HMO Elect Choice Plan
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To the extent that such serviceor supply has been certified for home
health care, hospice care, or skilled nursing care, the exclusion of
services or supplies becausethey are not necessary will not apply to
such serviceor supply.

If aperson's physician believesthat the person needs more days of
confinement or servicesor supplies beyond those which have been
already certified you must call to certify more days of confinement or
servicesand supplies.

Prompt written noticewill be provided to you of the days of
confinement and servicesor supplies which have been certified

If servicesand suppliesfor hospice care provided to a person have been
certified and the person later requires confinement in ahospital for
pain control or acute Ssymptom management, any other certification
requiremnent in this Plan will be waived for any such day of
confinement in a hospital.

Certification for Certain Procedures and
Treatments

Certification of the necessity of certain procedures and treatmentsis

required:

m Beforethe procedureis performed, or

m Beforethe treatment starts, unless such procedure or treatment has
been ordered and prescribed by:

= Your Primary Care Physician, or

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

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

m |f the procedure or treatment is not necessary, no benefitswill be
payable whether or not certification has been requested.

m If certification has been requested and the procedure or treatment is
necessary, benefitswill be payable at the Payment Percentage.

= If certification has not been requested and the procedure or
treatment is necessary, expensesincurred in connection with its
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performance, up to the Excluded Amount, will not be considered to
be Covered Medical Expenses. Benefitsfor Covered Medical
Expensesin excess of the Excluded Amount will be payable & the
Payment Percentage.

The followingproceduresor treatmentsrequire certification before
they are performed, regardlessof whether done on an inpatient or
outpatient basis.

» Allergy immunotherapy

= Bunionectomy

n Carpa tunnel surgery

a Colonoscopy

g Coronary angiography

CT scan - spine

Dilation and curettage(D&C)
Nemorrhoidectomy
Kneearthroscopy

L aparoscopy (pelvic)

MRI -knee

MRI - spine

s Septorhinoplasty

® Tympanostomy tube

O Upper gastrointestina endoscopy

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

If the procedure or treatment i s performed due to an Emergency
Condition, the call must be made:

o Beforethe procedureor treatment is performed, or

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

If the procedureor treatment i s performed for any condition other than
an Emergency Condition, the call must be made at least 14 daysbefore
the date the procedureisto be performed or the treatment isto start. If
it is not possibleto makethe 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.

" O @ B m a
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Facility Room
and Board
Expenses

Other Facility
Expenses
Incurred for the
Servicesof a
Physician
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Written notice of the certificationdecisionwill be sent promptly to
you and the provider performing the procedure or treatment. This
decisionwill bevalidfor 60 daysfrom the date you receive the notice.
If the procedureor treatment is to be performed after this 60 day
period, certificationmust again be requested, as described above.

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

Covered Medical Expensesfor the effectivetreatment of alcoholism,
drug abuse, mental or nervousdisorderswill bepaid asfollowsif
incurred:

m  Whileaperson isconfined in a hospital or treatment facility, and
m |t hasnot been certified that such confinementis necessary, and
= The confinement has not been ordered and prescribed by:

e your Primary Care Physician, or

e aPreferred Care Provider upon referral by your Primary Care
Physician.
If certificationhas been requested and denied, or if certification has
not been requested and the confinement (or any day of it) isnot
necessary, no benefitswill be paid.

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

If certification has 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 certification,
you must ea/ the precerf
number on your ID card or
Aetna Member Services at
{800} 292-4366. Such
certification must be
obtained before
confinement as a full-time
inpatient, or in the case of
Emergency Care, within
48 hours after the start of
a confinement as a fulf-
time inpatient or as soon
as reasonably possible.

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

Whether or not aday of confinementis certified, no benefitswill be
payable for Covered Medical Expenses incurred on any day of
confinementas a full-time inpatient if excluded by any other terms of
thisPlan, except that, if certification has been given for any day of
confinement, the exclusions of services and supplies becausethey are
not necessary will not be applied to hospital and treatment facility
room and board.

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

a Requireshospital level care becausethe care could not safely and
adequately have been provided other than in a hospital, or

a Adequatecare was not availableelsewherein the area at the time
and place it was needed, and

= If hospital level care were not given could, as determined by
Aetna, reasonably be expected toresult in:

e lossof lifeor limb, or
e significant impairment to bodily function, or
+ permanent dysfunction of abody part.

If the person’s physician believesthat 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 thelast day that has already been certified.

Treatment of Alcoholism, Drug Abuse, or
Mental Disorders

If aperson isa full-time inpatient either in a hospital or treatment
facility, then the coverage is as shown below.

Expenses for the following are covered:

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

Effectivetreatment of alcoholism or drug abuse
O Treatment of amental disorder.
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& Roomand Board. Not covered isany charge for daily room and
board in a private room over the Private Room Limit.

Other necessary services and supplies.
Such expensesare covered:

m If they areincurred duringthefirst 45 days of all such
confinementsduring any one calendar year.

a For acoholism and drug abuse, benefitswill be paid for only two
coursesof treatment during your lifetime.

Benefits will be paid at the Payment Percentage.

Expensesincurred for the effectivetreatment of alcoholism or drug
abuse or the treatment of mental disorderswhile the person is not
confined as afull-timeinpatientin a hospital or treatment facility will
be considered Covered Medical Expenses.

Benefitswill be paid at the Payment Percentage. Benefitswill not be
paid for more than the Specia Outpatient Calendar Y ear Maximum
Vigits in any one calendar year.

How Y our .
Benefits Are Paid

86 TheHMO Elect Cheoice Plan

Submitting Claims

All claimsmust be filed within two (2) yearsfrom the date of the
incurred expense. Your claims must be in writing, and you must give
proof of the nature and extent of the expense. Y ou may obtain

Medical Plan Benefits Request forms from your Human Resources
representative.

American Water Works has contracted with Aetnato assist in
administering benefitsunder the HM O Elect Choice Plan, asthe
Claims Administrator. Your claimswill be paid as soon as Aetna
receivesthe necessary written proof supporting your claim. In order to
speed claimsprocessing, Aetna will pay medical benefitsdirectly to
the provider.
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How to Filea Medical Claim

When you use your PCP, you will not have to complete a Medical Plan
Benefits Request form. Y our PCPwill handleall claim filing for you.

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

Claims should be mailed to:

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

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

The Out-of-AreaComprehensiveMedical Plan option has been
designed to protect you against the cost of anillnessor injury. The
Plan allowsyou to use any licensed doctor and hospital you choose.
The Out-of-AreaComprehensiveMedical Plan is an insured medical
expense plan and is underwritten by Aetna. The provisions of the Plan
will remain effectiveonly whileyou are covered under the plan. You
arenot digiblefor thisplanif you livein an area where a managed
care network has been established.

Understanding Your Share of Medical
Expenses

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

Deductibles All deductiblesare calculated on an annual basis, and must be met
every year. ThereisaCalendar Year Deductible that applies to each
o person. An expenseincurred in the last three months of a calendar
A deductible js the amount - year \which js applied against a person's Calendar Y ear Deductible will

izu,s:ytobe;c’r::':opf:'ed reducehisor her Calendar Y ear Deductible for the next year.
exg;nsesp lelan Y Prescription Drug copaymentsdo not count toward meeting the annual
' ' deductibles. Applicabledeductiblesare shown on the Plan

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

Comparison Chart on pages 13-14.
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Family
Deductible Limit

Coinsurance

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

Out-Of-Pocket
Limit

There is a fimif 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.

Lifetime
Maximum
Benefit
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Thisisthelimit of Covered Medical Expensesthat must be paid by
personsin your family beforethe Plan beginsto pay benefits. These
expensesmust first be applied against the separate Calendar Y ear
Deductibles, and when such expenses exceed the Family Deductible
Limit, the Plan then pays benefitsat 80 percent of the remaining
covered expenses.

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

The deductibledoes not count toward the out-of-pocket limit. 1f you
reach your out-of-pocket limit within a calendar year, your covered
expenseswill be paid at 100% for the remainder of that year and the
next calendar year. 1f you do not reach your out-of-pocket limit, you
must start accumulating expenses over again, beginning at $0 each
January. However, mental health and chemical dependency charges
and precertificationpenalties 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.

92  The Qui-of-Area Comprehensive M edi ¢ Plan




DATA REQUEST 1 #21
UNION
Page 95 of 207

Y our Y our share of the cost (your contribution) of your benefits is paid each

Contributions pay cycle, through convenient prefax payroll deductions. Pr etax
means that your contributions are withheld before federal (and in most

cases, state and local) income and FICA taxesare withheld. This

reduces your taxableincomeand the amount of tax you pay. Asa

American Water Works result, the impact of your contribution on your take-home pay is

pays the majority of your substantially reduced. Pleaserefer to page 16 for the contribution

medical and dental schedule.

benefits costs.

Precertification

Precertificationis an important feature of the Out-of-Area
ComprehensiveMedical Plan.

In order to receive the highest level of benefitsavailable, you must
contact Aetna at (800) 333-4432 or Member Servicesto precertify any
hospital admissionsand certain outpatient surgical procedures,
treatments, and tests. The purpose of this processisto review the
medical necessity of a procedure and to approve a reasonabl e length of

stay.

What Procedures Precertificationisrequired for:
Must Be a All hospital admissions.

Precertified a Inpatient treatment for substance abuse and mental disorders.
m Certain outpatient surgeries, treatments, and tests. These include:
e Allergy immunotherapy
e Bunionectomy
¢ Carpal tunnel surgery
¢ Colonoscopy
= Coronary angiography
¢ CT scan-spine
+ Dilationand curettage (D&C)
¢ Hemorrhoidectomy
» Kneearthroscopy
e Laparoscopy (pelvic)
e MRI - knee
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Certification for
Hospital
Admissions

inpatient hospital
confinements must be
precertified to qualify for
the highest isve{ of

If precertification is not
obtained, senefits will be
reduced.

benefits paid by the Plan.

When to Request
Precertification
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o MRI-gspine

e Septorhinoplasty

e  Tympanostomy tube

e Upper gastrointestinal endoscopy

Hospital Expenseslncurred During the Confinement

If certification has been requested and denied, no benefits will be paid
for Hospital Expensesincurred for room and board. Benefitsfor al
other Hospital Expenseswill be paid a the Payment Percentage.

If certification has not been requested and the confinement (or any day
of such confinement) is not necessary, no benefitswill be paid for
Hospital Expensesincurred for room and board.

Other Hospital Expenses

Expenses, up to the Excluded Amount, will not be considered to be
Covered Medica Expenses. Benefitsfor 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 consideredto be Covered Medical
Expenses. Benefitsfor all other Hospital Expenseswill be payable at
the Payment Percentage.

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

If the admissionisa non-urgent admission, you or your doctor must
get the days certified by calling (800) 333-4432 or AetnaMember
Servicesat least 14 days before the date the person isscheduled to be
confined as afull-timeinpatient. If the admissionisan emergency or
an urgent admission, you, the person's physician, or the hospital must
get the days certified. Thismust be done:

m Beforethe start of a confinement as afull-timeinpatient which
requiresan urgent admission, or

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

A ""non-urgent admission' is onewhich is not an emergency admission
or an urgent admission.

If, in the opinion of the person's physician, it is necessary for the
person to be confined for alonger time than already certified, you, the
physician, or the hospital may request that more days be certified by
callingthe number shown on your ID card. This must be done no later
than on the last day that hasalready been certified.

Written notice of the number of days certified 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 Y our nameand Social Security number,
The relationship of the patient to you,

To request precertification
of an admission or
procedure, just call (800)
333-4432 or Aeha
Member Services, toll-free.
at (800) 292-4366.

What type of surgical procedureor test you need,

The name and telephone number of your doctor, and
e When the procedureis scheduled.
The Nurse Consultant will review the medical necessity of the

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

If, in accordancewith such standards, the proposed inpatient
admission or treatment ismedically 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.

Therels A If you do not call AetnaMember Services to precertify a hospital
Penalty If You admissionor any of the proceduresor testslisted, you will be

’ responsiblefor a separate $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 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.

ON’t precertify
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If Your Hospital

Stay IsLonger
Than Expected

Hospital Care

inpatient admissions must
be precertified to qualify
for the maximum benefit
payable by the Plan.

Weekend
Hospital
Admissions
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If your hospital stay islonger than the approved period, you or your
doctor must call (800) 333-4432 or Aetna Member Servicesas soon as
you are aware of the need to extend your length of stay. The Nurse
Consultant can then work with your doctor to extend the certification
of your hospital stay.

Expenses Covered by the Plan

Charges made by ahospital for providing room and board and other
hospital servicesand suppliesto aperson who is confined asafull-
time inpatient are covered by thePlan. Not included is any chargefor
daily room and board in a private room over the Semi-Private Room
Limit.

Chargesmade by a hospital for hospital servicesand supplies given to
aperson who isan 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 confinementwill be reduced by 50%. As
used here, " non-emergency”* means the treatment can be postponed
without unduerisk to the patient. The following will not be included
as Covered Medical Expenses:

a Thefirst Friday, Saturday, and Sunday of the confinementif it
beginson a Friday.

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

m Thefirst Sunday of the confinementif it begins on a Sunday.
However, this limitation will not apply:

a Tothefirst Sunday of any confinement that begins on a Friday,
Saturday, or Sunday, unlessthe next following Monday is alegal
holiday.

If asurgical procedureis performed on the day of or the day
following the beginning of the confinement.
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Convalescent Charges made by a convalescent facility for thefollowing servicesand
Facility Care supplies are covered if furnishedto a person confined to convalesce
from anillnessor injury. The confinement must start during a
" Convalescent Period."

Convalescent facility
coverage is limited to 120

days per calendar year.

n  Roomand Board. Thisincludes chargesfor services, such as
general nursing care, made in connection with room occupancy.
Not included isany charge for daily room and board in a private

room over the Private Room Limit.

Use of special treatment rooms

X-ray and lab work

Physical, occupational, or speech therapy
Oxygen and other gas therapy

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

» Medica supplies

Benefitswill be paid for up to the maximum number of days during

any one Convalescent Period. Thisstarts on thefirst day apersonis
confinedin a convalescentfacility if he or she:

# Wasconfinedin ahospital for at least three daysin arow, while
covered under this Plan for treatment of anillness or injury,

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

m Isconfined in thefacility for services needed to convalesce from
the condition that caused the hospital stay. These includeskilled
nursing and physical restorative services.

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

The Plan does not cover charges madefor treatment of:

E QO = @

= Drug addiction,

a Chronicbrain syndrome

»  Alcoholism

a Senility

m  Mental retardation

= Any other mental disorder
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HomeHealth
Care

Home health care visits
arelimifedto 120 in a
calendar year. Each visit
by a nurse or therapist is
one visit. Each visit of up
to four hours by a home
heaith aide is cne visit.

Pre-Operative
Testing

DATA REQUEST 1 #21
UNION
Page 100 of 207

Home health care expensesare covered if:

m Thechargeismade by a home health care agency, and
m Thecareisgiven under ahome health care plan, and
a Thecareisgiventoapersonin hisor her home.
Home health care expensesare charges for:

s Part-timeor intermittentcare by an R.N., or by an L.P.N. if an
R.N. isnot available.

a Part-time or intermittent home health aide servicesfor patient care.
m Physical, occupational, and speech therapy.

Thefollowing expensesare covered to the extent they would have
been covered under thisPlan if the person had been confined in a
hospital or convalescent facility:

m Medical supplies, drugs, and medicines prescribed by a physician,
and

» Labservicesprovided by or for ahome health care agency.

The Plan does not cover home health care charges madefor:

m Servicesor suppliesthat are not a part of the home health care
plan.

m Servicesof aperson who usually liveswith you or is a member of
your spouse's family.
Services of asocial worker

s Transportation

Charges made by a hospital, surgery center, licensed diagnostic lab
facility, or physician, on itsown behalf, to test a person while an
outpatient beforescheduled surgery are covered if:

m Thetestsare related to the scheduled surgery,
m Thetests are done within the seven days prior to the scheduled
surgery,

= The person undergoesthe scheduled surgery in a hospital or
Surgery center; this does not apply if the tests show that surgery
should not be done because of his/her physical condition,

m Thechargefor the surgery isa Covered Medical Expense under
this Plan,

a Thetestsare done while the person is not confined as an inpatient
in ahospital,

m Thechargesfor the tests would have been covered if the person
were confined as an inpatient in a hospital,
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m Thetest resultsappear in the person's medical record kept by the
hospital or surgery center wherethe surgery is to be done, and

m Thetestsarenot repeated in or by the hospital or surgery center
wherethe surgery is done.

If the person cancels the scheduled surgery, benefitsare paid zt the
payment percentage that would have applied in the absence of this
benefit. They are paid as any other expense, 80% after the deductible.

Birthing Center ThisPlan paysfor charges made:

Care = By abirthing center. Included are charges made, on itsown
behalf, for servicesand supplies fumished for:

e prenatal care,
e delivery of achild or children, and
¢ postpartum care rendered within 24 hours after the delivery

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

o performing an obstetrical procedure,
e related pre- and postoperative care, and
e administering an anesthetic

= Chargeshby any other physicianfor the administering of an
anesthetic. Thisdoes notinclude alocal anesthetic.

No ben€fit is paid for chargesincurred:

a For the servicesof a physician who renders technical assistance to
the operating physician.

® In connectionwith a pregnancy for which pregnancy related
expensesare not included as a Covered Medical Expense.

HospiceCare Charges made for services furnishedto a person for Hospice Care
when given asa part of a Hospice Care Program are included as
Covered Medical Expenses when made on its own behalf by a
The Pian covers Hospice . -
Care for an individual who " HOSpI cefac:|||ty
is diagnosedas having six m Hospita

months or less fo live. .
‘ m  Convalescentfacility

The chargesmust be for room, board, and other servicesand supplies
fumished to a person while afull-timeinpatient 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
Limitisnot included. The chargefor any day of confinement in
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excess of the Maximum Number of Days (90 day lifetime maximum)
for all confinements for Hospice Care isalso excluded.

In addition, the charges must be:

For services and suppliesfurnished to a person while not confined
asafull-timeinpatient.

m Part-timeor intermittent nursing care by an RIN. or L.P.N. for up
to eight hoursin any one day.

m Medica socia servicesunder the direction of aphysician. These
include:

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

e identificationof the community resourceswhich are available
to the person.

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

e psychological and dietary counseling.
e consultationor case management services by a physician.
e physica and occupational therapy.

e part-time or intermittent home health aide servicesfor up to
eight hoursin any oneday. These consist mainly of caring for
the person.

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

o Charges madeby the providersbelow, but only if the provider is
not an employeeof a Hospice Care Agency and such agency
retainsresponsibility for the care of the person:

* aphysicianfor consultant or case management services
e aphysical or occupational therapist
e aHome Health Care Agency for:

- physical or occupational 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.

m  Outpatient hospice careis subject to alifetime maximum of
$5,000.
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Mouth, Jaws, and
Teeth

The Medical Plan covers
certain treatments 0fthe
mouth, jaws, and teeth
only in the evenf ofinjury
Treatment must be of, or
related to, the teeth,
mouth, jaws, faw joints, or
supporting tissues (these
include bones, muscles.
and nerves).
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Not included are chargesmade:

o For bereavement counseling

o For funera arrangements
For pastoral counseling

m Forfinancial or legal counseling. Theseinclude estate planningor
the drafting of awill.

m For homemaker or caretaker services. These are services which
arenot solely related to care of the person. Theseinclude: sitter or
companion servicesfor either the person who isill or other
membersof thefamily, transportation, housecleaning, and
maintenance of the house.

O Forrespitecare. Thisis carefurnished during a period of time
when the person’s family or usua caretaker cannot, or will not,
attend to the person's needs.

Thefollowing servicesand suppliesfurnished for the treatment of the
mouth, jaws, jaw joints, teeth, and supporting tissues (including bones,
muscles, and nerves) are Covered Medical Expensesand not part of
the Dental Plan. For theseexpenses,” physician™ includes a dentist.

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

O Also covered are surgeriesthat cut out the roots of atooth without
removing the entire tooth, as well as removing cysts, tumors, or
other diseased tissueswhile cutting into the gums and tissues of the
mouth. Thisis only covered when not done in connection with the
removal, replacement, or repair of teeth. Covered surgery may
also alter thejaw, jaw joints, or bite relationships by a cutting
procedure when appliance therapy alone cannot result in functional
improvement.

s Non-surgica treastment of infectionsor diseases. Thisdoes not
includethoseof 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 injury. The accident causing the injury must occur whilethe
person is covered under the Medical Plan.

Any such teeth must have been free from decay or in good repair and
firmly attached to the jaw boneat the time of the injury.
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The ireatment must be done in the calendar year of the accident or the
next one.

If crowns (caps), dentures (fal seteeth), bridgework, or in-mouth
appliancesareinstalled due to such injury, Covered Medical Expenses
include only chargesfor the following:

* thefirst dentureor fixed bridgework to replace lost teeth,
e thefirst crown needed to repair each damaged tooth, and

® anin-mouth appliance used in the first course of orthodontic
heatment after the injury.

The Medical Plan will cover certain expensesonly in the event of
injury. Chargesfor root canal therapy; routine tooth removal (which
does not involve cutting of the bone); and in-mouth appliances,
crowns, bridgework, dentures, tooth restorations, and any related
fitting or adjustment services (whether or not their purpose istorelieve
pain) are covered if they are required as the result of injury to the
mouth, jaw, or teeth.

The Medical Plan does not cover chargesto remove, repair, replace,
restore, or reposition teeth which are lost or damaged i n the course of
biting or chewing. Chargesto repair, replace, or restore fillings,
crowns, dentures, or bridgework are not covered by the Medical Plan.
Non-surgical periodontal treatment is excluded, as are 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 expensesinclude:
Medical Expenses = Servicesof aphysician.

Chargesmade by an R.N. or L.P.N. or a nursing agency for skilled
nursing care.

e Asused here, " skilled nursing care™ means these services.

- visiting nursing care by an R.N. or L.P.N. Visiting
nursing care meansavisit of not more than four hours
for the purpose.

- private duty nursing by an RN. or L.P.N. if the person’s
condition requires skilled nursing services and visiting
nursing care is not adequate.

Not included as ' Skilled nursing care ™ is:

e that part or all of any nursing care that does not requirethe
education, training, and technical skillsof an RIN. or L.P.N.,
such astransportation, meal preparation, charting of vital signs,
and companionship activities;
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e any privateduty nursing care, given while the personisan
inpatient in a hospital or other health carefacility;

e careprovided to help a personin the activities of daily life,
such as bathing, feeding, personal grooming, dressing, getting
in and out of abed, chair, or toileting; or

e careprovided solely for skilled observation, other than for a
period of up to 4 hours per day for no more than 10
consecutivedays following the occurrence of

e changein patient medication,

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

- surgery, or
- releasefrom inpatient confinement; or

» any serviceprovided solely to administer oral medicines,
except where applicablelaw requires that such medicinesbe
administered by an R.N. or L.P.N.

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

Diagnostic lab work and X-rays.

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

Rental of durable medical or surgical equipment.

The purchase, repair, or replacement of durable medical and
surgical equipment, and accessories needed to operateit. The
initial purchase of such equipment and accessoriesis covered only
if Aetnaisshown that:

¢ |ong term useisplanned, and

¢ the equipment cannot berented, or

e itislikely tocost lessto buy it thanto rent it.
Replacement will be covered only if Aetnaisshown that:

» itisneeded because of achange in the person's physical
condition, or

+ itislikelytocost lessto buy areplacement than to repair the
existing equipment or to rent like equipment.

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

"Durable Medica and Surgical Equipment™ isequipment that is:
e madeto withstand prolonged use,
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madefor and mainly used in the treatment of a disease or
njury,

suited for usein the home,

not normally of use to personswho do not have a disease or
injury,

not for use in altering air quality or temperature, and

not for exerciseor training.

o Artificial limbsand eyes (not including eye exams, eyeglasses,
orthopedic shoes, or other devicesto support thefeet).

Professional ambulanceor railroad service within the United States
and Canadato transport a person from the place where he is
injured or stricken by anillnessto the first hospital or sanitarium
where treatment isgiven.

Therapeuticinjectionsof joints and tendons.

®  Cadts, splints, trusses, braces, crutches, and surgical dressings.

Pre-Existing Conditions

Pre-ExistingConditionsdo not apply under any Aetna Plan.

Confinement for Treatment of Alcoholism or
Drug Abuse

Certain expensesfor alcoholism or drug abuse treatment (coverage for
employeeand dependents) are Covered Medical Expenses, if the
employeeisafull-timeinpatient in either a hospital or a treatment

facility.
Hospital Expensesfor the following are covered:
Confinement a Treatment of the medical complications of acoholism or drug

abuse, such ascirrhosis of the liver, delirium tremens, or hepatitis.
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Treatment
Facility
Confinement

Remember, for alcoholism
and drug abuse. you must
obtain precertification for
an innatisnt admission. If
you fail to do so, benefits
payable may be reduced,

Mental Disorders

Remember. for mental and
nervous disorders, you
must obfain precertification
for an inpatient admission.
{fyou fad to do so, benefits
payable may be reduced.

You should fife your
claim{s) during the
calendar ¥ear in which e
service or treatment was

provided.

DATA REQUEST 1 #21
UNION
Page 107 of 207

m Effectivetreatment of alcoholismor drug abuse. Thisis covered
only if thereis not a separate treatment facility section.

Certain expensesfor the effectivetreatment of alcoholism or drug
abuseare covered. They are coveredif they are incurred in the first 45
days of full-timeconfinement in acalendar year. The expenses
covered are thosefor:

m Room and Board. Not covered isany chargefor daily room and
boardin a private room over the Private Room Limit.

m  Other necessary service and supplies.

This 45 dayswill be reduced by any days of hospital confinement for
effective treatment of acoholism or drug abusethat are covered above
in the same calendar year. In addition, a separate Lifetime Maximum
benefit of 90 days appliesfor effectivetreatment of alcoholism or drug
abuse.

Expensesfor the treatment of amental disorder are Covered Medical
Expensesto the extent shown below.

If apersonisafull-timeinpatientin ahospital, these expensesare
covered in the same way as thosefor any ather disease.

m |f apersonisnot afull-time inpatient in a hospital, treatment for
mental disorders for outpatient care will be paid at 100% of the
first $500.00 thereafter 50%, after you have reached the Medical

Plan deductible.

Submitting Claims

AN claimsmust &e filed within two years from the date of theincurred
expense. Your claimsmust 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 Resour cesrepresentative.

How Your Benefits Are Paid

The Out-of-Area Comprehensive Medical Plan isan insured plan
underwrittenby Aetna.
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Attach the original of each
itemized bill to the Benefits
Request form. Be sure to
keep a copy of all bills and
claim forms for your
records. Rather than
submitting individual
medical bills, you may find
it more convenienf to
collact several bills and file
them all at one time with
your Benefits Request
form.
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Aetnapaysyour claimsas soon as it receivesthe necessary written
proof supporting your claim. In order to speed claims processing,
Aetnawill pay medical benefitsdirectly to the provider unless you
specify that you want the benefitspaid to you. If you are a minor or
otherwiselegally unableto giveavalid release, Aetha may make
payment to any of your relativeswhom it determinesto be fairly
entitled to the payment.

How to File a Medical Claim

Fast processing of your claim dependson complete, accurate
information on your Benefits Request form. When filing a claim under
the Out-of-AreaComprehensiveMedical Plan, please remember to:

= Completeall applicable sectionsof your claim form. Any
unanswered questions will cause delay in processing your claim;

m Besuretoincludeyour Social Security number on all claims,
including claims for your dependent(s). Also besuretosign the

form; and

Attach theitemized hill to theform. An itemized bill must include
the following information:

» thepatient's full name,
s thepatient's relationshipto you,
» thedate service was provided,
the name of the health care professional providing service,
e the provider's taxpayer identification number,
e thetypeof serviceprovided,
e thenatureof theillnessor injury, and

e thechargesfor the service or treatment (multiple expenses
should be itemized).

If any of thisinformation is missing, write it on the bill yourself and
sign your name. Y our health care provider should complete the
provider/supplier section of the Benefits Request form if he or she has
not given you an itemized statement.

If you have' other group™ or Medicare coverage that pays benefits
prior to American Water Works Plan, you will need to provide Aetna
with a copy of the other carrier's Explanation of Benefits reflecting the
benefitspaid under the other coverage on the expenses being
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submitted for payment under the Out-of-AreaComprehensive Medical
Plan.

Once you have completed the Medical Plan Benefits Request form and
attached the itemized bills, send everything to:

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

If you have any questions about the statusof your claim, call Aetna
Member Servicesat (800) 292-4366.
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General Exclusions Under All Aetna Plans

Coverage is not provided for the following charges:

s Thosefor servicesand supplies not necessary, as determined by
Aetna, for the diagnosis, care, or treatment of the illnessor injury
involved. Thisapplieseven if they are prescribed, recommended,
or approved by the person's attending physician or dentist.

Thosefor care, treatment, services, or supplies that are not
prescribed, recommended, and approved by the person's attending
physician or dentist.

& Thosefor, or in connection with, services or suppliesthat are, as
determined by Aetna, considered to he experimental or
investigational. A drug, device, procedure, or treatment will be
determined to be experimental or investigational :

« if there areinsufficient outcomesdata available from controlled
clinical trials published in the peer reviewed literature to
substantiateits safety and effectivenessfor theillnessor injury
involved; or

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

« if arecognized national medical or dental society or regulatory
agency hasdetermined, in writing, that it isexperimental,
investigational, or for research purposes; or

« if the written protocol or protocols used by thetreating facility
or the protocol or protocolsof any other facility studying
substantially the same drug, device, procedure, or treatment or
the written informed consent used by the treating facility
studying the same drug, device, procedure, or treatment states
that it isexperimental , investigational, or for research
purposes.

However, thisexclusion will not apply with respect to servicesor
supplies(other than drugs) received in connection with an illness,
if Aetna determinesthat:

+ theillnesscan be expected to cause death within one year, in
the absence of effective treatment; and

o thecareor treatmentis effectivefor that illness or shows
promiseof being effectivefor that illness as demonstrated by
scientific data. In making this determination Aetnawill take
into account the results of areview 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.
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Also, thisexclusion will not apply with respect to drugs that:

e 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 status

if Aetnadeterminesthat available scientific evidence demonstrates
that the drug i s effectiveor shows promise of being effective for
theillness.

m Thosefor or related to services, treatment, education, testing, or
training related to tearning disabilities or developmental delays.

Thosefor care furnished mainly to provide a surrounding free from
exposurethat can worsen the person's illnessor injury.

m Thosefor, or related to, the following types of treatment:
e prima therapy
» rolfing
® psychodrama
e megavitamintherapy
e bioenergetictherapy
e vision perceptiontraining
e carbon dioxide therapy

m Thosefor treatment of covered health care providers who
specializein the mental health care field and who receive treatment
asapart of their trainingin that field.

m Thosefor servicesof aresident physician or intern rendered in that
capacity.

O Thoseto the extent they are not reasonable charges, as determined
by Aetna.

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

® Thosethat a covered personisnot legally obliged to pay.

m  Those, asdetermined by Aetna, to be for custodial care.
Thosefor servicesand supplies:

e 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.

e furnished, paid for, or for which benefits are provided or
required under any law of agovernment. (Thisdoes not
include a plan established by a government for its own
employeesor their dependents or Medicaid.)
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m Thosefor or related to any eye surgery mainly to correct refractive
errors.

o Thosefor education, specia education, or job training, whether or
not given in afacility that also providesmedical or psychiatric
treatment.

m  Thosefor plastic surgery, reconstructivesurgery, cosmetic surgery,
or other servicesand suppliesthat improve, alter, or enhance
appearance, whether or not for psychological or emotional reasons,
except to the extent needed to:

improve the function of a part of the body that is not atooth or
structurethat supportsthe teeth, or

e ismaformed as aresult of:

- asevere birth defect (this includes harelip or webbed
fingersor toes), or

- adirect result of surgery performedto treat an illness or
injury; or
e repair aninjury that occurs while the person is covered under
this Plan.

Surgery must be performed in the calendar year of the accident that
causesthe injury or in the next calendar year.

m Thosethat arefor therapy or for suppliesor for counseling for
sexual dysfunctionsor inadequaciesthat do not have a
physiological or organic basis.

m Thosefor or related to sex change surgery or to any treatment of
gender identity disorders.

# Thoseforor related to artificial insemination, in vitro fertilization,
or embryo transfer procedures.

m Thosefor thereversal of a sterilization procedure.

m Thosefor routine physical exams, routine vision exams, routine
hearing exams, routinedental exams, immunizations, or other
preventive servicesand supplies.

O Thosefor or in connection with marriage, family, child, career,
socia adjustment, pastoral, or financial counseling.

m Thosefor acupuncture therapy. Not excluded is acupuncture when
itis
e performed by aphysician, and

o asaform of anesthesiain connection with surgery thatis
covered under this Plan.

m Thosefor or in connection with speech therapy. Thisexclusion
does not apply to chargesfor speech therapy that is expected to
restore speech to a person who haslost existing speech function
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(the ability to expressthoughts, speak words, and form sentences)
astheresult of ant illnessor injury.

Any exclusion above will not apply to the extent that:

w Coverageisspecifically provided by namein this Summary Plan
Description booklet, or

® Coverageof the chargesisrequired under any law that appliesto
the coverage.

These excluded charges will not be used when cal culating benefits.

The law of thejurisdiction where a person liveswhen a claim occurs
may prohibit some benefits. If so, they will not be paid.

Any chargefor aservice or supply furnished by a Preferred Care
Provider in excess of such provider's Negotiated Charge for that
serviceor supply will not be a covered expense under the Plan of
benefits. Thisrulewill not apply to any service or supply for which a
benefit is provided under Medicare before the benefits of the group
contract are paid. ('TH S paragraph is not applicabie to the Out-of-
Area Comprehensive Medical Plan.)

Coordination of Your Benefits
With Other Plans, Not Including Medicare

Today, in many situations, both husbands and wives work. Therefore,
ff you '“avet;t“bef aroup it is common for individual members of afamily to be eigible for
;Z‘ﬂﬁgze Tan‘:r::”'l Ze benefits under more than one group medical or dental plan. In such
raken i P situationsthe benefits of the various plansare’’ coordinated" to
aken into account when . . . )
you have a claim. determine how covered expense will be paid by your American Watcr

. Works Plan and the other plans. This may mean areductionin
benefitsunder this Plan. The combined benefitswill not be more than

the expenses recognized under these American Water Works Plans.

"Other plans™ means.

a  Any group medical or dental plan for which an employer pays all
or part of the costs or makes payroll deductions,

= Any plan that yon purchase through a group such as AARP, or

= Any government program, coverage required or provided by any
law, or vehicleinsurance (uninsured/underinsured motorist and

casualty/liability).
In a calendar year, your American Water Works Plan will pay:
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m ltsregular benefitsin full, or
A reduced amount of benefits calculated as follows:

100% of " Allowable Expenses™ incurred by the person for whose
claim ismade, less the bendfits payable by the " other plans.”
(Some plans may provide benefitsin the form of servicesrather
than cash payments. If thisisthe case, the cash valuewill be
used.)

" Allowable Expenses' meansany necessary and reasonable health
expense, part or all of which iscovered under any of the plans
coveringthe person for whom the claim is made. Not included is any
expensein 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
abovedefinition, unlessthe patient's stay in a private hospital roomis
medically necessary, either in terms of generally accepted medical
practiceor 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
Pan provisions, the amount of the reduction will not be considered an

AllowableExpense.

Examplesof such provisionsincludethoserelated to penalties
resulting from the failure to comply with cost management provisions
of the Plan.

When other coverage exists in addition to your American Water
Workscoverage, the following rules will be used to determine which
medical or dental plan isprimary and paysfirst, and which medical or
dental plan is secondary and pays second:

a A plan with no rules for coordination with other benefits will pay
its benefits before a plan which contains such rules.

O A plan that covers a person as an employee pays before the plan
that coversthe person as a dependent. However, there may be
situationswhere the person isaMedicare beneficiary and hasa
working spouse. In such asituation,

e Thespouse's plan which coversthe person as a dependent pays
first,

e Medicare pays second, and
e The plan covering the person as an employee paysthird.

= Except in the case of a dependent child whose parents are divorced
or separated, the plan which covers the person as adependent of a
person whose birthday comes first in a calendar year will be
primary to the plan which coversthe 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
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covered one parent longer are determined before those of aplan
which covered the other parent for a shorter period of time.

O If the other plan doesnot have the rule described in the above
provision and, as aresult, the plansdo not agree on the order of
benefits, the rulein the other plan will determinethe order of

benefits.

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

* |f thereisacourt decree which statesthat the parents shall
sharejoint custody of a dependent child, without stating that
one of the parentsis responsible for the health care expensesof
the child, the order ofbenefit determination rules specifiedin
the above provisionwill apply.

» |f thereis acourt decree which makesone parent financially
responsiblefor the medical, dental, or other health care
expensesof such child, the benefitsof a plan which coversthe
child as a dependent of such parent will be determined before
the benefits of any other plan which coversthe child asa
dependent child.

e |f thereisnot such acourt decree:

I the parent with custody of the child has not remarried, the
benefits of a plan which coversthe child as a dependent of the
parent with custody of the child will be determined beforethe
benefits of aplan which coversthe child as a dependent of the
parent without custody.

If the parent with custody of the child hasremarried, the
benefitsof a plan which coversthe child as a dependent of the
parent with custody shall be determined before the benefits of a
plan which coversthat child as a dependent of the stepparent.
The benefitsof aplan which coversthat child as a dependent of
the stepparent will be determined before the benefits of a plan
which coversthat child as a dependent of the parent without
custody.

m If theaboverulesdo not establish an order of payment, the plan
under which the person has been covered for the longest will be
deemed to pay its benefitsfirst, except that the benefits of a plan
which coversthe person asa

e |aid-off or retired employee, ot
¢ the dependent of such person,

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

e anemployeewho is not laid-off or retired, or

e adependent of such person.
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w If the other plan does not have a provision regarding laid-off or
retired employeesand, as a result, each plan determines its benefits
after the other, then the previous paragraph will not apply.

m Thebenefitsof aplan which coversthe person under aright of
continuation pursuant to federal or statelaw shall be determined
after the benefitsof any other plan which coversthe person other
than under such right of continuation.

a |If theother plan does not have a provision regarding right of
continuation pursuant to federal or state law, and asa result, each
plan determinesits benefits after the other, then the above

paragraphwill not apply.
Aetna basthe right to release or obtain any information and to make or
recover any payment it considersnecessary in order to administer this
provision.

When this provision operatesto reduce the total amount of benefits
otherwisepayableto you under this Plan during a calendar year, each
benefit that would be payablein the absence of this provision will be
reduced proportionately. Such reduced amount will be charged against
any applicablebenefit limit of your American Water Works Plan.

Automobile Personal | njury Protection (PIP)

If you areinjured in an automobileaccident and become eligible for
benefitsunder the personal injury protection (PIP) provision of an
automobileinsurance policy, benefits under the American Water
Works Medical BenefitsPlan are payabl e after the automobile
insurancepolicy benefits have been paid.
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Subrogation

As acondition to payment of benefitsunder this Plan for expenses
incurred by a covered person dueto injury or illnessfor which athird
party may beliable:

m ThePlan shall, to the extent of benefits it has been paid, be
subrogated to (has the right to pursue) al rights of recovery of
covered personsagainst:

e such third party; or

e aperson's insurancecarrier in the event of a claim under the
uninsured or underinsured auto coverage provision of an auto
insurance policy.

& ThePlanshall have theright to recover from the covered person
amountsreceived 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 providesthe
covered person's uninsured or underinsured auto insurance
coverage.

m Thecovered person (or person authorized by law to represent the
covered person if he or sheisnot legally capable) shall: execute
and deliver any documents that are required; and do whatever else
IS necessary to secure such rights.

When an Active Employee | s Eligible for
Coverage Under Medicare

If an active employeeor covered dependent is eligiblefor Medicare,
American Water Works Medical Plan will be primary and Medicare
will coordinatewith it.

Coverage under American Water Works Medical Plan will be changed
for any person while eligible for Medicare. A personis*eligiblefor
Medicare™ if he or she:

B Iscovered under it,
m Isnot covered under it because of:

s having refused it,
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e having droppedit, o1
* having failed to make proper request for it

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

m All 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.

m Chargesused to satisfy a person's Medicare Part B deductible will
be applied under this Plan in the order received by Aetna. Two or
more charges received at the same time will be applied starting
with the largest first.

Medicare benefits will be taken into account for any active
employee or covered dependent while he or she is eligible for
Medicare. Thiswill be done whether or not he or she isentitled to
Medicare benefits.

Any rulefor 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 part of thisPlan 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 part or al of thisPlan. It must
have been sponsored by your Employer. The replacement can be
completeor in part for the Eligible Class to which you belong. Any
such planisprior coverage if provided by another group contract or
any benefit section of thisPlan.
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When Coverage |'s Terminated

Coverage under any section of thisPlan will be in exchange for all
privilegesand 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:

O Theday your employment ends
e When the group contract terminatesas to the coverage.

# When you are no longer in an Eligible Class. (This may apply to
al or part of your coverage.)

m  When you fail to make any required contribution

Under certain circumstances, American Water Works may continue
your coveragewhen you are not actively at work:

m If you arenot at work duetoillnessor injury:

e American Water Works medical coverage will be continued for
the length of your disability payments, not to exceed 24 months
from the date you are disabled.

o Ifyour employment terminatesand you or your dependents are
totally disabled at the time of termination, coverage will
continuefor up to 12 monthsfor medical expenses related to
the disabling condition.

A dependent's coveragewill terminate a the first to occur of

m Thetermination of al dependents coverage under the group
contract.

m  When adependent becomes covered as an employee.
m  When such person is no longer an Eligible Dependent.
®  When your coverage terminates.
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Coverage for Handicapped Dependent
Children

Health Expense Coveragefor your fully handicapped child may be
continued past the maximum age for adependent child if the child has
not been issued a personal medical conversion policy.

Your child isfully handicapped if:

® Heorsheisnot ableto earn hisor her own living because of
mental retardation or a physical handicap which started prior to the
date he or she reaches the maximum age for dependent children,
and

@ Heor she depends chiefly on you for support and maintenance.

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

Coveragewill cease on the first to occur of:

m  Cessation of the handicap.

= Failureto give proofthat the handicap continues
m Failureto have any required exam.

m Terminationof Dependent Coverage for your child for any reason
other than reaching the maximum age.

Aetnawill have the right to require proof of the continuation of the
handicap. Aetnaalso hasthe right to examine your child, at itsown
expense, as often as needed while the handicap continues. An exam
will not be required more often than once each year after two years
from the date your child reaches the maximum age.

Special Rules That Apply to an Adopted Child

Medica (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 31 days of his or her
placement with your family. If therequest is not made within 31 days,
coveragefor the child will be subject to all the terms of this Plan and
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will only becomeeffective if evidenceof hisor her good health.
acceptableto Aetna, isprovided.

Any provision of this Plan which:

a Requiresevidenceof good health which is acceptable to Aetna for
coverageto become effective,

a Delayscoveragedueto a confinement,

will not affect the initial health coveragefor a child who meets the
definitionof dependent as of the date the child is** placed for
adoption" (this means the assumption and retention of alegat
obligationfor total or partial support of a child in anticipation of
adoptionof the child), provided:

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

a You makewritten request for coveragefor the child within 31 days
of the date the child is placed with you for adoption.

Qualified Medical Child Support Orders
(OMCSO0s)

QMCSOs are usually issued for children who reside with aformer
spouse. A QM CSO designatesthe affected child asan ' dternate
recipient.”

American Water Works must treat an alternate recipient asan eligible
dependent and must deduct any applicable contributions from the
employee's pay. A QMCSO also requiresthe claim administrator to
issue claim paymentsdirectly to the health care provider, the alternate
recipient, or hisor her legal representative. The child may designate a
custodia parent or guardian to receive claim payments on hisor her
behalf. American Water Works is required to furnish an alternate
recipientor hisor her legal representative a copy of the Summary Plan
Description.
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To be"qudified," amedical child support order must:
Beissued by acourt of competent jurisdiction,

o Includethe name and last mailing address of both the employee
and the affected child,

Identify the health benefit plan subject to the order, and also the
applicabletime period,

Provide a reasonabl e description of the type of benefits that must
be providedfor the child, and

& Not imposeany benefitsrequirementsthat do not apply to other
Plan participants.

If achild meets the definition of an eligible dependent and you are
required to provide health care benefitsfor that child as the result of a
QMCSO, hisor her initia participationin an American Water Works
Medica Plan will not be affected by any provision that:

m Requiresevidence of good health asa condition of participation,
o Delaysparticipation due to a confinement, or
Limits participation due to a pre-existing condition.

However, for this special rule to apply, the QM CSO must be made on
or after the date your own participation becomeseffective. Coverage
for the child will become effective on the date of such court order. 1f
request is not made within 31 days, coveragefor the child will be
subject to al of the termsof this Plan and will become effective only if
evidenceof his or her good health, acceptable to Aetna, isgiven to
Aetna

If you are the non-custodial parent, proof of claim for such child may
be given by the custodial parent. Benefitsfor such claim wiil be paid
to the custodial parent.

Adjustment Rule

if, for any reason, a person isentitled to a different amount of
coverage, coveragewill be adjusted. Any increaseis subject to any
active work rule or non-confinement requirements. Benefitsfor claims
incurred after the date the adjustment becomes effectiveare payablein
accordance with the revised Plan provisions. In other words, there are
no vested rights to benefits based upon provisions of this Plan in effect
prior to the date of any adjustment.
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Conversion to a Personal Policy if Your
Employment or Your COBRA Continuation
Ends

If your medical coverage ceases, under the Managed Choice, HMO
Elect Choice, or the Out-of-Area ComprehensiveMedical Plan, you
may be able to convert your group coverageto apersonal medical
policy underwritten by Aetna. No evidenceof insurability isrequired.
Y ou and your family members may convert when all coverage ceases
because your employment or COBRA continuation ceases or you
ceaseto bein an eligibleclass. You may not convertif American
Water Works discontinues these Plans.

The personal policy may cover:
m Youonly,or

You and al of your family memberswho are covered under this
Plan when your coverage ceases, or

m If youdiebeforeyou retire, al your family members, or your
spouse only, who are covered under either Plan when your
coverage Ceases.

Also, if your own coverage continues, your dependentscan apply if
they ceaseto be a dependent as defined in this Plan.

Y ou may convert when you become aretired employee. However, if
you elect to participatein American Water Works Retiree Medica
Plan, thisconversion privilegewill not again be available to you.

The personal policy must be appliedfor within 31 days after coverage
ceases or would otherwise cease without a provisionto continue
coveragefor retired employees. The 31 days start on the date
coverage actually ceases, evenif the person isstill eligible for benefits
because the person istotally disabled.

Aetnawill insure and administer the converted personal policy and
may declineto issuethe personal policy if:

o Itisappliedfor inajurisdictionin which Aetna cannot issueor
deliver the policy.

o Onthedateof conversion, apersoniscovered, eligible, or has
benefitsavailableunder one of thefollowing:

e any other hospital or surgical expenseinsurancepolicy,

* any hospital serviceor medical expenseindemnity corporation
subscriber contract,

e any other group contract,
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s any statute, welfare plan, or program,

and which, with the converted policy, would result in overinsurance or
match benefits.

Y ou do not have the right to convert if you have been covered under
this Plan for less than three months. Also, no person has theright to
convert if:

O Heor shehasused up the maximum benefit, or

s Heor she becomeseligiblefor any other Medical Expense
Coverageunder this Plan.

The personal policy, and itsterms, will be of a type for group
Conversion purposes.

m Asrequiredby law or regulation, or

m Asthen offered by Aetnaaccording to American Water Works
conversionplan.

It will not provide coveragewhichisthe same as coverage under this
Plan. Thelevel of coveragemay be lower and an overal Lifetime
Maximum Benefit will apply.

The personal policy may contain either or both:

m A statement that benefitsunder it will be cut back by any like
benefitspayable under this Plan after your coverage ceases.

= A statementthat Aetnamay ask for data about your coverage
under any other plan. Thismay 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.

m Thepersonal policy will statethat 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 d

Conversion Privilege and Request form from your Human Resources

representative, and send the compl eted form to the address shown on

theform.

If aperson iseligibleto convert, information will be sent about the
personal policy for which he or she may apply.

Thefirst premium for the personal policy must be paid at the time the
person appliesfor that policy. The premium due will be Aetna'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
terminatesunder American Water Works Plan.
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Healthy Outlook Program

Aetnas Healthy Outlook Program provides educational materials and.
in some cases, individualized case management for members, with an
emphasison health educationand behavior modification for
modifiable risks. Members are encouraged to work closely with their
physician(s) to remain personaly involved in their care. Associates
with one of the conditionslisted below may beidentified aseligible
for program participation. For additional informationor to take part in
this program cal Aetnaat (877) 526-9372.

asthma;
m congestiveheart failure;
2 coronary artery disease
s diabetes; and
8 low back pain

A "participant™ in this programis a covered person:
m  who hasidentified himself or herself; or
m who has been identified by;

hisor her attending physician or other health care provider; or
Aetna; or
his or her Employer; and

@ whoisapproved by Aethaas 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 bewaived.
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The Prescription Drug Bernefit Program

The Prescription Drug Benefit program is administered by Aetna. The
program offersyou two ways to receive medications— & aretail
pharmacy or by mail-order.

= The Aetna Prescription Management (APM) Program. For your
short-termand immediate prescription drug needs, you may use
local participating pharmaciesthat have agreed to charge
discounted prices.

m The Mail Order Drug Program. For medicationsthat 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 delivery.

Coverage under the Prescription Drug Program ends when your
American Water Works Medical Plan terminates.

What You Pay For Prescription Drugs

Description Aetna Pharmacy Program Mail Order Program
Prescription Need Short-term/ immediate Long-term 7/ ongoing
Cost o You 20% colnaurance (name.branc) | $15 (neme-brand
mgw&%?pmy per 34-day supply or 100 unit doses | 90-day supply
(C:Fl)glr? ciI:)c;rt?r]lz Pharmacy) None None
Claim Forms Y es (through Direct None

{Non-Participating Pharmacy)

Reimbursement Request)

Toll-Free Customer Service

AetnaMember Services
(800) 292-4366

Express Scripts
(877) 849-5521

Important Note: Coinsurance (20% and 10%) and copayments ($5 and $15) may not be applied to
Medical or Dental Plan deductiblesor maximums. In addition, certain controlled substances and
other prescription medicationsmay be subject to dispensing limitationsand to the professional

judgment of the pharmacist.

The Prescription Drug Bendfit Program 129




DATA REQUEST 1 #21
UNION
Page 129 of 207

Covered Drugs

The Prescription Drug Program covers dmg that require a physician's
written prescription and are medically necessary for the treatment of

illnessor injury.

e Covereddrugsinclude, but are not limited to:

e Federal legend dmgs,

e Staterestricted drugs,

s Compounded medications,

» |njectabledrugs, includinginsulin, needles, and syringes, and

o Oral contraceptives

How to Use the Aetna Pharmacy
Management Program (APM)

Although you may use any pharmacy you wish, if you use a pharmacy
that participatesin the APM network, you will receive discounted
prices, and you will not need to completeaclaim form. When you
enroll in the Managed Choice Plan, the HMO Elect Choice or the Cut-
of-Area Comprehensive Plan, you will receivea prescription ID card
and a directory listing participating pharmaciesin your area.

Simply present your | D card and pay 20% (brand names) or 10%

Using a

Pa rti%:i atin (generic) of the discounted prescription cost for a 34-day supply of
h p & medication. The Prescription Drug Plan pays 80% or 90%,

Pharmacy respectively, of the discounted cost. Thereisno deductibleto mest.

Use your ID card when you need medication immediately.

When you use a participating pharmacy, you'll have no claim forms to
complete and submit, and no waiting for reimbursement.
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Whenyou have aprescriptionfilled at a pharmacy that does not
participatein the APM network, you must pay the regular charge.
Then, you must submit aclaim form to Aetna at the address printed on
the back of the Prescription Benefits claim form.

ThePlan will pay 80% or 90% of the retail (non-discounted) cost of
your prescription. 'Y our reimbursement should amve about two weeks
after you mail the claim form.

How the Mail Order Drug Program Works

The Mail Order Drug Programis designed to save you money on
medicationsthat you use on an extended or regular basis. The
program allowsyou to receive up to a 90-day supply of a name-brand
medicationfor $15 and generic medicationsfor $5 per prescription.

Express Scriptsadministersthe program. They maintain state-of-the-
art facilities throughout the country that are capable of dispensing
thousands of prescriptionseach day.

The mail-order feature provided gives you the convenience of
purchasing mai ntenance prescriptionsby mail. Maintenance drugsare
thosethat are used on an ongoing basis.

To usethe Mail Order Drug Program, simply follow these easy steps:

m  Complete Section 1 of the Express Scripts mail order form that is
availablefrom your Human Resources representative.

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

m Your medicationswill be sent viamail or parcel delivery in about
two weeks, along with instructionsfor future refills.
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Prescription Charges Not Covered

a Thefollowing drugs and suppliesarenot covered under the
Prescription Drug Benefit Program.

Bandages

Braces

Cosmetics

Dietary supplements

Drugsintended for usein a physician's office or other setting
that is not the participant's home

Certain experimental or investigational drugs
Fertility drugs

Health and beauty aids

Heat lamps

Non-legend drugs

Norplant

Prescriptionsthat a participant isentitled to receive without
charge under any Worker's Compensationor municipal, state,
or federal program.

Retin-A
Splintsand artificial appliances
Appetite suppressantsthat are not medically necessary

Any prescription medication that is also available over the
counter

Devices and equipment
Injectable drugs (other than insulin)

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

Y our prescription drug coverage ends when your Medical Plan
terminates.
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T¢ help you take good
care of your feeth
American Water Works
Dental Pfar covers
preventive, restorafive,
major, and arthodontic
dental services.
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An Overview Of the Plan

Y our dental health isan important aspect of your overall health and
well-being. All employeesand their dependentswho enroll in either
of American Water Works Medical Plansare also enrolled in the
Dental Plan. Thisvaluable benefit is self-insured by American Water
Works. The provisionsof the Plan will remain effective only while

you are covered under the group contract.

The Plan pays benefitsfor charges for dental services and supplies
incurred for treatment of a dental disease or injury. These benefits
apply separately to each covered person.

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

Dental Plan Summary Chart

The following chart provides a summary of your dental benefit levelsand coverages.

Dental Benefits
Deductibles
e Individual $ 50 annual
¢ Family $100 annual
Preventive Care (TypeA Expenses) 100% (no deductible)
Restorative and Major Services 80% after deductible
(Type B Expenses)
Calendar Year Maximum $1,000
Orthodontia{Type C Expenses) 50% after deductible{$1,500 lifetime maximum)
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Expenses that exceed the
necessary and appropriale
level, as determined by
Aetna, wilf riof be covered
by the Plan
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Covered Dental Expenses

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

100% of Preventive (Type A) expenses.
80% of Restorativeand Mgjor Services(Type B) expenses.

50% of Orthodontia (Type C) expensesup to a lifetime maximum
of $1,5060.

Only certain dental expenses are covered. These are the dentists
chargesfor the services and supplies listed below which, for the
conditionbeing treated, are:

Necessary,
Customarily used nationwide, and

Deemed by the profession to be appropriate. They must meet
broadly accepted national standards of dental practice.

Type A Expenses - Preventive Services

Ord examsonce every six months. Thisincludes prophylaxis,
scaling, and cleaning of teeth.

X-raysfor diagnosis. Also other X-raysnot to exceed onefull
mouth series in a 36-month period and one set of bitewingsin a 6-
month period.

Type B Expenses - Restorative and Major Services

Topical application of sodium or stannousfluoride for persons
under 15 years of age.

Space maintainers

Non-surgical extractions

Fillings.

General anesthetics given in connection with covered dental
Services.

Non-surgical treatment of diseased periodontal structures.
Non-surgical endodontic treatment. Thisincludes root canal
therapy.

Injection of antibiotic drugs.
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Repair or recementing of crowns, inlays, bridgework, or dentures
# Relining of dentures.

First installation of removable denturesto replace one or more
natural teeth extractedwhile the person is covered. Thisincludes
adjustmentsfor the 6-month period following the date they were
installed.

Replacement of an existing removabledenture or fixed bridgework
by a new denture, or the adding of teeth to a partial removable
denture. Note: the' ProsthesisReplacement Rule™ below must be
met.

m Inlays, gold fillings, or crowns. Thisincludes precision
attachmentsfor dentures.

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 removabledenture or fixed bridgework
by new fixed bridgework, or the adding of teeth to existing fixed
bridgework. Note: the' ProsthesisReplacement Rule'” below must
be met.

Type C Expenses- Orthodontic Treatment

A dentist's charges for services and suppliesfor Orthodontic
Treatment are included as Covered Dental Expenses. In addition to all
other termsof thisdental benefit:

a The benefit rate will be the Payment Percentage for Orthodontic
Treatment.
o Benefitswill not exceed the Orthodontic Maximum for all

expensesincurred by afamily member in hisor her lifetime. (It
applieseven if thereisa break in coverage.)

For active employees who opt out of the Medical Plan, dental benefits may be purchased at the

following cost:

Calendar Year N P A T

2002

2003

2004

2005
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You should request an
Advance Claim Review of
any dentalprogram that
will cost $150 or rmore.
The review will tell you and
your dentist what the Plan
witl cover and how much
you must pay out of your
own pocket.
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Advance @a mReview

Before starting a course of treatment for which dentists charges are
expected to be $150 or more, details of the proposed course of
treatment and chargesto be made should befiled in acceptable form
with Aetna. Forms are available from your Human Resources
representative. Aetnawill then estimatethe benefits. Y ou and the
dentistwill be notified of the estimated coveragebefore treatment
starts.

Someservices may be given beforean Advance Claim Review is
made (emergency treatmentsand oral exams, including prophylaxis
and X-rays).

A courseof treatment is a planned program of one or more servicesor
suppliesto treat adental condition. The condition must be diagnosed
by the attending dentist as aresult of an oral exam. The treatment may
be given by one or moredentists. The course of treatment startson the
date a dentist first givesa serviceto correct or treat such dental
condition.

Note: Asapart of the Advance Claim Review and as part of proof of

any claim:

a Aetnahastheright to require an oral exam of the person at itsown
expense.

m  You must give Aetnaall diagnostic and evaluative material which
it may require. Theseinclude: X-rays, models, charts, and written
reports.

The benefitsfor acourse 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
will be reduced by the amount of Covered Dental Expensesthat Aetna
cannot verify.

Alternate Treatment

If alternate services or supplies may be used to treat a dental condition,
Covered Dental Expenseswill be limited to those services and supplies
which:

m Arecustomarily used nationwidefor treatment, and
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Are deemed by the professionto be appropriate for treatment.
They must meet broadly accepted national standards of dental
practice. The person's total current oral condition will be taken
into account.

The Limitationssection has some examples of how this works. Please
refer to page 142 for more information.

Prosthesis Replacement Rule

Certain replacements or additionsto existing dentures or bridgework
will be covered under this Plan. But proof satisfactory to Aetna must
be given that:

= The replacement or addition of teeth isrequired to replace teeth
extracted after the present denture or bridgework was installed.
The person must have been covered when the tooth was extracted.

The present denture or bridgework cannot be made serviceable.
Also, it must be at least five yearsold.

®  The present denture is an immediatetemporary oneto replace one
or more natural teeth extracted while the personis covered and
cannot be made permanent. Replacement by a permanent denture
isneeded. It takes place within 12 months from the date the

immediate temporary one was first installed.

Explanation of Some I mportant Plan
Provisions

Calendar Y ear Deductible

This isthe amount of Covered Dental Expensesyou pay each calendar
year before benefitsare payable. Thereis a separate Calendar Y ear
Deductiblefor each person.

Family Deductible Limit

Thisisavaluablefeature of the Plan. It representsthe limit of
Covered Dental Expenses that must be paid by personsin your family
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Covered services and
supplies must meet
broadly accepted
standards of dental
practice. When your
dentist uses an alternate
method of treatment, the
benefits paid by American
Water Works Plan will be
i limited.
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beforethe Plan beginsto 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 servicesthrough the coinsurance.
Coinsuranceis the amount that you must pay out of your own pocket
for covered services.

Calendar Y ear Maximum Benefit

ThisPlan hasa Calendar Y ear Maximum Benefit. That is the most
that ispayablefor al dental expensesincurred by aperson in a
calendar year. It applieseven if thereisabreak in coverage.

Coordination of Benefits

Today, in many situations, both husbandsand wives work. Therefore,
it iscommon for individual membersof afamily to beeligible for
benefits under more than one group medical or dental plan. In such
situationsthe benefits of the various plansare ' coordinated" to
determine how covered expensewill be paid by your American Water
Works Plan and the other plans. This may mean areduction in
benefits under this Plan. The combined benefits will not be more than
the expensesrecognized under these American Water Works Plans.

in acaendar year, your American Water Works Plan will pay:
m Itsregular benefitsin full, or

= A reduced amount of benefits calculated as 1009 of ** Allowable
Expenses incurred by the person for whom a claim is made, less
the benefits payable by the " other plans™ (Some plans may
provide benefitsin the form of servicesrather than cash payments.
If thisisthe case, the cash value will be used.)

Limitations

When the Alternate Treatment part of thisPlan applies, benefits will
be limited. Some examplesof how thisworks follow.

Restorative and Reconstructive Services

» Gold, Baked Porcelain, Crowns, and Jackets

Covered Dental Expenseswill be limited to the charges for the
procedureusing amalgam or like material, if it would restorea
tooth. Thislimit applies even if you and the dentist choose some
other type of restoration.

Reconstruction

Covered Dental Expenseswill be limited to the chargesfor the
procedure needed to eliminate oral disease and replace missing
teeth. Appliancesor restorations needed to increase vertical
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dimension or restore the occlusion are deemed to be optional
They are not covered.

Prosthodontic Services
e Partia dentures

Covered Dental Expenses will be limited to the chargesfor a cast
chromeor acrylic dentureif thiswould satisfactorily restorean
arch. Thislimit appliesevenif you and the dentist choose a more
elaborate or precision appliance.

m  Completedentures

Covered Dental Expenseswill be limited to the chargesfor a
standard procedure. Thislimit 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 Denta Expenseswill
be limited to the chargesfor the services needed to make the denture
usable. Thefollowing exclusionsapply.

Exclusions

Covered Dental Expensesdo not include, and no benefitsare payable
for:

Any dental servicesand supplies which are covered in whole or in
part under any other part of thisPlan, or under any other plan of
group benefitsprovided by American Water Works.

m Treatment by someoneother than a licensed dentist. But the Plan
will cover sometreatmentsby a licensed dental hygienist that are
supervised by adentist. These are scaling of teeth, cleaning of
teeth, and topica application of fluoride.

w Servicesor suppliesthat are cosmetic in nature. Thisincludes
chargesfor personalizationor characterization of dentures.

m  Thereplacement of a prostheticdevice that islost, missing, or
stolen.

s Any servicesor supplieswhich are for orthodontic treatment,
except as specifically provided.

m  Servicesor suppliesto increase vertical dimension. Theseare
dentures, crowns, inlays and onlays, bridgework, or any other
appliance or service.

u Sedants
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if your dental coverage
ends while you are not
totaliy disabled, charges
for dentures, fixed
bridgework, and crowns
may be covered for a
period of 60 days following
the date coverage
terminated if they were
ordered before that date.
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Termination of Coverage

The Dental Plan terminateswhenthe Medical Plan terminates.

144 The Dental Plan

Benefits After Termination of Coverage

Expensesincurredfor the following after the person's coverage ceases
under this benefit section will be deemed to be incurred when ordered:

x Dentures
s Fixed bridgework.
& Crowns.

This appliesonly if theitem isfinally installed or delivered no more
than 60 days after coverage ends.

" Ordered means.

a Impressionshave been taken from which the dentures, crowns, or
fixed bridgework will be made, and

= Asto fixed bridgework and crowns, the teeth must have been fully
prepared if they will serve as retainersor support or if they are
being restored.

General Exclusions

Coverageis not provided for the following charges:

® Thosefor services and supplies not necessary, as determined by
Aetna, for the diagnosis, care, or treatment of thedisease or injury
involved. Thisapplieseven if they are prescribed, recommended,
or approved by the person's attending physician or dentist.
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Thosefor care, treatment, services, or suppliesthat are not
prescribed, recommended, and approved by the person’s attending
physician or dentist.

m Thosefor, or in connectionwith, servicesor suppliesthat are, as
determined by Aetna, to be experimental or investigational. A
dmg, device, procedure, or treatment will be determined to be
experimental or investigational if:

e thereareinsufficient outcomesdata available from controlled
clinical trialspublished in the peer reviewed literature to
substantiate its safety and effectivenessfor the disease or injury
involved,

e asrequired by the FDA, approval has not been granted for
marketing,

e arecognized national medical or dental society or regulatory
agency has determined, in writing, that it is experimental,
investigational, or for research purposes, or

e thewritten protocol or protocols used by the treating facility or
the protocol or protocolsof 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 statesthat it is experimental, investigational, or for
research purposes.

m Thosefor servicesof aresident physician, dentist, or intern
rendered in that capacity.

» Thoseto the extent they are not reasonable charges, as determined
by Aetna.

Those that are made only because there is health coverage.
Those that a covered person is not legally obliged to pay.
m Thosefor services and supplies:

e furnished, paid for, or for which benefitsare provided or
required by reason of the past or present service of any person
in the armed forces of agovernment.

e furnished, paid for, or for which benefits are provided or
required under any law of agovernment. (This does not
includea plan established by a governmentfor its own
employees or their dependentsor Medicaid.) An exampleis
benefits provided, to the extent required by law, under "' no-
fault™ auto insurance law.
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m  Thosefor plastic surgery, reconstructive surgery, cosmetic surgery,
or other servicesand supplieswhich improve, ater, 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

a inthecaendar year of the accident which causes the injury, or in
the next calendar year.

® Thosefor routine dental examsor other preventive services and
supplies

m Thosefor acupuncturetherapy. Not excluded isacupuncture when
it is performed by a physician as aform of anesthesiain connection
with surgery that is covered under this Plan.

® Thosefor sealants

Any exclusion abovewill not apply to the extent that coverage is
specifically provided by name or coverageof the charges is required
under any law that applies to the coverage. Theseexcluded charges
will not be used when cal cul ating benefits.

Thelaw of the jurisdiction where a person lives when aclaim occurs
may prohibit some benefits. If so, they will not bepaid.

Submitting Claims

You shoudd file your All claims must be filed within two years from the date of the incurred
claim(s) during the expense. Your claimsmust bein writing, and you must give proof of
calendaryear in whichthe  the nature and extent of the expense. Y ou may obtain Dental Benefits
service or freafmenf was Request forms from your Human Resources representative.
provided.

How Your The Denial Plan is underwritten and administered by Aetna. Y our

claimswill be paid as soon as Aetha receivesthe necessary written
proof supporting your claim. In order to speed the claims processing,
Aetnawill pay dental benefits to you unlessyou specify that you want
the benefits paid to the provider.

BenefitsAre Paid
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Altach the original of each
itemized bill to the
Dentist's Statement form.
Be sure to keep a copy of
all bilils and claim forms for
your records. Rather than
submitting individual
dental bilfs, you may find it
more'convenient to collect
several bilts and file them
with your Dentist's
Statement form at one
time.
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How to File a Dental Claim

Fast processing of your claim depends on compl ete, accurate information
on your Dentist's Statement form. When filing aclaim under the Dental
Plan, please remember to:

m Completeall itemsunder applicablesections of your claim form.
Any unanswered questionswill cause delay in processing your
claim;

m Besureto includeyour Socia Security number on all claims,
including claimsfor your dependent(s). Also be sureto sign the
form; and

= Attach theitemized hill to the form. Anitemized bill must contain
thefollowing information:

e thepatient's full name,
* thepatient's relationshipto you,
e thedateservicewas provided,

e thename of the Dentist or other licensed health care
professional providing service,

e theprovider's taxpayer identification number,
¢ thetypeof serviceprovided,
e thenatureof the condition being treated, and

* thechargesfor the serviceor treatment (multiple expenses
should be itemized).

If any of thisinformationis missing, write it on the bill yourself and
sign your name. Y our dental provider should complete the provider
section of 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 Benefitsstatement 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 everything to:

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

If you have any questions about the status of your claim, call Aetna
Member Services at (800) 292-4366.
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Participationin the Health
Care Spending Account
and the Dependent Care
Spending Account allows
you to reduce your taxable
income by paying for
certain expenses with
pretax dollars.
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Aetna administers the
Flexible Spending
Accounts on behalf of
American Water Works.

You can use your Health
Care Spending Account {0
pay for medical, dental,
vision, and hearing care
expenses that are not
otherwise covered by any
health care plan.

Flexible Spending Accounts

American Water Works recognizesthat the high costs of health and
dependent care can a times be overwhelming. To help you meet these
expensesin the most cost-efficient manner, the Company offerstwo
programs which, allow you to use your own pretax dollarsto pay for
qualifying health care and dependent care expenses.

Both programs provide for the establishment of spending accounts, to
which you can make voluntary contributionson a pretax basis.
Reimbursementsare then made to you from these accountsto cover
the cost of your qualifying medical and dependent care expenses.

TheHealth Care Spending Account reimbursesyou, tax-free, for
most health-related expenses (including medical and dental) that are
not reimbursable through any health benefit plansfor yourself or your
eligible dependents.

The Dependent Care Spending Account reimbursesyou, tax-free,
for most dependent day care expensesfor your qualifying dependents.

Y our contributionsto the Health Care and/or Dependent Care
Spending Accounts, aswell as the reimbursementsthat you receive
from them, are not subject to federal incometax or Social Security
taxes, and in most cases, state incometax, although the contributions
may be subject to state and local taxes, depending upon where you
live.

The Health Care Spending Account

TheHealth Care Spending Account allows you to contribute money on
a pretax basisto 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 bereimbursed through the spending account for these
expenses. Becauseyour contributionsto the spending account are not
subject to federal tax, using the spending account allows you to pay for
gualifying medical expenseswhile at the same time reducing your
taxable income.
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Hereisan example of the potential savingswith aHealth Care Spending

To participate in the Health
Care Spending Account,
you must complete and
submitan enrollment form
within the 31-day
enrollmentperiod. /fa
signed form is not received
within this period,
American Water Works wiff
assume that you have
decided not to participate
in the Plan, and you wilf
not be eligible to
participate until the
following Plan Year.

Eligible
Dependents

Health Care expenses
incurred byyour eligibie
dependents can be
reimbursed if the
expenses are not covered
by any medical, dental, or
prescriptiondrug plan.

152 Flexible Spending Accounts

Account:

. With Account Without Account
Annua Family Income $40, 000 $40, 000
Pre-Tax Contributionsto Account $500 None
Taxablelncome $39, 500 $40, 000
Federal Income Tax $3, 585 $3, 660
Social Security Tax $3, 022 $3, 060

" After-Tax Health Care Expenses None $500
Net Spendable Income $32, 893 $32, 780
Tax Savings $113 $0
Eligibility All regular full-timeemployees are eligible to participate in the

spending accounts at the same time you become eligible to participate
in the Medical, Dental, and Prescription Drug Plans. Y ou may enroll
by completingand signing the Flexible Spending Account section on
your Enrollment Form. If you are newly hired,you must enroll and
make your contribution el ection within the 31-day enrollment period.
Y ou will have the opportunity to change your electionsin thefall of
every year, effectivefor the upcoming plan year. You are generally
not permitted to make changes to your election amount during the Plan
Yed.

In addition to your own expenses, you can also be reimbursed from the
Health Care Spending Account for qualifying expensesincurred by an
eligible dependent. In general, an eligible dependent isyour spouse or
any person whom you could claim as a dependent on your federal
incometax return. |If you aredivorced, your children are eligible
dependentsonly if they receive more than half of their support from

youl.




How the Account
Works

Contribution
Maximums and
Minimums

You may elect to
contribute Up 4, $2,500 per

year tc 1he Heatth Care
Spending Account.
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A speciad rule appliesif your dependent (other than your spouse) is
employed. He or she can be considered an eligible dependent only if
his or her annual grossincomeisless than $2,000. However, a
dependent child may earn more than $2,000 per year and till be
eligibleif heor sheis not older than age 19 at the end of the Plan Y ear,
or not older than age 23 and afull-timestudent during each of five
calendar monthsof the year. 'Y ou should consult your own tax advisor
to determinewhether your child is eligible to be your dependent.

It isimportant to remember that the spending account does not replace
your medical benefits. The spending account isa separate plan that
reimbursesyou for qualifying expensesthat are not covered, or only
partially covered, by your Medical or Dental Plan or by any other
source.

Assumethat you are enrolled in one of American Water Works
Medical Plans. Y ou estimate that you will have at least $500 of non-
reimbursablemedical, dental, and prescription drug expenses during
the Plan Year. With thisin mind, you contribute $500 to your health
care spending account in equal installments through payroll deduction.

When you have a non-reimbursablemedical expense, you pay the hill.
Y ou can be reimbursed for these expenses through the FSA by filing a
separate claim form or through automatic submission (see page 158).

You may elect to contribute up to $2,500 per year to the Health Care
Spending Account. Thereisa minimum contribution of $120 per year.
Y our contributionswill be deducted from your paycheck in equal
amounts throughout the Plan Y ear.

If your spouse (or someone related to you) also maintainsa health care
spending account, whether through the Company or another employer,
thiswill not affect the maximum amount of your contribution. 'Y ou
may each contribute the maximum amount. "Please note thereisa
different rule that applies to contributionsto the Dependent Care
Spending Account.

The amount availableto you for reimbursement for qualifying
expensesfrom January 1 of the Plan Y ear 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$1,200 to the spending account, the entire $1,200
will be availableto you for reimbursement of your eligible expenses
beginning January 1. Please note that thereis a different rule for
reimbursementsfrom the Dependent Care Spending Account.
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Use All the
Money In Your
Account

You must request
reimbursement by March
31 of the following year for
health care expenses
incurred on or before
December 31 of each Plan
Year.

154 Flexible Spending Accounts
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The RS requiresthat any amountsremainingin your spending
account after the deadline for submitting claimsfor the Plan Year is
forfeited. You may not carry forward unused amountsto the next Plan
Y ear, 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 contributeto your spending
account.

American Water Works aggregates all forfeituresat the end of each
Plan Y ear and distributes them on an equal basisamong the following
Plan Y ear's participants as an addition to their accounts.

Y ou can start, stop, or change the automatic deductions from your
paycheck during the calendar year only if you have a change in status
(aslisted below). The changein status must be on account of, and
correspondswith, a change in status affecting eligibility. The
following eventsare changesin status:

»  Marriage, death of spouse, divorce, legal separation, or annulment;
m Birth, adoption, placement for adoption, or death of a dependent;

& Terminationor commencement of employment by you, your
spouse or dependent;

m  Reduction or increasein hours of employment by you, your spouse
or dependent, including a switch between part-time and full-time,
strike or lockout, or taking or returning from an unpaid leave;

»  Dependent no longer qualifies because of age, student status, or
marriage;

® Changein residenceor warksite of you, your spouse or dependent.

You can aso start, stop, or change your automatic deductions during
the calendar year if the change corresponds with " special enrollment
rights* which may apply to you under HIPAA; if you experience a
COBRA event; if ajudgment, decree, or order resulting from divorce,
legal separation, annulment or change in custody requires health
coverage for your dependent or dependent foster child; or if you
becomeentitled to Medicare or Medicaid.




Expenses Eligible
for
Reimbur sement

Remember. the following
lists of eligible and
ineligible expenses are not
complete. If you have a
question as to whether or
not an expense is eligible.
please call Aetna Member
Services at (800) 292-
4366.
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Only " qualifying" expenses can be reimbursed through the Health
Care Spending Account. Qualifymgexpenses are medical, dental, and
vision care expensesincurred 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 treatment. Certain other medical expensesnot covered by
your medical insurance are also eligible expenses, such as the cost of
eyeexams. Any deductiblesor copaymentsyou have paid under any
typeof health care plan, including HMOs and vision or dental plans,
are aso eligible expenses.

Remember, though, that the expensesyou submit for reimbursement
may not be covered by any other insuranceor any other source,
including a plan sponsored by your spouse's employer, Medicare,
Workers Compensation, automobileinsurance, or any recovery or
settlement from a law suit.

Below isalist of some of the health care expenses eligible for
reimbursementfrom your spending account. For additional
information, call Aetha Member Servicesat (800) 292-4366.

» Acupuncture

« Adoption

s Adult diapers

* Alcoholism treatment

» Ambulance charges

« Artificial insemination

s Birth control

o Braille books/magazines

s Specialized car equipment for disabled persons

s Chiropractic treatment

» Christian Science practitioners

» Coinsuranceldeductibles

+ Contact lenses/saline solution

» Copayments

+ Cosmetic Surgery:
- totreat illness/discase
- toimproveacongenital abnormality
- totreat injury from accident/trauma
- toimprove adisfiguring deformity

¢ Deductibles
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Expenses Not
Eligible for
Reimbur sement
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e Denta treatment/orthodontia
s Drug addiction treatments

e EXxcess of reasonableand customary charges scheduled, annual,
or lifetime maximums

e Eyecare/exams

o Eyeglasses(prescription only)
e Guidedogs

o Hearingaids/exams

e In-vitro fertilization

s Laboratory fees

s Nursing home costs

o Orthodontia(non-cosmeticonly)
+ Oxygen

e Prescribed medicines

e Psychiatric treatment

e Smoking cessation programsprescribed by a physician and
prescription drugs for the treatment of addiction to nicotineand
for aleviation of theeffectsof nicotinewithdrawal (Note:
nicotine gum is not covered becauseit does not requirea
prescription by a physician. Nicoderm/Habitrol patches
dispensed by a physicianare eligible.)

e Speechtherapy

o Sterilization

e Transplants(except hair)

s Vaccinationsand immunizations

e Waeight loss programs recommended by a physician to treat
obesity, provided the reimbursementsare recognized by the IRS
as"legitimate" medically necessary expenses

o Well-baby care
+ Wheelchairs
e X-rayfees

The Health Care Spending Account cannot reimburse any health care
expensethat is not a qualifying expense. Expensesthat cannot be
reimbursed include:

m  Expensesof someonewhois not an eligible dependent,
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Insurance premiums (including COBRA premiums),

Expensesin excess of the amount you have elected to contribute to
the Health Care Spending Account,

Expensesfor genera health purposes, such as fitness, exercise, or
health club dues unlessrecommended by a physicianfor a
particular medical condition.

Expensesfor weight loss programsunless recommended by a
physician to treat obesity and the reimbursements are recognized
by the IRS as"legitimate" medically necessary expenses.

Vacation or travel costs to improve health:

Costsincurredto quit smokingunless prescribed by aphysician for
the treatment of addiction to nicotineand for alleviation of the
effectsof nicotinewithdrawal,

Nicotinegum

Cosmetic surgery, unless necessary to correct a deformity whichis
congenital or which resulted from a disfiguring illness or an injury
resulting from an accident or trauma.

Bleaching/bending of teeth
Non-prescriptiondrugs
Contact lens insurance
Vitamins

Dancing lessons

Diaper servicesfor children
Electrolysis

Funeral expenses

Hair transplants
Household help
Liposuction

Maternity clothes

Retin A unlessprescribed by a physician for the treatment of acne
but not for aging

Rogaine for a specific medical condition, but not for cosmetic
purposes (that is to stimulate growth)

School tuition

Swimming lessons

Transportation costs of a disabled person to and from work
YMCA/Y WCA memberships
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Thislistisintended to give you ageneral description of expenses not
eligiblefor reimbursement through the spending account. There may
be other expensesin addition to thoselisted above, which are not

digible.

You may be reimbursed from your Health Care Spending Account by
completingan F54 Health Care Reimbur sement Separate Submission
Form. Check the appropriatesection to have eligible expenses paid
from your spending account.

Any itemized billsthat you submit should contain, at a minimum, the
following items:

m  Thenameof the patient and the employee
The date(s) the serviceswere provided

A descriptionof the service or item provided
The name and address of the provider

The cost of the serviceor item

Send your completed form to:

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

You will receive an Explanation of Payment (EOP) statement from
Aetna detailing the status of your account with each reimbursement.

m A w O

If you take aFamily and Medical Leave of Absence from American
Water Works, your contributionsvia payroll deductions to the Health
Care Spending Account will ordinarily stop. You may elect to
continueto make deposits to your spending account, on an after-tax
basis only, by providing American Water Workswith a check for the
amount of your desired deposit.

If you leave American Water Works, your payroll deduction
contributionswill cease, although you may elect to make after-tax
contributionsto the Health Care Spending Account under COBRA.
Y ou may still continueto submit claimsfor reimbursement of
expensesincurred befor e your date of termination.

If you retire, you must discontinue participation in the Health Care
Spending Account.
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Eligibility

To participate in the
Dependent Care Spending
Account, you rust
complete and subrmit an

enrofiment form within the
31-day enroliment period.

If a signed form is not
received within that period.
American Water Works wifl
assume that you have
decided not to participate
in the Plan, and you will
not be eligible to
participate until the
following Plan Year.

Qualifying
Dependents

The Dependent Care Spending Account

The Dependent Care Spending Account allows you to contribute
money on apretax basis to an account set up for you, and to use that
money to pay for qualifying dependent care expenses. The amount
contributed to the Dependent Care Spending Account can be used to
reimburse you for most day care expensesyou might incur for your
qualifying dependents. Because contributions to the spending account
arenot federally taxed, more of your paycheck will be availableto you
to pay for thesecosts.

All regular full-timeemployeesare eligible to participate in the
Dependent Care Spending Account. If you are newly hired, you must
enroll in the spending account and make your contribution election
within the 31-day enrollmentperiod Y ou can enroll by completing
and signing the Flexible Spending Account section on your Enrollment
Form. You will have the opportunity to change your contribution
electionin thefall of every year.

Expenses are reimbursablefor care of the following qualifying

dependents:
m Your child or other dependent under the age of 13,

m  Your spousewho is physically or mentally unable to carefor
himself or herself, regardless of age, and

m Any other dependent, regardless of age, who lives with you and is
physically or mentally incapable of caring for himself/herself.

A " quaifying 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
not be a person who lives outside of your home; therefore an
individual who livesin a nursing homeis not a qualifying dependent.
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The amount of your
contributions (combined
with those of your spouse)
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Spending Account may not
exceed $5,000.
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If you are divorced, your children are qualifying dependents only if
you (or your new spouse, if filing jointly) provide more than half of
their support. ** Support™ includes food, clothing, shelter, education,
and medical care. Generaly, if you had custody of the child for most
of the year, the child is a qualifying dependent, provided he or sheis
under the age of 13. Y ou should consult your tax advisor to determine
whether an individual qualifies as your dependent.

If two married or related American Water Works employees both
maintain Dependent Care Spending Accounts, an expense incurred on
behalf of their dependent may be submitted only to one spending
account for reimbursement. Double reimbursementis never permitted.

Let's assume you know that your childrenwill need daycare costing
$2,400 during the year, so you elect to deposit $2,400 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 Aetna, along with a copy of the bill. 'Y ou will
then be reimbursed from your account, assuming that you have an
adequate balance in your account. If not, your claim will be pended
until such time as the balancein your Dependent Care Spending
Account is sufficient to cover the bill.

Keep in mind, however, that because you will contribute to the
spending account through payroll deductions, you will have aperiod
of increased expenses. You will have to pay your dependent care
provider, aswell as have payroll deductions, beforereceiving
reimbursements from your account.

Remember to plan your contribution carefully, since you will forfeit
any unused amounts, and you are not permitted either to change or
stop your contributionsduring the year unlessyou have an eligible
changein family or employment status.

Generally, you may elect to contribute up to a maximum of 35,000 per
year, regardlessof the actual number of qualifying dependents you
have, or $2,500 per year if you are mamed 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 ajoint tax return, the $5,000 limit will apply to
thetotal contributionsboth of you make to your respective accounts.
For example, if your spouse contributes $4,000 to his or her account,
you may contributeonly $1,000 to your Dependent Care Spending
Account.




Special Rules

Determining How
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Use All the
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Account
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In addition, your Dependent Care Spending Account contribution can
never be more than your earned wages or your spouse's earned wages,
whichever isless. If your spouseiseither afull-time student or
physically or mentally incapable of caring for himself or herself, your
maximum contribution to the spending account will be $1,200 per year
if you have one qualifying dependent, or $4,800 per year if you have
two or more qualifying dependents. A *'full-time student' as defined
by the IRS for the purposesof the Flexible Spending Account isan
individual who maintainsstatus as a full-time student at a college or
university during at least five monthsof the year.

The amount you elect to contributewill depend upon the amount you
anticipateyou will need to cover your dependent care expenses. You
should comparethe tax benefit that you will receive with the
Dependent Care Spending Account to the benefit that you would
receivewith the federa 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.

Y ou must request reimbursement by March 31 of the following year
for dependent care expensesincurred on or before December 31 of
each Plan Year. At the end of each calendar year, the IRS requires that
you forfeit any money left in your Dependent Care Spending Account.
You may not carry forward unused amountsto the next Plan Y ear, nor
may you transfer unused amountsfrom your dependent care spending
account to another plan or account, for example, to the Health Care
Spending Account. For this reason, it isimportant that you carefully
plan your deposit amounts.

American Water Works aggregates all forfeitures at the end of each
Plan Y ear and distributes them on an equal basis among the following
Plan Y ear's participants as an addition to their accounts.
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for
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You may receive
reimbursement from your
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must be subrnitted.
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Eligibleexpensesinclude dependent care expenses that enable you and
your spouseto work or your spouseto attend school full-time while
you work. Such expensesinclude but are not limited to the following.
For additional information, call AetnaMember Services at (800) 292-
4366.

s A qualifiedchild or adult day care center that receives payment for
the care of morethan six individualswho do not reside there,

m Wages paid to a baby-sitter or companion, whether in your home
or elsewhere, during the time that you are working,

m» A housekeeper whose duties include dependent care,

= A relativewho caresfor your dependents, but is neither your
dependent nor your child under age 19,

m  Someonewho caresfor an elderly or disabled dependent in your
home,

a Summer day camp expenses, provided that the camp is NOT for a
specificeducational 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-timewhileyou work),

& Nursery school expenses, provided that the school is a state-
licensed facility.

Remember, the care must be necessary so that you and, if you are
mamed, your spouse can work. If your spouse does not work,
dependent care expensesare not eligible, unless you work and your
spouseis afull-timestudent or physically or mentally unable to care
for him/herself.

Private school tuition (except private kindergarten) isnot
reimbursable. Transportation coststo and from thelocation where
the care or program is provided are also not reimbursable, unless the
transportation cost is part o thecost o the program. Other expenses
ineligiblefor reimbursement are asfollows:

m Expensesfor food, clothing, education, or entertainment you incur
for the normal care of an eligible dependent, unless these expenses
areincidental and cannot be separated framthe cost of care

® 24-hour-a-day nursing home expenses
Cost for child care that enables your spouse to do volunteer work

Private kindergarten expenses, or
Educational expensesfor children in the first grade or higher

Overnight camp expenses

Paymentsfor baby-sitterswhen you are not working, such asinthe
evening or on weekends

Thislist isintended to give you a general description of expenses not
eligiblefor reimbursement through the spending account. There may
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be other expensesin additionto those listed above, which are not
eigible.

Y ou can start, stop, or change the automati c deductions from your
paycheck during the calendar year only if you have a change in status
(aslisted below). The changein status must be on account of, and
correspondswith, achangein status affecting eligibility. The
following events are changesin status.

m  Marmriage, death of spouse, divorce, legal separation, or annulment;
m Birth, adoption, placement for adoption, or death of a dependent;

= Termination or commencement of employm'ent by you, your
spouse or dependent;

Reduction or increase in hours of employment by you, your spouse
or dependent, including a switch between part-time and full-time,
strike or lockout, or taking or returning from an unpaid leave;

o Dependent no longer qualifiesbecause of age, student status, or
marriage;

m Changein residence or worksite of you, your spouse or dependent.

You may also start, stop or change the automatic deductions because
of achangein cost or coverage, asfollows:

e Significant increase or decrease in the cost of dependent care (only
if changed by a dependent care provider who is not an employee's
relative);

e Addition, €imination, or significant curtailment of the
Association's benefits (or those of the spouse or dependent's
employer) which reduces coverage;

e Enrollment period for spouse's or dependent's plan is different
than the Association's (if the spouse or dependent makes changes
in coverage).

Changing caregivers during the year does not constitute a qualified
change in family status, nor does the fact that your child reaches age
13 during the Plan Year. You should consider the possibility of these
eventswhen you plan your payroll deductions.

Y ou should submit a Dependent Care Reimbursement Form to Aetna,
along with proof of payment for the services (e.g., receipts, statements,
canceled checks, etc.). At aminimum, you must inform Aetna of:

= Thedependent's name and age,

m The nature of the care provided,

m The date(s) the care was provided,

s Theamount paidfor the care,

s The dependent's relationship to you, and
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s Thenameand taxpayer identification number (or Social Security
number) of the care provider.

Claim formsare available from your Human Resources representative,
or from Aetna. 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

Y ou will receivean Explanationof Payment (EOP) statement from
Aetna detailing the status of your account with each reimbursement.

If you take a Family and Medical Leave of Absence from American
Water Works, your contributionsvia payroll deductionsto the
Dependent Care Spending Account will stop. Y ou may submit claims
for reimbursementfor care provided through your last day of work
before your leave began.

If you leave American Water Works, you can still continue to submit
claimsfor reembursement of expensesincurred before your date of
termination. Expensesfor care provided after your date of termination
arenot eligible for reimbursement. COBRA continuation coverage
does not apply to the Dependent Care Spending Account.

If you retire, you must discontinue participation in the Dependent Care
Spending Account.
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Short TermDsahbi ity Benefits

After awaiting period, this plan will pay the Short Term Disability
Insurance benefit of $250 for each week of adisability absence,
(unless superseded by State law). The absence must start whileyou
are covered under the Plan. A disability absenceislost timefrom
work because of a non-occupational injury or illness (or one which
resultsfrom work with AWS).

The benefit amount will be reduced by any weekly amount you are
eligiblefor under any Worker's Compensation or other like law for
time lost from work.

Benefits start after thefirst 7 days of adisability period due to illness,
including pregnancy. Benefitsstart on thefirst day of a disability due
toinjury. You will not beeligible for STD benefitsfor any period of
time in which you are eligible to receive Company paid sick leave and
in no event will the combination of aCompany paid sick leave and

STD benefits exceed 52 weeks.

A physician's certification that you are disabled because of the
condition will be necessary. Further, Aetna may request any
additional evidenceit believesis necessary before deciding that
benefitsare payable.

More than one disability absence will he part of the same period of
disability:
e [fitisdueto the sameor arelated cause, and

e If itisseparated by lessthan two consecutive weeks of full
time work.

You will beeligible for a new maximum Period of Payment if:

¢ A new disability absence is due to a cause different from that
of any prior disability, and

e Itisseparated from the prior disability by at |east one day of
full-timeactive work.
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Limitations

No benefitsare payable for:
Days on which you do work for pay or profit.

Any period of time you are not under the care of a physician. You
must have been seen in person and treated by a physician to be
deemed under his or her care.

Coverage for Occupational Illnessor Injury

This Plan paysa weekly benefitif you are absent from work, while
covered, becauseof an illness or injury resulting from employment
with American Water Works. However, the Weekly Benefit amount
will be reduced by the weekly amount for which you are eligible for
timelost under any Workers Compensationlaw or any other similar
law or doctrine. This benefit runs concurrent with sick leave.

Submitting Claims

To apply for benefits under the Short Term Disability Plan, you should
contact Aetna Managed Disability at (800) 804-5329.

To receivedisability benefits, you must file a claim within 31 days of
your disability. Benefitswill begin as soon as Aetna receives the
informationto verify your disability.

Whileyou are receiving Short Term Disability, you may berequired
periodically to provide Aetnawith additional medical information
from your physician documenting your continued disability. Aetna
also may require that an appointed physician examine you in order to
verify your disability. It isyour responsibility to provide Aetnawith
the requested documentation supporting your claim, or your benefits
will stop.
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Life I nsurance Benefits

Lifelnsurance Benefitsinclude Basic, Optional, Voluntary Life
Insuranceand Accidental Death and Dismemberment Insurance

Eligibility

If you are aregular full-time American Water Works union employee
covered under the national benefits Memorandum of Agreement, you
are eligible to participate in American Water Works Life Insurance
Benefit Plans. Your eligibility dateisthefirst day of the month,
following completion of one full month of continuous service with the
Company.

Participation in the plansyou select beginson thefirst 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 aleave of absence on your
eligibility date, coverage will not begin unlessit has been elected and
upon your return to active status.

The Basic Life Insurance Plan

Lifeinsurance isan important financial asset and should beincluded in
your long-term financial security planning. American Water Works
provides you with aBasic Life Insurance benefit automatically, at no
cost to you.

Your lifeinsurance amount is equal to 1 timesyour base pay rounded
to the next $1,000. Y our lifeinsurance amount will increase
automatically with rate increases. Y our life insurance benefit is
calculated based on your normally scheduled hours, excluding
overtime. The maximum benefit is $50,000.
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Thisisan insured plan underwritten by Aetna. The provisions of the
Plan will remain effective only while you are covered under the group
contract.

If you (or your spouse) become terminaly ill while covered under the
Life Insurance program, you may request that Aetnapay an
Accelerated Desth Benefit.

"Terminalyill"" isdefined as a person who:

+ suffersfrom an incurable, progressive, and medically
recognized disease or condition; and

e to areasonable medical probability and based on a generaly
accepted prognostic

Protocol, will not survive more than the Accelerated Death
Benefit monthsbeyond the date of the request for the
Accelerated Death Benefit.

Y ou 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 it to Aetna. The
request must include the statement of a currently licensed United
States physician that you or your spouseisterminally ill.

The physician’'s statement must include:
e all medical test results
e laboratory reports; and

e any other information on which the statement is based,
including the generally accepted prognostic protocol used by
the physician to determinethe person's expected remaining life
span.

Y our request for an Accelerated Death Benefit must state the amount
of the benefit requested. The Plan includesan Accelerated Death
Benefit of 50% of your normal desth benefit to you or your spouse in
the event of aterminal illness. The Accelerated Death Benefit
Minimum is $5,000 and the Accelerated Death Benefit Maximum is
$300,000.

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
Insurance Coverage for you and your spouse the Accel erated Death
Benefit will not be available under this Plan for or on behalf of such
person.
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Your Life Insurance amount in force on the day before thefirst day of
the month in which you reach age 70 will bereduced by:

*  35% at age 70
« 50% at age75

No reduction under this provision will take placeif your Life
Insurance has already been reduced because of retirement, however,
see below for any further reductionsthat apply during your retirement.

If you become insured during or after the month in which you reach
the above ages, your amount of Life Insurance will be the applicable
percentage of the amount shown for your classification.

If you retireprior to January 1, 2003 and you remain in an Eligible
Class, your Basic Life Insurancewill 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 retirewill be

100% of your basic annual earnings, as determined by your Employer,
rounded to the next higher $ 1,000, if not an integral multiple of
$ 1,000.

e Maximum:  $50,000
e  Minimum:; $ 1,000

If your Basic Life Insurance has already been reduced in accordance
with the Age Reduction Rule shown above, the amount of BasicLife
Insurancethen in force will remain in force.

The Life Insuranceamountsin force for you at retirement will be
reduced by 10%on the first anniversary of the dateyou retire. The
reduced amount will be further reduced by the same dollar amount on
each of the next four anniversariesof thefirst reduction, until the
amount reaches50% of what was in force before any age or retirement
reductions were applied.

If you retire on or after January 1,2003, your retiree Life Insurance
benefit will be $10,000.

In most cases, you may apply for an individual policy under the
Conversion Privilegewithin 31 days after your American Water
WorksLife Insuranceceases. If you die during this31 days and
before the individual policy goesinto effect, the amount payable under
the group policy is limited to the maximum that could have been
converted. Thelimit applieseven if you have not applied for or paid
thefirst premiumon theindividual policy. Thisappliesto basic,
optional and voluntary life insurance.
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If any of your lifeinsurance ceases because your employment ceases
or you are no longer in aclass eligiblefor such insurance, or because
of age, pension, or retirement, the amount of insurance which ceases
(or alesser amount if desired) may be converted to an individual life
insurancepolicy. Thisappliesto basic, optiona and voluntary life
insurance.

Y our converted policy may beany kind of individual policy then
customarily being issued by Aetnafor 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 supplementary benefits.

When life insurance ceases becausethat part of the group contract
discontinuesas to your employeeclass, and insurance on the life of the
person has been inforce under the group contract for at least five years
inarow prior to such discontinuance, the amount that ceases less the
amount of any group life insurance for which the person becomes
eligiblewithin 31 days of discontinuancemay be converted to an
individual policy. The maximum amount that can be converted by
each person in any event is$10,000.

In order to convert, written application must be made for an individual
policy and the first premium must be paid on it within 31 days after
cessation of insurancefor any of the above reasons. No evidence of
insurability will berequired. The individual policy will become
effectiveat the end of the 31-day period during which conversion is
possible.

The premiumsfor the converted policy will be at Aema's then
customary ratesfor the same policy issued to any other person of the
sameclassof risk and age at the time the converted policy isto
becomeeffective.

After an individual policy becomeseffective for any person, that
policy will be in exchangefor all benefitsand privileges under the
group contract as regards the person involved and the amount that
could have been converted.

In most cases, you may apply for an individual policy under the
Conversion Privilege within 31 days after your American Water
Works lifeinsuranceceases. If you die during this 31 daysand before
the individual policy goesinto effect, the amount payable under the
group policy islimited to the maximum that could have been
converted. Thelimit applieseven if you have not applied for or paid
the first premium on the individual policy.

If the coverage of any person under any part of this Plan replaces any
prior coverage of the person, the rules below apply to that part.

"Prior coverage" is any plan of group insurancethat has been replaced
by coverage under part or al of thisPlan. It must have been sponsored
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by American Water Works. The replacement can be complete or in
part for the Eligible Class to which you belong. Any such plan is prior
coverageif provided by another group contract or any benefit section
of thisPlan.

A person's lifeinsurance under thisPlan replaces and supersedes any
prior lifeinsurance. It will bein exchangefor everything under the
prior lifeinsurance. 1f you or your beneficiary becomes entitled to
claim under the prior life insurance, your Life Insurance under this
Plan will be canceled. Thiswill be done as of its effective date. Any
premiums paid for your life insurance under thisPlan will be returned
to American Water Works.

The mode of settlement you chose and the beneficiary you named
under a prior Aetna plan will apply to this Plan. This can be changed
according to the termsof this Plan.

Voluntary Employee Group Term Life
| nsurance

Voluntary Life Insurance offers employeesan opportunity to elect
additional amountsof term lifeinsurance on a contributory basis.

In additionto Company-paidlife insurance, you will havethe 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
enrollmentin voluntary life insurance, proof of good health will be
required for coverage over $300,000. Y ou must be actively at work in
order for coverageto take effect.

Y ou can aso elect additional employee paid life insurance coverage of
$20,000 for your spouse and $10,000 for each dependent. Eligible
dependentsinclude children age 14 daysto age 19, or to age 23 if a
full time student.

Employees enrolled in this Plan have coverage asindicated in the
following chart.
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Lifel nsuranceChoices

e No voluntary hfe Insurance

Voluntary lifeinsuranceof | x base pay

¢ Voluntary lifeinsuranceof 2x base pay

e Voluntary life insuranceof 3x base pay

Voluntary L ifelnsurancepremium L evels (per $1,000 of Base Pay)*

Age Monthly Cost Age Monthly Cost
Under 30 $0.06 55-59 $0.63
30-34 $0 08 60-64 $0.75
35-39 $0.10 65-69 $1.37
40-44 $0.12 70-74 $2.21
45-49 $0.20 over 75 $3.67
50-54 $0.35
Rates are subject to change.
Spouse and Dependent Lifel nsuranceChoices Monthly Cost
No coverage for your spouse $0
$20,000 coveragefor your spouse $5.80
N o coveragefor your dependents(s) $0
$10,000 coveragefor each dependent $1.20 for each dependent

Optional Employee Group
Term Life Insurance offers
employees an opportunity
to elect additional amounts
of term life insurance on a
contributory basis. Only
employees who were
participating on December
37, 1995, may continue
this optional coverage.
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Optional Employee Group Term Life

| nsurance

Participation in the currenit Optional Employee Group Term Life

Insurance was frozen as of December 31, 1995. If you are currently

enrolled in either of the two options of this Plan, your participation
will continue. Participants' [ife insurance amounts will increase as
their salary increases, according to the following Plan options:

» Option A: 100% of your Salary Scheduled Amount, up to $40,000 of coverage.

& Option B:.50% of your Salary Scheduled Amount, up to $20,000 of coverage.
Employeesenrolled in this Plan have coverage asindicated in the

following chart.




DATA REQUEST 1 #21
UNION
Page 170 of 207

Salary Scheduled Amount of Optional Coverage

Annua Basic Earnings Insurance

$38,000
$35,000
$32,000
$29,000
$26,000
$22,500
$19,500
$16,500
$13,500
$10,400
$7,280
$5,200
less than $5,200

Option A (100%) Option B (50%)

or more $40,000 $20,000
but lesst han $38,000 $38,000 $19,000
but less than $35,000 $35,000 $17,500
but less than $32,000 $32,000 $16,000
but less than $29,000 $29,000 $14,500
but less than $26,000 $26,000 $13,000
but lessthan $22,500 $23,000 $11,500
but less than $19,500 $20,000 $10,000
but less than $16,500 $17,000 $8,500
but less than $13,500 $14,000 $7,000
but less than $10,400 $10,000 $5,000
but less than $7,280 $7,000 $3,500
$5,000 $2,500

This Basic and Optional Plan will pay a life insurance benefit equal to
theamount of lifeinsurancein forcefor you if you die from any cause

whileinsured.

Beneficiaries

When you elect to participate in any of these Plans, you will designate
a Beneficiary(ies).

You may name or change your beneficiary by submitting a Beneficiary
Designation Form, which is available a your Human Resources office.
The naming or any change will take effect as of the date you execute
therequest. Aemawill be fully discharged of itsduties asto any
payment made by it before your request isreceived at its Home Office.

Any amount payableto abeneficiary will be paid to those you name.
Unless you state otherwise, if more than one beneficiary isnamed,
they will share on equal terms.

If anamed beneficiary dies before you, hisor her share will be payable
in equal sharesto any other named beneficiarieswho survive you.
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If no named beneficiary survives you or if no beneficiary has been
named, payment will be made as followsto those who survive you:

a
L]

Y our spousg, if any.
If thereisno spouse, in equa sharesto your children.

If thereis no spouse or child, to your parents, equally or to the
survivor.

If thereis no spouse, child, or parent, in equal shares to your
brothersand sisters.

If none of the above survives, to your executorsor administrators.

Permanent and Total Disability Benefits

For the purposesof the benefit, you are considered permanently and
totally disabled only if:

a

An illnessor injury stops you from working at:
e your own job, or
e any other job for pay or profit,

and it must continueto prevent you, for life, from working at any
reasonablejob. A "reasonablejob™ isany job for pay or profit,
which you are, or may reasonably become, fitted for by education,
training, or experience, or

Y ou lose one of these functions:

e thesight of both eyes,

e the useof both hands,

o the useof both feet,

e theuse of one hand and one foot

You must meet al of the followingto be eligible for a Permanent and
Tota Disability benefit:

Y our Life Insurance must bein force when you become
permanently and totally disabled.

Y ou must be under age 60 when you are first permanently and
totally disabled.

Y ou must furnish all proof when requested. Aetna hastheright to
examineyou, at its expense, before approving the proof.




Permanent and
Total Disability
for Employees
With 10 or More
Y ears of
Continuous
Service

Permanent and
Total Disability
for Employees
With Less Than
10 Y ear s of
Continuous
Service

Permanent and
Total Disability
Monthly Income
Benefits

Aetna must receive written
notice of cfaim at its Home
Office within 12 months
after you stop active work.
Proof of the permanent
and total disability must be
received no iater than 12
months after premium
payments stop.
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If you are under age 65 with 10 or moreyears of continuous service
with American Water Worksand you are permanently and totally
disabled while insured under the Plan so you can do no work for pay .
or profit, and if you furnish all information, notices, and proof when
required, the amount of your lifeinsurancein force at the time of the
disability may he extended during the disability, without payment of
premiums and contributions. The duration, nature, and extent of
disability determineeligibility for thisextension.

Any total disability should be reported immediately to American
Water Works for help in determining whether you qualify for this
extended insurance and the amount of insurance that may be
continued. Refer to the Age Reduction Ruleand Conversion Privilege,
which may apply to thislife insuranceamount. In addition, you may
also bedligiblefor the Disability Monthly Income Benefits described
in the following section.

If you becomeeligiblefor a Permanent and Total Disability benefit
and the disability lastsfor six months or more, a monthly income of
$18 for each $1,000 of the amount of your basic and optional
insuranceis payable. The monthly incomewill continue until the
amount of your insurance, plusinterest as may be declared by Aetna
on the unpaid balance, is exhausted.

Monthly income paymentswill cease on the earliest to occur of:

m Thedate paymentsequal the amount of your life insurance in force
when the disability began, plusinterest on the unpaid balance.

The date Aetna sendsyou arequest at your last address shown on
Aetnarecords:

e foranexam, if you do not go for the exam, within 31 days of
that date.

e for proof that you are still permanently and totally disabled, if
proof is not given within the 31 days of that date.

Thedateyou are well enough to work in any reasonable job
m Thedate you start to work in any job for pay or profit,

When monthly income payments stop, except for the reason that you
havebeen fully paid, you will be éligibleto convert to an individual
lifeinsurance policy, as described in the* Conversion Privilege™
section, as if your employment had then ceased. However, if you
becomeédligible for life insurance under any group policy within 31
days of the date the payments stop, the privilegeis 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, lessthe total amount of monthly income payments,
which had been made.

Aetnawill calculatethe rate of interest on the unpaid balance. It will
not be lessthan the rate guaranteed for installment methods of
settlement under an Aetnaindividual lifeinsurance policy on the date
the first monthly income paymentis due.

After monthly income payments have been madefor twoyearsin a
row, Aetnawill not request an exam or proof of disability more often
than once every 12 months.

If you die after Aetnahas approved the disability benefit but before
monthly income paymentsstart, 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
balancewill 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 coveragewill be reduced by the monthly
payments, which have been madetoyou. Aetnamay waive thisin
writing until it approvesanother claim for you.

If Aetnareceivesproof, at its Home Office, that al of the following

apply, it will pay your beneficiary, asa Permanent and Total Disability

benefit, the amount of life insurancein force on your life when the

total disability began:

m Premium paymentsfor your life insurance cease while you are
totally disabled by illness or injury, which stops you from working
in any reasonablejob.

m You dieduring the uninterrupted continuance of the total
disability. Death occurs no later than 12 months after premium
paymentsfrom American Water Works cease.

O You would have qualified for the Permanent and Total Disability
benefit except that:

e your total disability had not lasted at least six months, or

» therequiredproof has not yet been received or approved by
Aetna

Written notice of your death must be given to Aetnaat itsHome
Office within 12 monthsof your death. If itisnot given, Aetnawill
not haveto pay this benefit.

When Aetnaapprovesa claim for any benefit under thisfeature,
the benefit will be in full settlement and satisfaction of Aetna's
obligations.

If any individual policy has been issued to you under the Conversion
Privilege, your rightsunder thissection may berestored. Inorderto




DATA REQUEST 1 #21
UNION
Page 174 of 207

restore thoserights, you must give up all such policies without claim,
except for the return of the premiums you paid.

Accidental Death and Dismember ment
Coverage (AD&D)

This Accidental Death and Dismemberment (AD&D) benefitisan
insured plan underwrittenby the Aetna. The provisions of the Plan
will remain effective only while you are covered under the group
contract. This Plan pays up to a$10,000 benefit if, whileinsured, you
suffer abodily injury in an accident and if, within 90 days after the
accident, you lose, as a direct result of the injury:

= Yourlife

A hand, at or abovethe wrist joint.

A foot, a or abovethe anklejoint.

= Aneye, involvingirrecoverable and completeloss of sight in the

eye.

Your full $10,000 Principal Sum is payablefor loss of life. Half your
$10,000 ($5,000) Principal Sum is payablefor loss of a hand, lossof a
foot, or lossof an eye. No more than $10,000 ispayable for al losses
which result from one accident. Benefits are paid for losses caused by
accidentsonly.

No benefits are payable for a loss caused or contributed to by:

» Bodily or mental infirmity.

m Disease, ptomaines, or bacteria infections.

m Medica or surgical treatment.

m Suicideor attempted suicide (sane or insane).

m Intentionally self-inflicted injury.

m  War or any act of war (declared or undeclared).

m Participationin ariot or an attempt or commission of afelony.
These limitationsdo not apply if the lossis caused by:

® Aninfection, which results directly from theinjury.

m Surgery needed because of the injury.
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Submitting Ga ns

To receivesurvivor's benefitsunder the Basic Life Insurance Plan or
Optional Employee Group Term Life Plan, or Voluntary Life
InsurancePlan, your beneficiary must complete and submit the
appropriateSatement d Claim form and provide a certified death
certificateto your Human Resources representative within one year of
your death.

If you weretotally disabled at the time of your death and American
Water Workswas continuing your coverages at no cost to you, your
beneficiary may be required to submit proof that total disability was
continuous up to the date of your death.

To receive AD&D benefits you must complete and submit the
appropriate Statement of Claim form and provide proof documenting
your loss to your Human Resources representative within 30 days after
thelossoccurs. In some cases, you may be requested to undergo an
independent medical examination before benefits can be paid.

Approved Survivors and AD&D claims are paid in a lump sum.
However, other payment options may be availablefrom Aetna. Y our
Human Resourcesrepresentativewill provide information about
optional payment methods when you or your beneficiary are eligible to
receive benefits.
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Plarn | nformation

The followinginformationis provided to you in accordance with the
Employee Retirement Income Security Act of 1974, as amended
(ERISA). Thisinformation, together with the information contained in
thishook, isthe Summary Plan Descriptionrequired by ERISA.

m  Employer Identification Number
51-0063696

= Plan Number
501

» Typeof Plan
Health and Welfare Benefit Plan

m  Typeof Administration
Self-Insured/Administrative Services Contract

s  Plan Administrator

Vice President, Human Resources
American Water Works Company, Inc.
1025 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

® Endof Plan Year
December 31st

m Sourceof Contributions
Employer and Employee
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Terminatethe
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If your claim is denied in
whole or in part, or if you
feel an error has occurred
in processing your clafm
for benefits you should be
aware that the following
appeals procedure is
available.
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Amendment or Termination of a Plan

The Company expectsto continuethis Plan, but reservesthe right to
amend it, or terminateit, at any time, in whole or in part. The
authority to make any such changesto the Plan generally rests with the
Board of Directorsof American Water Works, although the Plan
Administrator may also change the Plan asrequired by law or in a
manner which will not resultin amaterial cost. Some of the
employeeswho participatein this Plan do so under the terms of
collective bargaining agreements. The Company takes its obligations
under those agreementsvery seriously and will, as required either by
the Company's contractual agreementsor by law, negotiate changesto
the Plan affecting union memberswith those unions whose members
participatein the Plan.

186 Additional Information

Claims Review and Appeals Process

A claim isarequest for aplan benefit by you or your dependent.
Severa of the benefit programsor plans under the Health and Welfare
Benefit Plan may require you to file aclaim to receivea benefit. If
your claimisdenied in whole or in part, or if you feel an error has
occurred in processing your claim for benefits you should be aware
that the following appeal s procedure is available to you, your
dependent or any other person who claimsa right to benefits under a
plan.

If you have questions about the denia of a claim, you should first
contact the Claims Administrator. The Claims Administrator will state
specific reasonsfor the denial, referencesto pertinent sectionsin the
plan document, additional information you must provide to improve
your claim, and the procedure available for further review of your
clam. If you believe your benefits under a plan were denied
improperly, or you do not agree with the reasons for denial of your
claim, you may request areview.

The Claimsand Plan Administrators have full discretion and authority

to determineall claims under the Plan. Any action or determination in
thisreview procedure will be final, conclusive and binding on the
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Claims Administrator, the Company, the Plan Participant and the
Participant's family members.

CLAIMSSUBMITTED ON OR BEFORE DECEMBER 31.2002
{PRE-2003 CLAIMYS)

Claims Denia Procedure

If your claim for abenefit is denied in whole or in part, you will
receive awritten explanation of the reason for the denial from the
Claims Administratorwithin 90 days after filing aclaim. If specia
circumstancesapply, the Claims Administrator may take up to an
additional 90 daysto contact you. However, the Claims Administrator
must notify you of this extension before the end of theinitial 90-day
period.

How to Appeal a Claim

If you believeyour claim for benefits wasimproperly denied, you may
submit awritten request for areview of the denial of the claim to the
Plan Administrator. Inyour request for areview, you must state the
reasonsthat you believe your claim was improperly denied and include
all additional information that you consider relevant in support of your
clam. You aso havetheright to request and review all documents
relevant to thedenial of your claim. Y our complete request for a full
and fair review must bereceived by the Plan Administrator within 60
daysfrom the date you receive the denial.

Disability ClaimsDenial Procedure

. If your disability claim isdenied in wholeor 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. 1f special
circumstancesapply, thisinitial 45-day period may be extended twice,
up to 30 daysfor each extension. However, the Claims Administrator
must:

e notify you of an extension prior to the beginning of the
extension period,

e providethe circumstances requiring the extension of time, and
the

e date by which the Plan expects to render a decision.
If an extensionis needed, the written notice you receive will include:
the specific reasonsfor the denial
¢ theunresolved issues that prevent a decision on the claim, and
¢ theadditional information needed to resolve thoseissues

You will be allowed at least 45 days within which to provide the
specified information.
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How to Appeal a Disability Claim

If you believe your claim for disability benefits was improperly
denied, you may request areview of thedenial in writing. Your
completerequest 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
thereview.

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 timeis needed, you will be notifiedin
writing prior to the beginning of the extension period. Once a decision
isdetermined, you will receiveawritten notice, which will include
specific reasonsfor the decision aswell as specific referencesto the
pertinent Plan provisionson which the decision is based.

CLAIMS SUBMITTED ON OR AFTER JANUARY 1, 2003

(POST-2002 CLAIMS)

ClaimsDenial Procedure

If your claim for abenefit isdenied in whole or in part, you will be
notified in writing of the Adverse Benefit Determination within 90
days of filing theclaim. If special circumstances apply, the Claims
Administrator may take an extension of up to an additional 90 daysto i
contact you. However, the Claims Administrator must notify you of |
this extension beforethe end of the initial 90-day period.

How to Appeal a Claim

If yon 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 areview, you must state the
reasonsthat you believe your claim was improperly denied and include
al additional informationthat you consider relevant in support of your
claim. You also havetheright to request and review all documents
relevant to the denial of your claim. Y our complete request for afull
and fair review, must be received by the Plan Administrator within 60
daysfrom the date you receive notice of the denial.

Disability Claims Denial Procedure

If your disability claim isdenied in whole or in part, you will receive a
written explanation of the reason for the denial from the Claims
Administrator within 45 days after filing the claim. If special
circumstancesapply, thisinitial 45-day period may be extended twice,
up to 30 daysfor each extension. However, the Claims Administrator
must:

e notify you of an extension prior to the beginning of the
extension period,
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e providethe circumstancesrequiring the extension of time, and
the

e date by which the Plan expectsto render a decision

If an extension is needed, the written notice you receive will include:
e the specific reasonsfor the denia
» 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 believeyour claim for disability benefits was improperly
denied, you may request areview of thedenial in writing. Y our
completerequest 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 adecision 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 adecision
is determined, you will receive a written notice, which will include
specific reasons for the decision as well as specific referencesto the
pertinent Plan provisions on which the decision is based.

Urgent Care Claims

An "urgent care clam™ isa claim for medical careor treatment where
adelay 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, unlessyou fail to provide sufficient information to make a
determination. If informationis missing, you will be notified within
24 hours after receipt of the claim by the Plan of the specific
information necessary to complete theclaim. You will be given at
least 48 hours to provide thisinformation. You will be notified of the
Plan's determination within 48 hours after the earlier of:

e thePlan's receipt of the missing information, or

e theend of the period given to you to provide the missing
information.
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ThePlan will notify you of adeterminationwithin 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 appea of aclaim that has been denied either orally or in
writing and all necessary information may be communicated by phone.
fax or other available option.

Pre-ServiceClaims

A "pre-serviceclam™ isaclaim for abenefit where approval must be
granted for the benefit by the Claims Administrator before you receive
medical care or treatment. |f the Plan denies your request for apre-
serviceclaim, you will be notified of the Plan's determination within
15 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

* thisextension before the end of the initial 15-day period,
¢ the circumstancesrequiring the extension of time; and
¢ thedate by which the Plan expectsto render a decision.

If the extension is necessary due to missing information, the notice of
extension will specifically describe the required information and give
you at least 45 daysfrom receipt of the notice to provide the missing
information.

The Plan will notify you of a determination within 30 days of the
Plan's receipt of your request for review of aclaim that has been
denied.

Post-Service Claims

A "post-serviceclam' isa claim for a benefit that does not require
approval beforereceiving treatment. 1f the Plan denies your request
for a post-service claim, you will be notified of the Plan's
determinationwithin 30 days after receipt of the claim by the Plan. If
specia circumstancesapply, this period may be extended one timefor
up to 15 days. However, the Claims Administrator must notify you of:

¢ thisextension before the end of the initial 30-day period,
» thecircumstancesrequiring the extension of time; and
¢ thedate by which the Plan expectsto render a decision.

If the extension isnecessary due to missing information, the notice of
extension will specifically describe the required information and give
you at least 45 days from receipt of the notice to provide the missing
information.

The Plan will notify you of a determination within 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

The intent of thisbook isto meet the Summary Plan Description
reguirementsof the Employee Retirement Income Security Act of
1974, asamended (ERISA). However, if there is a conflict between
theinformation containedin the official Plan documents and the
informationcontained in this book, the informationin the Plan
documentswill take precedence.

Under ERISA, you are entitled to:

m  Examine, without charge, all Plan documents at the Plan
Administrator's office, includingall contractsand copies of any
documentsfiled by American Water Works Medical Plan with the
U.S. Department of Labor (such as detailed annual reports and
Plan descriptions).

m  Obtain copiesof al Plan documentsand other program
information, by writing to the Plan Administrator. The Plan
Administrator may charge areasonablefee for the copies.

m  Recelveeach year asummary of American Water Works
Employee Benefit Plan's annual financial report.

ERISA aso spellsout the obligationsof the' Plan Fiduciaries' (the
people responsiblefor the Plan's operation). These obligations are as
follows:

The Plan Fiduciaries must operate American Water Works
Employee Benefit Plans prudently, in the interests of you and other
participantsand beneficiaries.

Y ou cannot befired, disciplined, or otherwise discriminated
against in any manner that would interferewith or prevent you
from obtaining a benefit to which you are entitled or from
exercising your ERISA rights.

m If al or part of aclaim for benefitsisdenied, you must be provided
awritten explanation of the reasonsfor the denial. Y ou havethe
right to request that the Plan Administrator review and reconsider
the denied claim.

Y ou may take the following steps to enforceyour ERISA rights. |If
you have any questions about this ERISA statement or about your

rightsunder ERISA, please contact the Plan Administrator or the U.S.
Department of Labor.
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If you request materialsand don't receivethem within 30 days, you
may file suit inafederal court. Unlessthe delay was beyond the Plan
Administrator's control, the court may require the Plan Administrator
to provide the materialsand to pay you up to $110 per day until you
receivethem.

If al or part of aclaimfor benefitsis denied or ignored, you may file
suit in astate or federal court.

If the Plan fiduciaries misuse money, or if you are discriminated
against for asserting your ERISA rights, you may seek assistance from
the U.S. Department of Labor, or you may file suit in afederal court.
The court will decidewho should pay court costs and legal fees. If
your suit is successful, the court may order the person you have sued
to pay these costs and fees. On the other hand, if you lose, the court
may order you to pay them (if, for example, the court finds your claim
to have been frivolous).

If you have any questions about this statement or about your rights
under ERISA, you should contact the nearest office of the Pension and
Welfare Benefits Administration, U.S. Department of Labor, listed in
your telephonedirectory or the Division of Technical Assistance and
Inquiries, Pension and Welfare Benefits Administration, U.S.
Department of Labor, 200 Constitution Avenue, N.W., Washington,
DC 20210.

The PhiladelphiaRegional Office of the PWBA islocated at: The
Curtis Center, Suite 870 West, 170 S. Independence Mall West,
Philadel phia, PA 19106-3317, Phone: (215) 861-5300.

For the purposes of ERISA, Aetna isthe fiduciary with complete
authority to review al denied claimsfor benefits under this program.
Thisincludes, hut is not limited to, the denia 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 employees and beneficiaries are entitled to
benefits, and to interpret any disputed or doubtful terms of American
Water Works Medical BenefitsPlan. American Water Works
Retirement Committee shall be deemed to have properly exercised
such authority unlessit acts arbitrarily or capricioudly.

The Company expectsto continue this Plan, but reserves the right to
amend it, or terminate it, at any time, in wholeor in part. The
authority to make any such changes to the Plan generally rests with the
Board of Directors of American Water Works, although the Plan
Administrator may also change the Plan asrequired by law or in a
manner which will not result in amaterial cost. Some of the
employeeswho participate in this Plan do so under the terms of
collective bargaining agreements. The Company takes its obligations
under those agreements very seriously and will, as required either by
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the Company's contractual agreementsor by law, negotiate changes to
the Plan affecting union memberswith those unions whose members

participatein the Plan.

Plan Benefits

These benefitsare provided by American Water Works. The Managed
Choice, HMO Elect Choice, Out-of-AreaComprehensive Medical,
Dental, Prescription Dmg, and Short Term Disability Plans are self-
insured benefitsthat are paid for directly by American Water Works.
Aetnaprovides certain administrativeservices for the Managed Choice
and Flexible Spending Account Plans. Aetna administers the
Prescription Dmg Program.

American Water Worksand Aetnareservethe right to interpret all
Plan provisionsas necessary and to make all determinations regarding
benefits payable under these American Water Works Employee
Benefit Plans.

Plan Documents

In preparing this Summary Plan Description, American Water Works
has attempted to avoid complex language and legal terms whenever
possible. If aquestion should ever arise concerning the nature and
extent of benefits under any aspect of American Water Works Medical
Benefits Plan, the actual legal Plan documents and not this Summary
Plan Description, will govern.
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Continuation of American Water Works
Employee Benefit Plans

COBRA requires that most employers who sponsor group health plans
offer employeesand their families the opportunity for a temporary
extension of health coverage (called " continuation coverage™) at group
ratesin certaininstances where coverageunder the Plan would
otherwiseend. Thisisintended to informyou, in a summary fashion,
of your rightsand obligationsunder the continuation coverage
provisionsof the new law. Both you and yoiir spouse should take the

timeto read this carefully.

An employee, the employee's spouse or dependent (including a child
who is bom to the covered employee, or who is placed for adoption
with the covered employee, during a period of COBRA continuation
coverage) become Qualified Beneficiariesif the employee, the
employee's spouse or dependent are covered under the employer's
group health plan and would |ose coverage upon the happening of one
of the followingevents (called a Qualifying Event):

m Death of the covered employeg;

m Termination (for reasons other than gross misconduct) or reduction
of hours of the covered employee's employment;

m Divorce or legal separation of the covered employee from his or
her spouse;

Entitlement of the covered employeefor Medicare; or

O Dependent ceasesto bea' dependent child under the group health
plan.

In such a case, each Qualified Beneficiary would have the right to
elect to choose continuation coverage if the group health coverage
would belost. You, your spouse or your dependent children (where
applicable) would each, as aQualified Beneficiary, have the option to
elect continuation coverage for a period shown as follows:
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REASON FOR TERMINATION OF GROUPHEALTH COVERAGE PERIOD |
Voluntary Termination of Employee 18 months
Involuntary Terminationof Employee (except for gross misconduct) 18 months
Reduction in Work Hours of Employee 18 months
Disability of Employee as determined under the Socia Security Act 29 months
Death of Employee(cost paid by Company for 18 months) 36 months
Divorceor Legal Separation 36 months
Employee becomesentitled to Medicare 36 months
Dependent Child no longer qualifiesas dependent under group health plan 36 months

Special Rulefor
Multiple
Qualifying Events

If you elect continuation coveragefollowing a termination of
employment or reductionin 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 |ose coverage under
the plan (if you had not lost coverage already), you may be given the
opportunity to extend the period of continuation coverageto atotal 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 employeeor 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 planislost or substantially eliminated within one year before or
after the employer's filing of a Title 11 Bankruptey filing can elect to
remain in the employer's group health plan until the retiree's death.
After theretiree's death, theretiree's survivors can obtain up to an
additional three years of continuation coverage.

Newly acquired dependentsof Qualified Beneficiaries such aschildren
and spouses are to be given the same opportunity to obtain coverage as
for an employee with, and under the same conditions as, such
dependent's coverage. The newly acquired dependent's coverageis
not as aQualified Beneficiary, and as such, their continuation
coveragewill end upon termination of the Qualified Beneficiary's
continuation coverage.
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The continuation coveragewill not be conditionedon a physical
examinationor other evidenceof insurability, and will be identical.
with very few exceptions, to the coverage provided to similarly
situated employees or family members. Please note #zat you may be
requiredto pay all or part of the premiumfor this continued coverage
and an administrativefee.

Under COBRA, your employer generally must notify the Plan
Administrator (except where your employer isthe Plan Administrator)
within 30 days of an employee's death, termination of employment or
reduction in work hours, Medicare entitlement or bankruptcy
proceedings. In these cases, the Plan Administrator must then notify
the Qualified Beneficiary of hisor her right to elect continuation
coverage. Thisnotice must be provided within 14 days after the Plan
Administrator receivesnotice that one of these events has occurred.
However, with respect to multiemployerplans, to the extent the plan
S0 provides, the employer may have an extended period of timefor
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 al other cases, the employee or family member hasthe

responsibility to notify the Plan Administrator of adivorce, lega
separation, achild 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 islater, to
notify the Plan Administrator of the Qualifying Event. Inall cases,
you have 60 days from the date of the noticefrom the Plan
Administrator or from the date you would lose coverage (whichever is
later) to informthe Plan Administrator that you want continuation
coverage. Your election of continuation coverageis deemed to
include an election for your family memberswho 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 previoudly to:

® 18 months (in the case of termination or reduced work hours) or 29
months (in the case of disability) or 36 months(in al other cases
described previously except retirees and newly acquired
dependents.

Beginning January 1, 1997, the disability extensionwill also apply
if the individual becomesdisabled at any time during thefirst 60
days of COBRA continuation coverage. If theindividual entitled
to the disability extension has nondisabled family members who
areentitled to COBRA continuation coverage, those nondisabled
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family members are also entitled to the 29 month disability
extension.

o Thedateyour employer no longer provides any group health plan
to itsemployees.

m  Thepremiumfor your continuation coverageis not paid on time.

m Theperson whose coverageis being continued becomes covered
under another group health plan unless the other plan contains an
exclusion or limitation with respect to a pre-existing condition. If
agroup health plan limitsor excludes benefitsfor preexisting
conditions but because of the new rules (beginning on or after July
1, 1997) those limits or exclusionswould 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 coverageis being continued becomes entitled to
Medicare benefits (unless the qualifying event is the employer's
Title 11 Bankruptcy).

m  You weredivorced from acovered employee, subsequently
remarry and become covered under another group health planin
which caseyou can continueuntil the maximum allowed period of
termination of upon being covered for pre-existing conditions if
new plan excludesor limits benefitsfor the pre-existing condition
and the continuation coverage plan coversit, whichever occurs
first.

To prevent alapsein coverage, if you elect continuation coverage, you
can pay any required premium within 45 days after the election.

If you employer's group hesalth plan provides a conversion privilege to
other beneficiaries, your employer must also provide you and your
family memberswith the opportunity to enroll under a conversion
hedlth plan during the 180-day period preceding the date that
continuation coverage expires.

Additional Information 197




198 Additional Irformation

DATA REQUEST 1 #21
UNION
Page 190 of 207

Conversion

If any coveragebeing continued under this section terminates because
the end of the maximum period of continuation has been reached, any
ConversionPrivilegewill beavailable at the end of such period on the
same termsas are applicable upon termination of employment or upon
ceasing to beinan Eligible Class.

Completedetails of the federal continuation provisions may be
obtained from your Human Resourcesrepresentative.

Continuation of Coverage During an
Approved Leave of Absence Granted to
Comply With Federal Law

Thiscontinuation of coverage section appliesonly for the period of
any approved family or medical leave (approved FMLA leave)
required by the Family and Medical Leave Act of 1993 (FMLA). If
American Water Works grants you an approved FMLA leavefor a
period in excess of the period required by FMLA, any continuation of
coverage during that excess period will be subject to prior written
agreement between Aetna and American Water Works.

If American Water Works grants you an approved FMLA leavein
accordancewith 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 continue 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
contributionsrequired by American Water Worksto continue
coverage. American Water Works will continue to make premium
payments.
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If any coverage you are allowed to continue has reduction rules
applicable by reason of age or retirement, the coverage will be subject
to such rules whileyou are on FMLA leave.

Coveragewill not be continued beyond the first to occur of:

Thedate you arerequired to make any contribution and you fail to
do so.

The date American Water Works determinesyour approved FMLA
leave isterminated.

O The date the coverageinvolved discontinuesas to your Eligible
Class. However, coveragefor health expenseswill be available to
you under another plan sponsored by American Water Works.

Any coverage being continuedfor a dependent will not be continued
beyond the date it would otherwise terminate.

If Health Expense Benefitsterminate because your approved FMLA
leaveis deemed terminated by American Water Works, you may, on
the date of such termination, be eligible for Continuation Under
Federa Law on the same terms as though your employment
terminated, other than for gross misconduct, on such date. 1f the group
contract providesany 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 continuationon the date American Water Works determines
your approved FMLA leaveisterminated or the date of the event for
which the continuationis available.

If you acquire a new dependent while your coverageiscontinued
during an approved FMLA leave, the dependent will be eligible for the
continued coverageon the same termsaswould 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 Worksdeterminesthe approved FMLA leaveis
terminated, your coverage under the group contract will beinforceas
though you had continued in active employment rather than going on
an approved FMLA leave, provided you make request for such
coverage within 31 days of the date American Water Works
determinesthe approved FMLA leaveto 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 givesitswritten
consent.

If any coverage being continued terminates because American Water
Works determines the approved FMLA leaveisterminated, any
Conversion Privilegewill be available on the same terms asthough
your employment had terminated on the date American Water Works
determinesthe approved FMLA leave is terminated.
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The Health I nsurance Portability and
Accountability Act of 1996 (HIPAA)

Health Insurance Portability and Accountability Act of 1996 (HIPAA)
protects health insurance coveragefor workersand their familieswhen
they changeor lose their jobs.

Late Enrollee

A "Late Enrollee isa person (including yourself) for whom you do
not elect Health Expense Coverage within 31 days of the datethe
person becomes eligiblefor such coverage.

Enrollment Procedure

Y ou may elect coverage for aLate Enrollee only during theannual |ate
entrant enrollment period established by your Employer.

Coveragefor aLate Enrolleewill become effective on thefirst 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 al of the
following are met:

= you did not elect Health Expense Coverage for the person involved
within 31 days of the date you werefirst eligible (or during an
open enrollment) becauseat that time:

the person was covered under other "creditable coverage™" as
defined below: and

you stated, in writing, at the time you submitted the refusal that the
reason for the refusal was because the person had such coverage;
and

m the person loses such coverage because:
of termination of employment in a class eligible for such coverage;
of reduction in hours of employment;
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your spousedies,
you and your spousedivorce or arelegally separated;

such coverage was COBRA continuation and such continuation
was exhausted; or

the other plan terminatesdue to the employer's failureto pay the
premium or for any other reason; and

you elect coveragewithin 31 days of the date the person loses
coveragefor one of the above reasons.

As used above, " creditable coverage” is aperson's prior medical
coverageas defined in the Health Insurance Portability and
Accountability Act of 1996 (HIPAA). Such coverageincludes
coverageissued on agroup or individua basis; Medicare; Medicaid;
military-sponsored health care; a program of the Indian Health
Service; astate health benefitsrisk pool; the Federal Employees
Health Benefit Plan (FEHBP); a public health plan asdefined in the
regulations; and any health benefit plan under Section 5{e) of the
Peace CorpsAct.

If you are not considered a L ate Enrollee, Health Expense Coverage
will becomeeffectiveon the dateof the election.

Additional Exceptions

Also, aperson will not be considereda Late Enrollee if you did not
elect, when the person wasfirst eligible, Health Expense Coveragefor:

m A spouseor child who meetsthe definition of a dependent, but you
elect it later and within 31 days of a court order requiring you to
provide such coverage for your dependent spouse or child. Such
coveragewill becomeeffective on the date of the court order.

Y ourself, and you subsequently acquire a dependent, who meets
the definition of a dependent, through marriage, and you
subsequently elect coveragefor yourself and any such dependent
within 31 daysof acquiring such dependent. Such coverage will
become effective on the date of the election.

® Yoursef. 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'sadoption, or thedate thechild is placed
with you for adoption, whichever is applicable.

= Yourself and your spouse, and you subsequently acquire a
dependent, who meetsthe definition of a dependent, through birth,
adoption, or placement for adoption, and you subsequently el ect
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coveragefor yourself, your spouse, and any such dependent within
31 days of acquiringsuch 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 isplaced with you for adoption,
whicheveris applicable.

Certificateof CreditableCoverage

When you or your covered dependentsterminate coverage under the
Plan, a certification of coverageform will be issued to you specifying
your coverage dates under the health plan and any probationary
periodsyou were required to satisfy. The certification of coverage
form will contain all the necessary information another health plan will
need to determineif you have prior continuous coverage that should be
credited toward any preexisting condition limitation period. Health
planswill require that you submit a copy of thisform when you apply
for coverage.

The certificationof coverage form will be issued to you when you
terminatecoveragewith the group and, if applicable, at the expiration
of any continuation period. The Claims Administrator will also issue
the certificationof coverageformif you request an additional copy at
any time within the 24 monthsafter your coverage terminates.
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Glossary

Thefollowing definitionsof certain wordsand phrases will help

you understand the benefitsto which the definitions apply. Some
definitionswhich apply only to a specific benefit appear in the benefit
section. If adefinition appearsin a benefit section and also appears in
the Glossary, the definition in the benefit section will apply in lieu of
the definitionin the Glossary.

Room and Board Charges

Charges made by an institution for board and room and other
necessary services and supplies. They must be made regularly
at adaily or weekly rate.

Convalescent Facility
Thisis an institution that:

m Islicensed to provide, and does provide, the following on an
inpatient basisfor persons convalescingfrom illnessor injury:

* professional nursing care by an R.N., or by an L.P.N. directed
by afull-timeR.N., and

e physical restoration servicesto help patients to meet a goal of
self-care in daily living activities.

a Provides24-hour-a-day nursing care by licensed nurses directed by
afull-timeR.N.

Is supervised full-timeby a physicianor R.N.
K eeps a complete medical record on each patient.

" mn Qo

Hasa utilization review plan.

Is 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.

m  Makescharges for servicesrendered.

Copay

Thisisafee charged to a person for Covered Medical Expenses, as
specified in the applicable Summary of Coverage.

Course of Treatment

Thisisaplanned program of services or supplies furnished by a health
care provider.

The program must be:

a Inconnection with the diagnosis and treatment of an injury or
illness,
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m  Of definiteduration, and

s Approved by the Primary Care Physician, for Managed Choice
participants.

Custodial Care

Thismeans services and suppliesfurnishedto a person mainly to help
him or her in the activitiesof daily life. Thisincludes board and room
and other institutional care. The person does not have to be disabled.
Such servicesand supplies are custodial care without regard to:

m By whom they are prescribed, or

a By whom they are recommended, or
a By whom they are performed.
Dentist

Thismeansa legally qualified dentist. Also, aphysicianwhois
licensed to do the dental work he or she performs.

Directory

Thisisalisting of Preferred Care Providersin the Service Area
covered under this Plan, which isgiven to American Water Worksfor
distributionto all employeescovered under the Managed Choice Plan.

Disciosure of Information to Others

(This applies only to the Out-of-Area Comprehensive Medical Plan.
the Out-of-Area Comprehensive Dental Plan, and #4e Life Insurance
Benefits Plans.)

All informationwill be treated as confidential. It will not be disclosed
to otherswithout your authorization, except in some instanceswhere
such disclosureis necessary for the conduct of Aetna's business.
Disclosure cannot be contrary to any law which applies.

The following sets forth the types of disclosurethat may be made:

m Information may be made availableto American Water Works or
his or her representative in connection with the claim and financial
administrationof the Plan. Thisincludes policyholder audits.

m Information may be disclosed to other insurers if there may be
duplicate coverage or a need to preservethe continuity of your
coverage.

m Informationmay be disclosed to Peer Review Organizationsand
other agencies to determine whether health services were necessary
and reasonably priced.

In addition, information may be given to regulators of Aetna's
businessand to others as may be required by law. It may also be given
to law enforcement authorities when needed to prevent or prosecute
fraud or other illegal activities.
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Emergency Care

Thefirst care given in ahospital's emergency room after a sudden and.
at the time, unexpected change in a person's physical or menta
condition such that:

= Carecannot safely and adequately be provided other than in a
hospital, or

m  Adequatecareisnot availableat the time and placeit is needed.
Emergency Condition

This meansthe sudden and, at that time, unexpected onset of a change
inaperson's physical or mental condition which, if the procedure or
treatment were not performed right away could, as determined by
Aetna, reasonably be expected to result in:

m Lossof lifeor limb, or
m  Significant impairment to bodily function, or
& Permanent dysfunction of abody part,
Home Health Care Agency
Thisisan agency that:
Mainly provides skilled nursing and other therapeutic services,

m |sassociated with a professional group which makes policy (this
group must have at |east one physician and one R.N.),

Hasfull-timesupervisionby aphysician or an R.N.,
a  Keepscomplete medical recordson each person,
m Hasafull-timeadministrator, and
Meetslicensing standards.
Home Health Care Plan
Th| sisaplan that providesfor care and treatment of an illness or
injury.
The care and treatment must be:
® Prescribed in writing by the attending physician, and
m  Anaternative to confinement in a hospital or convalescent facility.
Hospice Care

Thisiscare given to aterminally ill person by or under arrangements
with a Hospice Care Agency. The care must be part of a Hospice Care
Program.

Hospice Care Agency
Thisisan agency or organization which:
m Has Hospice Careavailable 24 hours aday.
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Meetsany licensingor certification standards set forth by the
jurisdictionwhereit is.

Provides:

e skilled nursingservices,

« medical social services,

e psychological and dietary counseling, and

e bereavement counseling for theimmediate family.
Provides or arrangesfor other services which will include:

e servicesof aphysician,

e physica or occupational therapy,

s part-time home health aide services which mainly consist of
caring for terminaly ill persons, and

¢ inpatient care in afacility when needed for pain control and
acute and chronic symptom management.

Has personnel which includeat |east:
e onephysician,
e oneR.N,,

e onelicensed or certified socia worker employed by the
Agency, and

e Onepastora or other counselor.

Establishes policiesgoveming the provision of Hospice Care.
Assessesthe patient's medical and social needs.

Developsa Hospice Care Program to meet those needs.

Providesan ongoing quality assurance program. Thisincludes
reviews by physicians, other than those who own or direct the

Agency.

Permitsall area medical personnel to utilizeits servicesfor their
patients.

Keepsa medical record on each patient.

Uet(ialtii zesvolunteerstrainedin providing services for non-medical
needs.

Has a full-time administrator.

Hospice Care Program
Thisisawritten plan of Hospice Care, which:
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a |segtablished by and reviewed from time to time by:
» aphysician attending the person, and
e appropriatepersonnel of a Hospice Care Agency.

o Isdesignedto providepalliative and supportive care to terminally
ill persons, and supportivecareto their families.

m Includesan assessment of the person’'s medical and social needs,
and a description of the care to be given to meet those needs.

Hospice Facility

Thisisafacility, or adistinct part of one, which:

m  Mainly providesinpatient Hospice Careto terminaly ill persons.
Chargesits patients.

m Meetsany licensingor certification standards set forth by the
jurisdictionwhereit is.

m  Keepsamedica record on each patient.

e Providesan ongoing quality assurance program; thisincludes
reviews by physicians other than those who own or direct the
facility.

m |srun by astaff of physicians; at least one such physician must be
oncall at all times.

Provides, 24 hours a day, nursing services under the direction of an
R.N.

» Hasafull-timeadministrator.
Hospital
Thisisaplace that:

w Mainly providesinpatient facilities for the surgical and medical
diagnosis, treatment, and care of injured and sick persons.

m Issupervisedby a staff of physicians.
Provides 24-hour-a-day R.N. service.

m Isnotmainly aplacefor rest, for the aged, for drug addicts, for
alcoholics, or anursing home.

m Makeschargesfor services rendered.
Information That May Be Collected

(Thisapplies only to the Out-of-Area Comprehensive Medical Plan,
the Out-of-Area ComprehensiveDental Plan, and the Life Insurance

Benefits Plans)

Aetna, in providing insurance servicesto you, reliesmainly on the
informationyou give on your group enrollment form and when you
fileclaims.
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Aetnamay aso collect information about you from other sources.
Thisisinformation necessary for Aetnato performits function with
regard to the insurancetransactionin question. For example, if the
amount or type of coverageyou are entitled to depends on your
earnings or job class, Aetnawould obtain that information from
American Water Works.

LPN
Thismeansalicensed practical nurse.
Mental Disorder

Thisisan illnesscommonly understood to be a mental disorder
whether or not it hasa physiological or organic basisand for which
treatment is generaly provided by or under the direction of amental
health professional such as apsychiatrist, a psychologist, or a
psychiatricsocial worker. A mental or nervous disorder includes, but
is not limited to:

=& Alcoholismand drug abuse.

m Schizophrenia

w Bipolar disorder

m Pervasivementa developmental disorder (Autism).
m Panic disorder.

®  Mgor depressivedisorder.

m Psychotic depression.

m  Obsessive compulsive disorder.

Mental disorder will not include alcoholism and drug abuse if a
separate benefit appliesto treatment of alcoholism and drug abuse.

Necessary

A serviceor supply furnished by a particular provider is necessary if
Aetnadeterminesthat it isappropriatefor the diagnosis, care, or
treatment of theillnessor injury involved.

To be appropriate, the serviceor supply must:

m Becareor treatment, aslikely to produce a significant positive
outcomeas, and no morelikely to produce a negative outcome
than, any alternative service or supply, both asto the illness or
injury involved and the person's overall health condition,

m Beadiagnostic procedure, indicated by the health status of the
person and be as likely to result in information that could affect the
course of treatment as, and no more likely to produce a negative
outcomethan, any alternative service or supply, both asto the
illness or injury involved and the person's overall health condition,
and




DATA REQUEST 1 #21
UNION
Page 202 of 207

m Astodiagnosis, care, and treatment be no more costly (taking into
account all health expensesincurred in connection with the service
or supply) than any alternative service or supply that meets the
abovetests.

In determiningwhether a service or supply is appropriate under the
circumstances, Aetna will take into consideration:

m Information provided on the affected person's health status,
m  Reportsin peer reviewed medical literature,

m  Reportsand guidelines published by nationally recognized health
care organi zationsthat include supporting scientific data,

m Generally recognized professional standards of safety and
effectivenessin the United Statesfor diagnosis, care, or treatment,

m  Theopinion of health professionalsin the generally recognized
health specialty involved, and

= Any other relevant information brought to Aetna's attention.

In no event will the following services or supplies be considered to be

necessary:

m Thosethat do not require the technical skills of amedical, mental
health, or dental professional,

m  Thosefurnished mainly for the personal comfort or convenience of
the person, any person who caresfor him or her, any person who is
part of hisor her family, any health care provider or health care

facility,
m Those furnished solely because the person is an inpatient on any

day on which the person's illnessor injury could safely and
adequately be diagnosed or treated while not confined, or

# Thosefurnished solely because of the setting if the service or
supply could safely and adequately be furnished in a physician’'s or
adentist's office or other less costly setting.

Negotiated Charge

Thisis the maximum charge a Preferred Care Provider has agreed
to make asto any service or supply for the purpose of the benefits
under this Plan.

Non-Occupational 11Iness

A non-occupationalillnessis an illness that does not:

m ariseout of (or in the course of) any work for pay or profit, or
m resultin any way from an illness that does.

Anillnesswill be deemed to be non-occupational regardless of cause
if proof is furnished that the person:
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m iscoveredunder any type of Workers Compensation law, and
a8 isnot covered for that illness under such law
Nan-Occupational Injury

A non-occupational i 1j Ury isan accidental bodily injuryt hat does not

o Ariseout of (or in the courseof) any work for pay or profit, or
m Resultinany way from an injury, which does.

Non-Preferred Care

Thisisa hedth care service or supply furnished by ahealth care
provider that is not Preferred Care.

Nan-Preferred Care Provider

Thisisaprovider who is

O A health care provider that has not contracted to fumish services or
suppliesat a Negotiated Charge, or

m A Preferred Care Providerthat isfurnishing services or supplies
without the referral of a Primary Care Physician.

Orthodontic Treatment
Thisisany:
m  Medica service or supply, or

» Denta serviceor supply, furnished to prevent or to diagnose or to
correct amisalignment:

m Of theteeth, or
s Of thebite, or

m Of thejawsor jaw joint relationship, whether or not for the
purpose of relieving pain.

Not includedis:

m Theinstalationof aspace maintainer, or

m A surgical procedure to correct malocclusion.
Physician

Thismeansalegally qualified physician.

Preferred Care

Thisisa 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.

e A Non-Preferred Care Provider on thereferral of theperson's
Primary Care Physician and if approved by Aetna.
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Any health care provider for an emergency condition when travel
to aPreferred Care Provider or referral by aperson's Primary Care
Physician prior to treatmentis not feasible.

Preferred Care Provider

Thisisahealth care provider that has contracted to furnish services or
suppliesfor aNegotiated Charge, but only if the provider is, with
Aetna's consent, included in the Directory as a Preferred Care
Provider for:

Theservice or supply involved, and

Theclass of employees of which you are member.
Primary Care Physician
Thisisthe Preferred Care Provider whois.

Selected by a person from the Aetna website at www.aetna.com.
Responsiblefor the person's on-going health care, and

Shown on Aetnas recordsasthe person's Primary Care Physician.
Privacy Notice Regarding Insured Plans Underwritten by Aetna

Aetnahas adopted a comprehensiveinsurance privacy policy based on
the recommendationsof the Federal Privacy Protection Study
Commission. This Noticedescribescertain 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 part of acharge, whichisreasonable, is covered. The
reasonable charge for a service or supply isthe lower of:

The provider's usua chargefor furnishingit, or

The charge Aetna determinesto be the prevailing charge level
madefor it in the geographic areawhereit isfurnished.

In determining the reasonable charge for a service or supply that is:
Unusual,
Not often provided in thearea, or
Provided by only asmall number of providersin thearea,
Aetna may take into account such factorsas:
m Thecomplexity of the service or supply,
The degree of skill needed,
The type of specialty of the provider,
The range of servicesor supplies provided by a facility, and
The prevailing charge in other areas.
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Right of Accessand Correction

(Thisapplies only to the Qur-of~4rea Comprehensive Medical Plan,
the Out-of-Area Comprehensive Dental Plan, and the Life Insurance
BenefitsPlans)

In general, you have aright to learn the nature and substance of any
information Aetna hasin itsfilesabout you. You may also have a
right of access to such files, except information, which relates to a
claimor acivil or crimina proceeding, and to ask for correction,
amendment, or deletion of persona information. This can be donein
stateswhich provide such rightsand which grant immunity to insurers
providing such access. |If you request any health information, Aetna
may elect to disclose details of the information you request to your
(attending) physician. If you wishto exercisethisright or if you wish
to have more details on our information practices, please contact:

Aetna

Benefit Contracts Compliance, MB58
151 Farmington Avenue

Hartford, CT 06156

RN
This means aregistered nurse.
Semi-Private Rate

Thisisthe chargefor board and room, which an institution applies - to
the most bedsin its semi-privateroomswith two or more beds. If
there are no such rooms, Aetnawill figuretherate. It will bethe -rate
most commonly charged by similar institutionsin the same geographic
area

Service Area

This isthe geographic area in which Preferred Care Providersfor this
Plan are located, as determined by Aetna.

Terminally It

Thisisamedical prognosisof six monthsor lessto live.

Totally Disabled

The words "totally disabled" mean that because of injury or illness:

® You are not able to engage in your customary occupation and are
not working for pay or profit.

m Your dependent is not able to engage in most of the normal
activities of a person of likeage and sex in good health.

Termination of Coverage

Coverage under this Plan terminateswhen thefirst of these - events
happen:
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s Theday your employment ceases.
= When the group contract terminatesas to the coverage
m  Whenyou are no longer in an Eligible Class

When you fail to make any required contribution.

Ceasing activework will be deemed to be cessation of employment.
However, if you are not at work because of illness or injury, your
employment will be continued for up to six monthsfrom the start of
the absence. It may be further continued, until stopped by your
Employer, but not beyond 12 months from the start of the absence.

If this provisionappliesto 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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Plan Sponsor

Employer
[ dentification
Number

Plan Number
Effective Date
Plan Year End

Plan
Administrator

Agent for Service
of Legal Process

Funding

TheNewborns
and Mothers
Health Protection
Act of 1996

Women's Health
and Cancer
Rights Act of
1998
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General | nformation

American Water Works Company, Inc. and its Designated Subsidiaries
1025 Laurel Oak Road
Voorhees, NJ08043

51-0063696

501
October 1, 1996
December 31

Vice President, Human Resources
American Water Works Company, Inc.
1025 Laurel Oak Road

V oorhees, NJ 08043

The Secretary

American Water Works Company, Inc.
1025 Laurel Oak Road

Voorhees, NJ 08043

Self-insured

The Plan does not restrict benefitsfor any hospital length of stay in
connection with childbirth for the mother or newborn child to I essthan
48 hoursfollowing anormal vaginal delivery, or less than 96 hours
following a caesarean section, or require that a provider obtain
authorization from the Plan for prescribing a length of stay not in
excess of the above periods.

The attending provider, after consulting with the mother, may
dischargethe mother and newborn earlier than 48 hoursfollowing a
vaginal delivery or 96 hoursfollowing a caesarean section.

This Plan, asrequired by the Women's Health and Cancer RightsAct
of 1998, provides benefits for mastectomy-related services including
reconstructionand surgery to achieve symmetry between the breasts,
prostheses, and complications resulting from a mastectomy, including
lymphedemas.




