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Introduction 

We are pleased to provide you with this Summary Plan Description 
(SPD). This SPD describes your Benefits, as well as your rights and 
responsibilities, under the Plan. 

How to Use this Document 
We encourage you to read your SPD and any attached Riders and/or 
Amendments carefully. 

We especially encourage you to review the Benefit limitation of this 
SPD by reading (Section 1: What's Covered--Benefits) and (Section 
2: What's Not Covered--Exclusions). You should also carefully read 
(Section 9: General Legal Provisions) to better understand how this 
SPD and your Benefits work. You should call the Claims 
Administrator if you have questions about the limits of the coverage 
available to you. 

Many of the sections of the SPD are related to other sections of the 
document. You may not have a11 of the information you need by 
reading just one section. We encourage you to keep your SPD and 
any attachments for your future reference. 

Please be aware that your Physician does not have a copy of your 
SPD, and is not responsible for knowing or communicating your 
Benefits. 

Information about Defined Terms 
Because this SPD is a legal document, we want to give you 
information about the document that will help you understand it. 
Certain capitalized words have special meanings. We have d e h e d  
these words in (Section 10: Glossary of Defined Terms). You can 
refer to Section 10 as you read this document to have a clearer 
understanding of your SPD. 

When we use the words "we," "us," and "our" in this document, we 
are referring to the Plan Sponsor. When we use the words "you" and 
"your" we are referring to people who are Covered Persons as the 
term is defrned in (Section 10: Glossary of Defined Terms). 

Your Contribution to the Benefit Costs 
The Plan may require the Participant to conttibute to the cost of 
coverage. Contact your Benefits representative for information 
about any part of this cost you may be responsible for paying. 

Customer Service and Claims Submittal 
Please make note of the following information that contains Claims 
Administrator department names and telephone numbers. 

Customer Senrice Representative (questions regarding Coverage 
or procedures): As shown on your ID card. 

Care CoordinationSM/~otification: As shown on your ID card. 

Mental Health/Substance Abuse Services Designee: As shown 
on your ID card. 

To continue reading go to  night c o h  on this page. To continue readin& go to h$? column on nextpage. w n 3 0 z 
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Network Benefits apply, see (Section 3: Description of Network and 

Section 1: Non-Network Benefits). 

Benefits are available only if all of the following are true: 

What's Covered--Benefits 
Covered Health Services are received while the Plan is in effect. 

Copayments and Eligible Expenses. 

Annual Deductible, Out-of-Pocket Maximum . 
and Maximum Plan Benefit. 

Covered Health Services. We pay Benefits for the 
Covered Health Services described in this section 
unless they are listed as not covered in (Section 2: 
What's Not Covered--Exclusions). 

Accessing Benefits 
You can choose to receive either Network Benefits or Non-Network 
Benefits. To obtain Network Benefits you must see a Network 
Physician or other Network provider. 

You must show your identification card (ID card) every time you 
request health care services from a Network provider. If you do not 
show your ID card, Network providers have no way of knowing that 
you are enrolled under the Plan. As a result, they may bill you for the 
entire cost of the services you receive. For details about when 

covered Health Services are received prior to the date that any 
of the individual termination conditions listed in (Section 8: 
When Coverage Ends) occurs. 

The person who receives Covered Health Services is a Covered 
Person and meets all eligibility requirements specified in the 
Plan. 

Copayment 
Copayment is the amount you pay each time you receive certain 
Covered Health Services. For a complete definition of Copayment, 
see (Section 10: Glossary of Defined Terms). Copayment amounts 
are listed on the following pages next to the description for each 
Covered Health Service. Please note that when Copayrnents are 
calculated as a percentage (rather than as a set dollar amount) the 
percentage is based on Eligible Expenses. 

Eligible Expenses 
Eligible Expenses are the amount that we will pay for Benefits as 
determined by us or by our designee once you have met your Annual 
Deductible. In almost all cases our designee is the Claims 
Administrator. For a complete definition of Eligible Expenses that 
describes how payment is determined, see (Section 10: Glossary of 
Defined Terms). 

We have delegated to the Claims Administrator the discretion and 
authority to initially determine on our behalf whether a treatment or 

6 To continae reading, go to nght column on this page. To continue reading, go to l t  column on nextpage. w a 0 
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supply is a Covered Health Service and how the Eligible Expense 
will be determined and otherwise covered under the Plan. 

For Network Benefits, you are not responsible for any difference 
between the Eligible Expenses and the amount the provider bills, 
unless you ageed to reimburse the provider for such services. For 
non-Network Benefits, except for fees that are negotiated by a non- 
Network provider and either the Claims Administrator or one of its 
vendors, affrlates or subcontractors, you are responsible for paying, 
directly to the non-Network provider, any difference between the 
amount the provider bills you and the amount we will pay for 
Eligible Expenses. 

Notification Requirements 
Prior notification is required before you receive certain Covered 
Health Services. You are responsible for notifjmg Care 
coordinationSM before you receive these Covered Health Services. 

For Mental Health/Substance Abuse Services you are responsible 
for notifying the Mental Health/Substance Abuse Designee. 

Services for which you must provide prior notification appear in this 
section under the Must You Noh& Care ~oordinatiotJ'~? column in the 
table labeled Benejit I n f a d o n .  Some of the services requiring 
notification include: 

Accidental Dental Services. 

Durable Medical Equipment over $1,000. 

Home Health Care. 

Hospice Care. 

Hospital Confinements. 

To conrinue reading, go to nght coIumn on this page. 

Maternity Care that exceeds 48 hours for normal delivery and 96 
hours for Caesarian birth. 

Inpatient Mental Health and Substance Abuse Services. 

Reconstructive Procedures. 

Skilled Nursing/Inpatient Rehabilitation Facility Confinement. 

Transplant Services. 

Breast reduction and reconstruction (except for after cancer 
surgery), vein stripping, ligation and sclerotherapy, and upper lid 
blepharoplasty. These services will not be covered when 
considered cosmetic in natute. 

To notify Care coordinationSM or the Mental Health/Substance 
Abuse Designee, call the telephone number on your ID card for 
Claims Administration. 

We urge you to c o n h  with Care Coordinationshi that the services 
you plan to receive are Covered Health Services, even if not 
indicated in the Must You Not@ Care ~oordi'natiod~'? column. That's 
because in some instances, certain procedures may not meet the 
definition of a Covered Health Service and therefore are excluded. 
In other instances, the same procedure may meet the definition of 
Covered Health Services. By calling before you receive treatment, 
you can check to see if the service is subject to limitations or 
exclusions such as: 

The Cosmetic Procedures exclusion. Examples of procedures 
that may or may not be considered Cosmetic include: breast 
reduction and reconstruction (except for after cancer surgery 
when it is always considered a Covered Health Service); vein 
stripping,. ligation and sclerotherapy, and upper lid 
blepharoplasty. 

The Experimental or Investigational Services or Unproven 
Services exclusion. 

To continue readng, go to lep column on nextpage, 
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Any other limitation or exclusion of the Plan. 

Special Note Regarding Medicare 
If you are enrolled for Medicare on a primary basis @Medicare pays 
before we pay Benefits under the Plan), the notification 
requirements described in this SPD do not apply to you. Since 
Medicare is the primary payer, we will pay as secondary payer as 
described in (Section 7: Coordination of Benefits). You are not 
required to notif) Care coordinationSM before receiving Covered 
Health Services when Medicare is the primary payer. 

To continue reading go to right column on this page. To continue reading, go to l$? column on nextpage. 
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Payment Information 
Payment Term Description Amounts 

Annual The amount you pay for Covered Network 
Health Services before you are eligible $1,000 per Covered Person per calendar year, not to exceed $2,000 for all 
to receive Benefits. Forea complete Covered Persons in a family. 
definition of Annual Deductible, see 
(Section 10: Glossary of Defined 
Terms). 

Covered Expenses charged by both 
Network and non-network Providers Non-Network 

apply towards both the Network $2,000 per Covered Person per calendar year, not to exceed $4,000 for all 

Individual and Family Deductibles and Covered Persons in a family. 

the non-network Individual and 
Family Deductibles. 

Copayment The charge you are required to pay for Network and Non-Network 
certain Covered Health Services. A See each Benefit in Section 1: What's Covered - - Benefits for further 
Copayment may be either a set dollar 
amount or a percentage of Eligible 
Expenses. 

information. 

Out-of- The maximum you pay, out of your Network 

Pocket pocket, in a calendar year for $2,000 per Covered Person per calendar year, not to exceed $4,000 for all 
Copayments. For a complete definition Covered Persons in a family. 

Maximum of Out-of-Pocket Maximum, see The Out-of-Pocket Maximum does include the Annual Deductible. 
(Section 10: Glossary of Defined 
Terms). 

Covered Expenses charged by both 
Network and non-network Providers Non-Network 

$4,000 per Covered Person per calendar year, not to exceed $8,000 for all 

United Healthcare Low PPO Plan for Cinergy Corp. - 01/01/04 
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Payment Term Description 
apply towards both the Network 
Individual and Family Out-o f-Pocket 
Maximums and the non-network 
Individual Family Out-of-Pocket 
Maximums. 

Amounts 
Covered Persons in a family. 

The Out-of-Pocket Maximum does include the Annual Deductible. 

Maximum The maximum amount we will pay for 
Benefits during the entire period of 

'lan Benefit time you a e  enrolled under the Plan. 
For a complete definition of Maximum 
Plan Benefit, see (Section 10: Glossary 
of Defuled Terms). 

Network and Non-Network 
$2,000,000 per Covered Person. 

United Healthcare Low PPO Plan for Cinergy Corp. - 01/01/04 
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Benefit Information 
Description of 

Covered Health Service 
Must Your Copayment Does Do You Need 
You Amount Copayment to Meet Annual 

Notifv Care % Copayments are Help Meet Deductible? 

1. Acupuncture Services Network 
Acupuncture S ~ M C ~ S  for pain therapy when both of the following No $25 per visit No No 

are true: 

Another method of pain management has failed. Non-Network 
The service is performed by a provider in the provider's office. No 

Where such Benefits are available, acupuncture is a Covered Health 
Service for the treatment of: 

Nausea of Chemotherapy, or 

Post-operative nausea, or 

Nausea of early Pregnancy. 

Any combination of Network and Non-Network Benefits is limited 
to 20 visits per calendar year. 

40% . Yes Yes 

2. Ambulance Services - Emergency only Network 
Emergency ambulance transportation by a Iicensed ambulance No Ground Yes Yes 
service to the nearest Hospital where Emergency Health Services Tran~ortation: 

can be performed. 20% 

Air Transportaton: 
20% 

United Healthcare Low PPO Plan for Cinergy Corp. - 01/01/04 
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Description of 
Covered Health Service 

Must Your Copayment Does Do You Need 
You Amount Copayment to Meet Annual 

Notie Care % C o p a ~ e n t s  ~ e l i  ~ e e t  Deductible? 
CoordinationSM based On a percent of Out-of-Pocket 

Eligible Expenses 
? Maximum? 

Non-Network ' 

No Same as Same as Same as 
Network Network Network 

3. Ambulance Services - Non-Emergency Network 

Transportation by professional ambulance, other than air No Ground Yes 

ambulance, to and from a medical facility. Tranqortation: 
20% 

Transportation by regularly-scheduled airline, railroad or air 
ambulance, to the nearest medical facility qualified to give the 
required treatment. 

Air TranJportah'un: 
20% 

Note: Except in life threatening circumstances, notihcation for Ait 
Ambulance transport is required Non-Network 

' No 20% Yes 

Yes 

Yes 

4. Christian Science Practitioner 
Covered Health Services rendered when: 

The frequency is reasonable and comparable to treatment by 
another health care provider. 

Network 
Not Not Not Not 

Covered Covered Covered Covered 

The Christian Science Nurse or Practitioner is listed in the Non-Network 
Christian Science Journal at the time the charge is made. No Yes Yes 

(7 
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Description of 
Coveted Health Service 

MUS t Your Copayrnent Does Do You Need 
You Amount Copayment to Meet Annual 

Notifv Care % Copayments are Help Meet Deductible? 

5. Dental Services - Accident only 
Dental services when all of the following are true: 

Treatment is necessary because of accidental damage. 

Dental services are received from a Doctor of Dental Surgery, 
"D.D.S." or Doctor of Medical Dentistry, "D.M.D." 

The dental damage is severe enough that initial contact with a 
Physician or dentist occurred within 48 hours of the accident. 

Network 
Yes Office VIjit: 

$25 

Benefits are available only for treatment of a sound, natural tooth. Non-Network 
The Physician or dentist must certif) that the injured tooth was: Yes 

A virgin or unres tored tooth, or 

A tooth that has no decay, no filing on more than two surfaces, 
no gum disease associated with bone loss, no root canal therapy, 
is not a dental implant and functions normally in chewing and 
speech. 

Dental services for final treatment to repait the damage must be 
both of the following: 

Started w i h  three months of the accident. 

Completed within 12 months of the accident. 

Please note that dental damage that occurs as a result of normal 
activities of daily living or extraordinary use of the teeth is not 
considered an "accident". Benefits are not available for repairs to 

Al'ternate Sefting: 
20% Yes 

Yes 

No 

Yes 

Yes 

United Healthcare Low PPO Plan for Cinergy Corp. - 01/01/04 
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Description of Must Your Copayment Does Do You Need 
Covered Health Service You Amount Copayment to Meet Annual 

Notify Care % Copayments are Help Meet Deductible? 
CoordinationSM based On a percent of Out-of-Pocket 

Eligible Expenses 
? Maximum? 

teeth that are injured as a result of such activities. 

Notify Care coordinationSM 
Please remember that you should notify Care CoordinationSM as 
soon as possible, but at least five business days before follow-up 
(post-Emergency) treatment begins. (You do not have to provide 
notification before the initial Emergency treatment.) When you 
provide notification, Care coordinationSM can verify that the service 
is a Covered Health Service. 

6. Diagnostic and Therapeutic Services - 
Covered Health Services received on an-outpatient basis including: Network 

No 
Lab and radiology/X-ray. 

Mammography testing. 

Other diagnostic tests and therapeutic treatments (including 
cancer chemotherapy or intravenous inhsion therapy). 

A standard test (such as a Mammogram, PSA or Pap Smear) 
associated with an annual preventative screening will be covered at 
100%. If additional follow-up testing is required, the standard Non-Network 
Copayrnent will apply. No 

Yes 

Yes 

Yes 

Yes 

When these services are performed in a Physician's office, Benefits 
are described under Physin'an? O8ce Semi.e~ below. 

United Healthcare Low PPO Plan for Cinergy Corp. - 01/01/04 
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Description of Must Your Copayment Does Do You Need 
Covered Health Setvice You Amount Copayment to Meet Annual 

Notifv Care % Copayments are Help Meet Deductible? 
~oordidations~ based On a percent out-if-pocket 

Eligible Expenses 
? Maximum? 

7. Durable Medical Equipment Network 
Durable Medical Equipment that meets each of the following Yes, for items 20% Yes Yes 

more than ?riteria: 
$1,000. 

Ordered or provided by a Physician for outpatient use. Non-Network 
Used for medical purposes. Yes, for items 

more than 
Not consumable or disposable. 

$1,000. 
Not of use to a person in the absence of a disease or disability. 

If more than one piece of Durable Medical Equipment can meet 
your functional needs, Benefits are available only for the most 
cost-effective piece of equipment. 

Examples of Durable Medical Equipment include: 

Equipment to assist mobility, such as a standard wheelchair. 

A standard Hospital-type bed. 

Oxygen concentrator units and the rental of equipment to 
administer oxygen. 

Delivery pumps for tube feedings. 

Braces that stabilize an Injured body part are considered Durable 
Medical Equipment and are a Covered Health Service, including 
necessary adjustments to shoes to accommodate braces. 

Mechanical equipment necessary for the treatment of chronic or 
acute respiratory failure or conditions. 

Yes Yes 

+ 2 -cr"'o 
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Description of 
Coveted Health Sentice 

Must Your Copayment Does Do You Need 
You Amount Copayment to Meet Annual 

Notifv Care % Copayments are Help Meet Deductible? 
~oordidation~~ based On a percent of out-0-f-pocket 

Eliglble Expenses 7 Maximum? 

Diabetic pump. 

We provide Benefits for a single unit of Durable Medical Equipment 
(example one insulin pump) and provide repair for that unit. 

Benefits are provided for the replacement of a type of Durable 
Medical Equipment once every three calendar yews. 

Care CoordinationSM will decide if the equipment should be 
purchased or rented. You must purchase or rent the Durable 
Medical Equipment from the vendor Care coordinationSM identifies. 

Notify Care coordinationSM 
Please remember that you must notify Care coordinationSM before 
obtaining any single item of Durable Medical Equipment that costs 
more than $1,000 (either purchase price or cumulative rental of a 
single item). If you don't notify Care coordinationSM, Benefits for 
Durable Medical Equipment will be subject to a $300 penalty. 

8. Emergency Health Services Network 
Services that are required to stabilize or initiate treatment in an Yes, but only $75 per visit No No 

Emergency. Emergency Health Services must be received on an for an Inpatient 

outpatient basis at a Hospital or Alternate Facility. Stay. 

You will find more information about Benefits for Emergency 
Health Services in (Section 3: Description of Network and Non- 
Network Benefits). 

Umted Healthcare Low PPO Plan rbr Cinergy Corp. - 01/01/04 
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Description of 
Covered Health Service 

Must Your Copayment Does Do You Need 
You Amount Copayment to Meet Annual 

Notifv Care % Copayments are Help Meet Deductible? 
coordirkions~ based On a percent out-of-pocket 

3 
Euble Expenses Maximum? - -. . . - -. - - .- 

The $75 Emergency Health Services Copayment is waived if the Same as Same as Same as 
Covered Person is admitted to a Hospital. Additionally, no Benefits Non-Network Network Network Network 

are provided if the service is deemed to be non-Emergency in Yes, but only 

nature. for an Inpatient - 
Stay. 

Notify Care CoordinationSM 
To ensure prompt and accurate payment of your claim as a Network 
Benefit, notify Care ~ o o r d i n a t i o n ~ ~  within two business days or as 
soon as possible after you receive outpatient Emergency Health 
Services at a non-Network Hospital or Alternate Facility. 

Please remember that if you are admitted to a Hospital as a result of 
an Emergency, you must notify Care coordinationSM within two 
business days or the same day of admission, or as soon as reasonably 
possible. 

If you don't notify Care ~oord ina t ion~~ ,  Benefits for the Hospital 
Inpatient Stay will be subject to a $300 penalty. Benefits will not be 
reduced for the outpatient Emergency Health Services. 

9. Home Health Care Network 
Services received from a Home Health Agency that are both of the Yes 20% Yes Yes 

following: 

Ordered by a Physician. 

P~ovided by or supervised by a registered nurse in your home. 

0 
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Description of 
Covered Health Service 

MUG t Your Copayment Does Do You Need 
You Amount Copayment to Meet Annual 

Notifv Care % Copayments are Help Meet Deductible? 
~ o o r d i k t i o n ~ ~  based On a percent out-0;-pocket 

Eligible Expenses 7 Maximum? 

Benefits are available only when the Home Health Agency services Non-Network ' 

are provided on a part-time, intermittent schedule and when skilled Yes 40% 
home health care is required. 

Skilled home health care is skilled nursing, skilled teaching, and 
skilled rehabilitation services when all of the following are true: 

It must be delivered or supervised by licensed technical or ' 

professional medical personnel in order to obtain the specified 
medical outcome, and provide for the safety of the patient. 

a It is ordered by a Physician. 

It is not delivered for the purpose of assisting with activities of 
daily living, including but not limited to dressing, feeding, 
bathing or transferring from a bed to a chair. 

It requires clinical training in order to be defivered safely and 
effectively. 

a It is not Custodial Care. 

Care ~oord ina t ion~~  will decide if skilled home health care is 
required by reviewing both the skilled nature of the service and the 
need for Physician-directed medical management. A senrice wiU not 
be determined to be "skilled" simply because there is not an available 
caregiver. 

Any combination of Network and Non-Network Benefits is limited 
to 40 visits per calendar year. One visit equals four hours of skilled 
care services. 

Yes Yes 

United Healthcare Low PPO Plan for Cinergy COT. - 01/01/04 
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Description of 
Covered Health Setvice 

MUS t Your Copayment Does Do You Need 
You Amount Copayment to Meet Annual 

Notifv Care % Copayments are Help Meet Deductible? 
~ o o r d i i a t i o n ~ ~  based On a percent of out-0)-pocket 

EIqgble Expenses 
? Maximum? 

-. - 
Notifv Care CoordinationSM 

Please remember that you should notify Care coordinationSM five 
business days before receiving services. If you don't notify Care 
~oordination~~', Benefits will be subject to a $300 penalty. 

10. Hospice Care. Network 
Hospice care that is recommended by a Physician. Hospice care is an Yes 

integrated program that provides comfort and support services for 
the terminally ill. Hospice care includes physical, psychological, 
social and spiritual care for the terminally ill person, and short-term 
grief counseling for immediate family members. Benefits are 
available when hospice care is received from a licensed hospice 
agency. 

Notify Care coordinationSM 
Please remember that you must notify Care coordinationSM five Non-Network 

business days before receiving services. If you don't notify Care . Yes 40% 

CoordinationSM, Benefits will be subject to a $300 penalty. 

Yes Yes 

Yes Yes 

11. Hospital - Inpatient Stay 
Inpatient Stay in a Hospital. Benefits are available for: 

Services and supplies received during the Inpatient Stay. 

Room and board in a Semi-private Room (a room with 
two or more beds). 

N e m k  
Yes 20% Yes Yes 

United Healthcare Low PPO Plan for Cinergy Corp. - 01/01/04 
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Description of 
Covered Health Service 

Must Your Copayment Does Do You Need 
You Amount Copayment to Meet Annual 

Notifv Care % Copayments are H e l ~  Meet Deductible? 
~ooal idat ions~ based On a percent out-okpocket 

Eligible Expenses 
? Maximum? 

Notify Care CoordinationSM 
Please remember that you must notify Care ~ o o r d i n a t i o n ~ ~  as Non-Network 

Yes 40% Yes Yes follows: 

For elective admissions: five business days before admission. 

For non-elective admissions: within one business day or the 
same day of admission. 

For Emergency admissions: within two business days or the 
same day of admission, or as soon as is reasonably possible. 

If you don't notify Care coordinationsM, Benefits will be subject to a 
$300 penalty. 

12. Infeitility S e ~ c e s  Network 

Covered Health Services for the diagnosis and treatment of the No 20% Yes Yes 

underlying medical condition causing infertility when provided by or 
under the direction of a Physician. 

Non-Network 
No 40% Yes Yes 

13. Injections received in a Physician's Network 
No Ofifte Visit: Office $25 per visit No No 

Benefits are available for injections received in a Physician's office 
when no other health service is received, for example allergy Izjection On.$ 
irnrnunotherapy. 20% Yes Yes 0 

R 8 
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Description of Must Your Copayment Does Do You Need 
Covered Health Service You Amount Copayment to Meet Annual 

No& Care % Copayments are Helt, Meet Deductible? 

Ekgble Expenses 
? Maximum? 

Non-Network 
No 40% per injection Yes Yes 

14. Maternity Senices 
Benefits for Pregnancy will be paid at the same level as Benefits for 
any other condition, Sickness or Injuty. This includes all matemity- 
related medical services for prenatal care, postnatal care, delivery, 
and any related complications. 

There is a special prenatal program to help during Pregnancy. It is 
completely voluntary and there is no extra cost for participating in 
the program. To sign up, you should notify Care coordinationSM 
during the first trimester, but no later than one month prior to the 
anticipated childbirth. 

We will pay Benefits for an Inpatient Stay of at least: 

48 hours for the mother and newbom child following 
a vaginal delivery. 

96 hours for the mother and newbom child following 
a cesarean section delivery. 

If the mother agrees, the attending provider may discharge the 
mother and/or the newbom child earlier than these minimum time 
frames. 

Notify Cate coordinationSM 
Please remember that you must notify Care coordinationSM as soon 

Network 
Yes if Inpatient Same as Physician's Office Services, Professional Fees, 

Stay exceeds Hospital-Inpatient Stay, Outpatient Diagnostic and 
time frames. Therapeutic Services. 

Non-Network 
Yes if Inpatient Same as Physician's Office Services, Professional Fees, 

Stay exceeds Hospital-Inpatient Stay, Outpatient Diagnostic and 
time frames. Therapeutic Services. 

United Healthcue Low PPO Plan For Cinergy Corp. - 01/01/04 
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Description of Must Your Copayment Does Do You Need 
Covered Health Service You Amount Copayment to Meet Annual 

Notify Care % Copayments are Help Meet Deductible? 
CoordinationSM based On a percent of Out-of-Pocket 

Eligible Expenses 
? Maximum? 

as reasonably possible if the Inpatient Stay for the mother and/or 
the newborn will be more than the time frames described. If you 
don't notify Care coordmationSM that the Inpatient Stay will be 
extended, your Benefits for the extended stay will be subject to a I 

$300 penalty. 

15. Mental Health and Substance Abuse Network 
No 20°/0 Services - Outpatient 

Mental Health servicesand Substance Abuse Services received on an 
outpatient basis in a provider's office or at an Alternate Facility, 
including: 

Mental health, substance abuse and chemical dependency 
evaluations and assessment. 

Diagnosis. 

Treatment planning. 

Referral services. 

Medication management. 

Short-term individual, family and group therapeutic services 
(including intensive outpatient therapy). 

Crisis intervention. 

Psychological testing. 

Any combination of Network and Non-Network Benefits for Non-Network 
Mental Health Services and/or Substance Abuse Services is limited No 40% 
to 50 visits per calendar year. 

Yes Yes 

Yes Yes 
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Description of 
Covered Health Setvice 

Must Your Copayrnent Does Do You Need 
You Amount Copayment to Meet Annual 

Notifv Care % Copayments are Help Meet Deductible? 
~oordidations~ based Eligible On a Expenses percent of out-if-pocket 

? Maximum? 

16. Mental Health and Substance Abuse Network 
You must call 20% 

Services - Inpatient and Intermediate the Mental 
Mental Health Services and Substance Abuse Services received on an ~ ~ ~ l t h /  
inpatient or itztermediate care basis in a Hospital or an Alternate Substance 
Facility. Benefits include detoxification from abusive chemicals or ~b~~~ Designee 
substances that is limited to physical detoxification when necessary ' to receive the 
to protect your physical health and well-being. Benefits. 

The Mental Health/Substance Abuse Designee, who will authorize 
the services, will determine the appropriate setting for the treatment. 
If an Inpatient Stay is required, it is covered on a Semi-private Room 
basis. At the discretion of the Mental Health/Substance Abuse 
Designee, two sessions of intermediate care (such as partial 
hospitalization) may be substituted for one inpatient day. 

Network Benefits for Mental Health Services and Substance Abuse 
Services must be provided by or under the direction of the Mental 
Health/Substance Abuse Designee. For Network Benefits, referrals 
to a Mental Health/Substance Abuse provider are at the sole 
discretion of the Mental Health/Substance Abuse Designee, who is 
responsible for coordinating all of your care. Contact the Mental 
Health/Substance Abuse Designee regarding Benefits for 
inpatient/intermediate Mental Health Services and Substance Abuse 
Services. 

Any combination of Network and Non-Network Benefits for 
~ e n t a l  Health Services and/or Substance Abuse Services is limited 
to 30 days per calendar year. 

Non-Netwmk 
You must call 

the Mental 
Health/ 

Substance 
Abuse Designee 

to receive the 
Benefits. 

Yes Yes 

Yes Yes 
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Description of 
Covered Health Service 

Must Your Copayment Does Do You Need 
You Amount Copayment to Meet Annual 

Notify Care % Copayments are Help Meet Deductible? 

Authorization Required 
Please remember that you must call and get authorization to receive 
these Benefits in advance of any treatment through the Mental 
Health/Substance Abuse Designee. The Mental Health/Substance 
Abuse Designee phone number appears on y o u  ID card. 

Without authorization, you will be responsible for paying all charges 
and no Benefits will be paid. 

17. Nutritional Counseling Network 
Covered Health Services provided by a registered dietician in an No 20% 

individual session for Covered Persons with medical conditions that 
require a special diet. Some examples of such medical conditions 
include: 

Diabetes mellitus. 

Coronary artery disease. 

Congestive heart failwe. 

Severe obstructive airway disease. 

Gout. 

Renal failure. 

Phenyketonuria. 

Hyperlipidernias. 

Benefits are limited to three individual sessions during a Covered 
Person's lifetime for each medical condition. 

Non-Network 
No 

Yes Yes 

Yes Yes 

- - - - - - 
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Description of 
Covered Health Service 

Must Your Copayment Does Do You Need 
You Amount Copayment to Meet Annual 

Notifi. Care % Copayments are Help Meet Deductible? 
Coordi~ation~~ based On a Percent ~~*-;f-pocket 

7 Elgible Expenses Maximum? 

18. Outpatient Surgery Network 
Covered Health Services received on an outpatient basis at a No 20% 

Hospital or Alternate Facility including surgery and related services. 

Network and Non-Network Benefits for radiology, anesthesiology 
and pathology are 20°/0. . 

Benefits under this section include only the facility charge and the Non-Network 
charge for required services, supplies and equipment. Benefits for No 
the professional fees related to outpatient surgery are described 
under Professional Feesfor Stltgical and Medcal Semkes below. 

When these services are performed in a Physician's office, Benefits 
are described under Physician's Ofice Semkes below. 

Yes Yes 

Yes Yes 

19. Physician's Office Services Network 
Covered Health Services received in a Physician's office including: No $25 per visit No No 

Treatment of a Sickness or Injury. 

Preventive medical care. 

Voluntary family planning. 

Well-baby and well-child care. 

Routine well woman examinations, including pap smears, pelvic 
examinations and mammograms. 

Routine well man examinations, including PSA examinations. 

No Copayrnent 
applies when no 
Physician charge 

is assessed. 
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Description of 
Covered Health Service 

Must Your Copaymetlt Does Do You Need 
You Amount Copayment to Meet Annual 

Notifv Care % Copayments are Help Meet Deductible? 
~oordi&&ons~ based Eligible On a Expenses percent out-of-pocket 

7 Maximum? 
-- - 

Routine physical examinations, including vision and hearing 
screenings. (Vision screenings do not include refractive 
examinations to detect vision impairment or the fitting or 
purchase of eyeglasses or contact lenses.) 

Immunizations. 

Network Benefits for immunizations where there is no Physician Non-Network 
charge assessed are 20%. No 40% Yes Yes 

No Benefits for 
preventive care. 

20. Private Duty Nursing Network 
Covered Health Services for private duty nursing care given on an No 20% 

outpatient basis when provided by a licensed nurse (R.N., L.P.N., or 
L.V.N.). 

Benefits are limited to a maximum of $5,000 per Covered Person Non-Network 
per calendar year. No 

Yes Yes 

Yes Yes 

21. Professional Fees for Surdcal and Network 

Medical Services 
Professional fees for surgical procedures and other medical care 
received in a Hospital, Skilled Nursing Facility, Inpatient 
Rehabilitation FaciIity or Alternate Facility. 

Yes Yes 

+ z  2 8 0 
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Description of 
Covered Health Service 

Must Your Copayrnent Does Do You Need 
You Amount Copayment to Meet Annual 

Notifv Care % Copayments are Help Meet Deductible? 
~ o o r d i i a t i o n ~ ~  On a percent out-if-pocket 

Eligible Expenses 
? Maximum? 

When these services are performed in a Physician's office, Benefits 
are described under Plysin'an's Oflce Services aboye. Non-Network 

No 40% Yes Yes 

22. Prosthetic Devices Network 

Prosthetic devices that replace a limb or body part inc1udi.g: No 20% 

e Artificial limbs. 

Artificial eyes. 

Breast prosthesis as required by the Women's Health and 
Cancer Rights Act of 1998. 

If more than one prosthetic device can meet your functional needs, Non-Network 
Benefits are available only for the most cost-effective prosthetic No 
device. 

The prosthetic device must be ordered or provided by, or under the 
direction of a Physician. We provide Benefits for a single purchase, 
including repairs, of a type of prosthetic device. Benefits are 
provided for the replacement of each type of prosthetic device every 
five calendar years. 

Yes Yes 

Yes Yes 

23. Reconstructive Procedures Network Same as Physician's Office Services, Professional Fees, 
Reconstructive procedures - services are considered reconstructive Yes Hospital-Inpatient Stay, Outpatient Diagnostic and 
procedures when a physical impairment exists and the primary Therapeutic Services, and Prosthetic Devices. 
purpose of the procedute is to improve or restore physiologic 
function for an organ or body part. By improving or restoring 
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Description of 
Covered Health 

Must Your Copayment Does Do You Need 
You Amount Copayment to Meet Annual 

Notify Care % Copayments are Help Meet Deductible? 
~ ~ ~ ~ d i & ~ t i ~ ~ ~ ~  based On a Percent of ~ ~ ~ - i f - ~ ~ ~ k ~ ~  

Ehgible Expenses 
? Maximum? 

physiologic function it is meant that the target organ or body part is 
made to work better. An example of a reconstructive procedure is 
surgery on the inside of the nose so that a person's breathing can be 
improved or restored. 

Cosmetic Procedures - services are considered Cosmetic Procedures 
when they improve appearance without making an organ or body Non-Network 

part work better. The fact that a person may suffer psychological Yes Same as Physician's Office Services, Professional Fees, 

consequences from the impairment does not classify surgery and Hospital-Inpatient Stay, Outpatient Diagnostic and 

other procedures done to relieve such consequences as a Therapeutic Services, and Prosthetic Devices. 

reconstructive procedure. Reshaping a nose with a prominent 
"bump" would be a good example of a Cosmetic Procedure because 
appearance would be improved, but there would be no effect on 
function like breathing. This Plan does not provide Benefits for 
Cosme tic Procedures. 

Some services are considered cosmetic in some circumstances and 
reconstructive in others. This means that there may be situations in 
which the primary purpose of the service is to make a body part 
work better, whereas in other situations, the purpose would be to 
improve appearance and function (such as vision) is not affected. A 
good example is upper eyelid surgery. At times, this procedure will 
improve vision, while on other occasions improvement in 
appearance is the primary purpose of the procedure. 

Please note that Benefits for reconstructive procedures include 
breast reconstruction following a mastectomy and reconstruction of 
the non-affected breast to achieve symmetry. Other services 
mandated by the Women's Health and Cancer Rights Act of 1998, 
including breast prostheses and treatment of complications, are 

6 
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Description of 
Covered Health S e ~ c e  

Must Your Copayment Does Do You Need 
' You Amount Copayment to Meet Annual 

Notifv Care % Copayments are ' Help Meet Deductible? 

provided in the same manner and at the same Ievel as those for any 
Covered Health Service. You can contact Care coordinationSM at the 
telephone number on your ID card for more information about 
Benefits for mastectomy-related services. 

Notify Care coordinationSM 
Please remember that you should notify Care ~ o o r d i n a t i o n ~ ~  five 
business days before receiving services. When you provide 
notification, Care coordinationSM can verify that the service is a 
reconstructive procedure rather than a Cosmetic Procedure. 
Cosmetic Procedures are always excluded from coverage. 

24. Rehabilitation S e ~ c e s  - Outpatient Network 
No O@ce Vbit: Therapy $25 NO NO 

Short-term outpatient rehabilitation services for: 

Physical therapy. 

Occupational therapy. 

Speech therapy. 

Pulmonary rehabilitation therapy. 

Cardiac rehabilitation therapy. 

Rehabilitation services must be performed by a licensed therapy Non-Network 
provider, under the direction of a Physician. No 

Benefits are available only for rehabilitation services that are 
expected to result in significant physical improvement in your 

Alternate Setting 
20% Yes Yes 

Yes Yes 

- - - - - - - - -- - 
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Description of 
Covered Health Setvice 

Must Your Copayment Does Do You Need 
You Amount Copayment to Meet Annual 

Notifv Cate % Copayments are Help Meet Deductible? 
~ootd i ia t ions~  based On a percent of out-if-pocket 

3 Ehgible Expenses Maximum? 

condition within two months of the start of treatment. Please note 
that we will pay Benefits for speech therapy only when the speech 
impediment or speech dysfunction results from Injury, stroke or a 
Congenital Anomaly. 

Speech Therapy for Childen under Age Three 
Services of a licensed speech therapist for treatment given to a child 
under age three whose speech is impaired due to one of the 
following conditions: 

Infantile autism. 

Development delay or cerebral palsy. 

Hearing impairment. 
Major congenital anomalies that affect speech such as, but not 
limited to, cleft lip and cleft palate. 

Please note that the Plan excludes any type of therapy, service or 
supply for the treatment of a condition which ceases to be 
therapeutic treatment and is instead administered to maintain a level 
of functioning or to prevent a medical problem from occurring or 
reoccurring. 

Any combination of Network and Non-Network Benefits is limited 
.as follows: 

20 visits of physical therapy per calendar year. 

20 visits of occupational therapy per calendar year. 

20 visits of speech therapy per calendar year. 

+'z 
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Description of 
Coveted Health Service 

Must Yout Copayment Does Do You Need 
You Amount Copayment to Meet Annual 

No ti& Care % Copayments are Help Meet Deductible? 

25. Skilled Nursing Facility/Inpatient Network 
Yes 20% 

Rehabilitation Facility Services 
Services for an Inpatient Stay in a Skilled Nursing Facility or 
Inpatient ~ehabilitatibn Facility. Benefits are available for: 

* Services and supplies received during the Inpatient Stay. 

0 Room and board in a Semi-private Room (a room with two or 
more beds). 

Any combination of Network and Non-Network Benefits is limited 
to 120 days per calendar year. 

Please note that, in general, the intent of skilled nursing is to provide 
Benefits for Covered Persons who are convalescing from an Injury 
or illness that requites an intensity of care or a combination of 
skilled nursing, rehabilitation and facility services which are less than 
those of a generai acute Hospital but greater than those available in 
the home setting, 

The Covered Person is expected to improve to a predictable level of 
recovery. 

Benefits are available when skilled nursing and/or rehabilitation 
services are needed on a daily basis. Accordingly, Benefits are NOT 
available when these services are required intermittently (such as 
physical therapy three times a week). 

Benefits are NOT available for custodial, domiciliary or maintenance 
care (including adrmnistration of enteral feeds) which, even if it is 

Yes Yes 
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Description of 
Covered Health Service 

Must Your Copayment Does Do You Need 
You Amount Copayment to Meet Annual 

Notifv Care % Copayments are Help Meet Deductible? 
~oordidations~ based On a percent of out-0-f-pocket 

3 Ehgtble Expenses Maximum? 

ordered by a Physician, is primarily for the purpose of meeting 
personal needs of the Covered Person or maintaining a level of 
function, as opposed to improving that function to an extent that 
might allow for a more independent existence. 

(Custodial, domiciliary or maintenance care may be provided by 
without special skill or training. It may include, but is not 

limited to, help in getting in and out of bed, walking, bathing, 
dressing, eating and taking medication, as well as ostomy care, 
hygiene or incontinence care, and checking of routine vital signs.) 

Notify Care coordinationSM 
Please remember that you must notify Care coordinationSM as Non-Nemk 

follows: Yes Yes Yes 

For elective admissions: five business days before admission. 

For non-elective admission: within one business day or the same 
day of admission. 

For Emergency admissions: within two business days or the 
same day of admission, or as soon as is reasonably possible. 

If you don't notify Care coordinationSM, Benefits will be subject to a 
$300 penalty. 
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Description of Must Your Copayment Does Do You Need 
Covered Health Service You Amount Copayment to Meet Annual 

Notifv Care % Copayments are Help Meet Deductible? 
Coordi~at ion~~  based on a percent of ~ ~ ~ - ~ ~ - p ~ ~ k ~ ~  

3 Elrgible Expenses Maximum? 

26. Spinal Treatment, Chiropractic and Network 

Osteopathic Manipulative ~ h e r a ~ ~  
No $25 

Benefits for Spinal Treatment include chiropractic and osteopathic 
manipulative therapy. Benefits for Spinal Treatment when provided 
by a Network or non-Network Spinal Treatment provider in the 
provider's office. 

Benefits include diagnosis and related services and are limited to one 
visit and treatment per day. Non-Network 

No 
Please note that the Plan excludes any type of therapy, service or 
supply including, but not limited to spinal manipulations by a 
chiropractor or other doctor for the treatment of a condition which 
ceases to be therapeutic treatment and is instead administered to 
maintain a level of functioning or to prevent a medical problem 
from occurring or reoccurring. 

Any combination of Network and Non-Network Benefits for Spinal 
Treatment is limited to 20 visits per calendar year. 

Yes Yes 

27. Temporomandibular Joint Network 

Dysfunction (TMJ) No Office Visit: 
$25 No 

Covered Health Services for diagnostic and surgical treatment of 
conditions affecting the temporomandibular joint when provided by Alternate Setting: 
or under the direction of a Physician. Coverage includes necessary 20% Yes 
&agnostic or surgical treatment required as a result of accident, 

No 

Yes 
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Description of 
Covered Health Service 

Must Your Copayment Does Do You Need 
You Amount Copayment to Meet ANtual 

Notify Care % Copayments are Help Meet Deductible? 
~ ~ ~ ~ d i ~ ~ t i ~ ~ ~ ~  based On a Percent out-&f-pocket 

Eligible Expenses 
? Maximum? 

trauma, congenial defect, developmental defect, or orpathology. 

Please note that Benefits are not available for charges of services 
that are Dental in nature. 

A combination of Network and Non-Network Benefits is limited to Non-Network 
a maximum of $1,500 per Covered Person per lifetime for non- No 40% Yes Yes 
surgical services and supplies relating to TMJ. 

28. Transplantation S e ~ c e s  Network 
Covered Health Services for the following organ and tissue ' Yes 20% Yes Yes 

transplants when ordered by a Physician. For the highest level of 
Benefits, transplantation services must be received at a Designated 
United Resource Network Facility. Benefits are available for the 
transplants listed below when the transplant meets the definition of 
a Covered Health Service, and is not an Experimental or 
Investigational Service or an Unproven Service. 

Care coordinationSM notification is required for all transplant 
services. 

The services described under Transportation and Lodging below 
are Covered Health Services ONLY in connection with a transplant 
received at a Designated United Resource Network Facility. 

Bone marrow transplants (either &om you or from a compatible 
donor) and peripheral stem cell transplants, with or without high 
dose chemotherapy. Not all bone marrow transplants meet the 
definition of a Covered Health Service. The search for bone 
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Description of 
Covered Health S e ~ c e  

Must Your Copayment Does Do You Need 
You Amount Copayment to Meet Annual 

Notify Cate % Copayments are ' H e l ~  Meet Deductible? 
~ ~ ~ ~ d i f ; ~ h ~ ~ ~  based On a percent of Out-df-Pocket 

Ehgible Expenses 
? Maximum? 

marrow/stem cell Grom a donor who is not biologically related 
to the patient is a Covered Health Service only for a transplant 
received at a Designated United Resource Network Facility. If a 
separate charge is made for bone marrow/stem cell search, a 
Maximum Benefit of $25,000 is payable for all charges made in 
connection with the search. 

Heart transplants. 

Heart/lung transplants. 

Lung transplants. 

Kidney transplants. 

o Kidney/pancreas transplants. 

0 Liver transplants. 

Liver/small bowel transplants. 

Pancreas transplants. 

Small bowel transplants. 

Benefits for cornea transplants that are provided by a Physician at a Non-Network 
Network Hospital are paid as if the transplant was received at a Yes 
Designated United Resource Network Facility. We do not require 
that cornea transplants be performed at a Designated United 
Resource Network Facility in order for you to receive the highest 
level of Network Benefits. 

Organ or tissue transplants or multiple organ transplants other than 
those listed above are excluded from coverage, unless determined by 
Care Coordination to be a proven procedure for the involved 

Yes Yes 

Untted Healthcare Low PPO Plan for Cinergy Corp. - 01/01 /04 

32 (Section 1: What's Covered-Benefits) 



Description of 
Covered Health S e ~ c e  

Must Your Copayment Does Do You Need 
You Amount Copayment to Meet Annual 

Notifjl Care % Copayments are Help Meet Deductible? 
CO~rdinationSM based on a Percent of o ~ ~ - ~ ~ - P ~ ~ ~ ~ ~  

Ehgible Expenses 
? Maximum? 

diagnoses. 

Under the Plan there are specific guidelines regarding Benefits for 
transplant services. Contact Care CoordinationSM at the telephone 
number on your ID card for information about these guidelines. 

Transportation and Lodging 
Care ~oordination~~~will  assist the patient and family with travel and 
lodging arrangements only when services are received from a 
Designated United Resource Network Facility. Expenses for travel, 
lodgulg and meals for the transplant recipient and a companion are 
available under this Plan as follows: 

Transportation of the patient and one companion who is 
traveling on the same day(s) to and/or from the site of the 
transplant for the purposes of an evaluation, the transplant 
procedure or necessary post-discharge follow-up. 

Eligible Expenses for lodging and meals for the patient (while 
not confined) and one companion. Benefits are paid at a per 
diem rate of up to $50 for one person or up to $100 for two 
people. 

Travel and lodging expenses are only available if the transplant 
recipient resides more than 50 miles from the Designated United 
Resource Network Facility. 

If the patient is an Enrolled Dependent minor child, the 
transportation expenses of two companions will be covered and 
lodging and meal expenses will be reimbursed up to the $100 per 
diem rate. 
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Description of 
Coveted Health Service 

Must Your Copayment Does Do You Need 
You Amount Copayment to Meet Annual 

Notify Care % Copayments are Help Meet Deductible? 
~ ~ ~ ~ d i d ~ ~ i ~ ~ ~ ~  based On a percent of ~ ~ ~ - ~ - f - ~ ~ ~ k ~ ~  

Eligible Expenses 7 Maximum? 

There is a combined overall lifetime maximum Benefit of $10,000 
per Covered Person for all transportation, lodging and meal 
expenses incurred by the transplant recipient and companion(s) and 
reimbursed under this Plan in connection with all transplant 
procedures. 

Notify Care coordinationSM 
You must notify Care coordinationSM as soon as the possibility of a 
transplant arises (and before the time a pre-transplantation 
evaluation is performed at a transplant center). If you don't notify 
Care CoordinationSM, Benefits will be subject to a $300 penalty. 

29. Urgent Care Center Services Network 

Covered Health Services received at an Urgent Care Center. When No 20% Yes Yes 

services to treat urgent health care needs are provided in a 
Physician's office, Benefits are available as described under Physician's 
OBce Services earlier in this section. 

Non-Network 
No 40% Yes Yes 
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The services, treatments, items or supplies listed in this section are 

Section 2: not Covered Health Services, except as may be specifically provided 
for in (Section 1: Covered Health Services) or through a Rider to the 

What's Not Covered-- SPD. 

Exclusions A. Alternative Treatments 
1. Acupressure. 

2. Aroma therapy. 

How headings are used in this section. 

* Medical services that are not covered. We call 
these Exclusions. It's important for you to know 
what services and supplies are not covered under 

3. Hypnotism. 

4. Massage Therapy. 
5. Rolfmg. 

6. Services and supplies provided by a naturopath. 
7. Other forms of alternative treatment as defined by the Office of 

Alternative Medicine of the National Institutes of Health. 

B. Comfort or Convenience 
How We Use Headings in this Section I. Television. 
To help you find specific exclusions more easily, we use headings. 
The headings group services, treatments, items, or supplies that fall * 2. Telephone. 

into a similar category. Actual exclusions appear underneath 3. Beauty/Barber service. 
headings. A heading does not create, define, modify, limit or expand 4. Guest service. 
an exclusion. All exclusions in this section apply to you. 5. Supplies, equipment and similar incidental services and supplies 

for personal comfort. Examples include: 

Plan Exclusions 
We will not pay Benefits for any of the services, treatments, items or 
supplies described in this section, even if either of the following is 
me:  

- Air conditioners. 

- Air purifiers and filters. 

- Batteries and battery chargers. 

- Dehumidifiers. 

It is recommended or prescribed by a Physician. - Humidifiers. 

It is the only available treatment for your condition. 6. Devices and computers to assist in communication and speech. 

To continue reading go to right column on this page. To continue read;#& go to fej9 column on nextpage. 0 
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7. Home remodeling to accommodate a health need (such as, but 
not limited to, ramps and swimming pools). 

C. Dental 
1. Dental care except as described in (Section 1: What's Covered-- 

Benefits) under the heading DentalServices - Accident 0nb.  
2. Preventive care, diagnosis, treatment of or related to the teeth, 

jawbones or gums. Examples include all of the following: 

- Extraction, restoration and replacement of teeth. 

- Medical or surgical treatments of dental conditions. 

4. Over the counter drugs and treatments. 

E. Experimental or Investigational 
Services or Unproven Services 
Experimental or Investigational Services and Unproven Services are 
excluded. The fact that an Experimental or Investigational Service or 
an Unproven Service, treatment, device or pharmacological regimen 
is the only available treatment for a particular condition will not 
result in Benefits if the procedure is considered to be Experimental 
or Investigational or Unproven in the treatment of that particular 
condition. 

- Services to improve dental clinical outcomes. 

3. Dental implants. 

4. Dental braces. 
F. Foot Care 

5. Dental X-rays, supplies and appliances and all associated 1. Except when needed for severe systemic disease: 

expenses, including hospitalizations and anesthesia. The only - Routine foot care (including the cutting or removal of corns 
exceptions to this are for any of the following: and calluses). 

- Transplant preparation. 

- Initiation ofimrnunosuppressives. 

- The direct treatment of acute traumatic Injury, cancer or 
cleft palate. 

6. Treatment of congenitally missing, malpositioned, or super 
numerary teeth, even if part of a Congenital Anomaly. 

D. Drugs 
1. Prescription drug products for outpatient use that are fded by a 

prescription order or refill. 

2. Self-injectable medications. 

3. Non-injectable medications given in a Physician's office except 
as required in an Emergency. 

To continue reading, go to  n@t column on this page. 

- Nail trimming, cutting, or debriding. 

2. Hygienic and preventive maintenance foot care. Examples 
include the following: 

- Cleaning and soaking the feet. 

- Applying skin creams in order to maintain skin tone. 

- Other services that are performed when there is not a 
localized illness, Injury or symptom involving the foot. 

3. Treatmentof flat feet. 

4. Treatment of subluxation of the foot. 

G. Medical Supplies and Appliances 
1. Devices used specifically as safety items or to affect performance 

in sports-related activities. 

To continue reading go to ley column on nextpage. 
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2. Prescribed or non-prescribed medical supplies and disposable 
supplies. Examples include: 

- Elastic stockings. 

- Ace bandages. 

- Gauze and dressings. 

- Syringes. 

- Diabetic test strips, monitors, and supplies (except for 
pumps). 

3. Orthotic appliances that straighten or re-shape a body part 
(including some types of braces). 

4. Tubings, nasal cannulas, connectors and masks are not covered 
except when used with Durable Medical Equipment (as 
described in Section 1: What's Covered--Benefits). 

H. Mental Health/Substance Abuse 
1. Services performed in connection with conditions not classified 

in the current edition of the Diagnostic and Statistical Manual of 
the American Psychiatric Association. 

2. Services for Mental Health and Substance Abuse that extend 
beyond the period necessary for short-term evaluation, 
diagnosis, treatment or crisis intervention. 

3. Treatment for insomnia and other sleep disorders, dementia, 
neurological disorders and other disorders with a known physical 
basis. 

4. Treatment for conduct and impulse control disorders, 
personality disorders, paraphilias and other Mental Illnesses that 
wiU not substantially improve beyond the current level of 
functioning, or that are not subject to favorable modification or 
management according to prevailing national standards of 
clinical practice, as reasonably determined by the Mental 
Health/Substance Abuse Designee. 

To continue reading, go to nght coIumn on this page. 

5. Services utilizing methadone treatment as maintenance, 
L.A.A.M. (1-Alpha-Acetyl-Methadol), Cyclazocine, or their 
equivalents. 

6.  Treatment provided in connection with or to comply with 
involuntary commitments, police detentions and other similar 
arrangements, unless authorized by the Mental 
Health/Substance Abuse Designee. 

7. Residential treatment services. 1 

8. Services or supplies for the diagnosis or treatment of Mental 
Illness, alcoholism or substance abuse disorders that, in the 
reasonable judgment of the Mental Health/Substance Abuse 
Designee, are any of the following: 

- Not consistent with prevailing national standards of clinical 
practice for the treatment of such conditions. 

- Not consistent with prevailing professional research 
demonstrating that the services or supplies will have a 
measurable and beneficial health outcome. 

- Typically do not result in outcomes demonstrably better than 
other available treatment alternatives that are less intensive 
or more cost effective. 

- Not consistent with the Mental Health/Substance Abuse 
Designee's guidelines or best practices as modified from time 
to time. 

The Mental Health/Substance Abuse Designee may consult with 
professional clinical consultants, peer review committees or 
other appropriate sources for recommendations and information 
regarding whether a service or supply meets any of these criteria. 

9. Pastoral counselors. 

10. Treatment provided in connection with autism provided under 
the Mentaf Heaftb/Substance Abuse portion of the Plan. However, 

To continue reading, go to lt$ column on nextpage. 
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any services, treatments, items or supplies provided for in 
(Section 1: Covered Health Services) may be covered. 

11. Treatment provided in connection with tobacco dependency. 
12. Routine use of psychological testing without specific 

authorization. 

I. Nutrition 
1. Megavitamin and nutrition based therapy. 
2. Except as described in (Section 1: What's Covered -- Benefits) 

under Nutn'h'onal Counsehng, nutritional counseling for either 
individuals or groups, including weight loss programs, health 
clubs and spa programs. 

J. Physical Appearance 
1. Cosmetic Procedures. See the dehnition in (Section 10: Glossary 

of Dehned Terms.) Examples include: 

- Pharmacological regimens, nutritional procedures or 
treatments. 

- Scar or tattoo removal or revision procedures (such as 
salabrasion, chemosurgery and other such skin abrasion 
procedures). 

- Skin abrasion procedures performed as a treatment for acne. 
2. Replacement of an existing breast implant if the earlier breast 

implant was performed as a Cosmetic Procedure. 
Note: Replacement of an existing breast implant is considered 
reconstructive if the initial breast implant followed mastectomy. 
See Reconstnlctiue Pmcedum in (Section 1: What's Covered-- 
Benefits). 

3. Physical conditioning programs such as athletic training, body- 
building, exercise, fitness, flexibility, and diversion or general 
motivation. 

To continue reading, go to night column on this page. 

4. Weight loss programs whether or not they are under medical 
supervision. Weight loss programs for medical reasons are also 
excluded. 

5 .  Wigs regardless of the reason for the hair loss except for loss of 
hair resulting from treatment of a malignancy or permanent loss 
of hair from an accidental Injury in excess of one per lifetime, up 
to a maximum of $500. 

K. Providers 
1. Services performed by a provider who is a family member by 

birth or marriage, including spouse, brother, sister, parent or 
child. This includes any service the provider may perform on 
himself or herself. 

2. Services performed by a provider with your same legaI residence. 

3. Services provided at a free-standing or Hospital-based diagnostic 
facility without an order written by a Physician or other provider. 
Services that are self-directed to a free-standing or Hospital- 
based diagnostic facility. Services ordered by a Physician or other 
provider who is an employee or representative of a free-standing 
or Hospital-based diagnostic facility, when that Physician or 
other provider: 

- Has not been actively involved in your medical care prior to 
ordering the service, or 

- Is not actively involved in your medical care after the service 
is received. 

This exclusion does not apply to mammography testing. 

1. Surrogate parenting. 

2. The reversal of voluntary sterilization. 

To continue readin& go to lej column on nextpage. 
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3. Fees or direct payment to a donor for sperm or ovum donations. 

4. Fees relating to Assisted Reproductive Technology. (Such as 
Artificial Insemination, Invitro Fertilization, GIFT & ZIFT) 

5. Monthly fees for maintenance and/or storage of frozen 
embryos. 

6. Health services associated with an elective abortion or the use oE 
non-surgical or drug-induced Pregnancy termination. 

7. Contraceptive supplies and services. 

8. Fetal reduction surgery. 

9. Health services associated with the use of non-surgical or drug- 
induced Pregnancy termination. 

M. Services Provided under Another Plan 
1. Health services for which other coverage is required by federal, 

state or local law to be purchased or provided through other 
arrangements. This includes, but is not limited to, coverage 
required by workers' compensation, no-fault auto insurance, or 
similar legislation. 

If coverage under workers' compensation or similar legislation is 
optional for you because you could elect it, or could have it 
elected for you, Benefits will not be paid for any Injury, Sickness 
or Mental Illness that would have been covered under workers' 
compensation or similar legislation had that coverage been 
elected. 

2. Health services for treatment of military service-related 
disabilities, when you are legally entitled to other coverage and 
facilities are reasonably available to you. 

3. Health services while on active military duty. 

To continue reading, go to tight column on this page. 

N. Transplants 
1. Health services for organ and tissue transplants, except those 

described in (Section 1: What's Covered--Benefits). 

2. Health s e ~ c e s  connected with the removal of an organ or tissue 
from you for purposes of a transplant to another person. (Donor 
costs for removal are payable for a transplant through the organ 
recipient's Benefits under the Plan). 

3. Health services for transplants involving mechanical or animal 
organs. 

4. Any solid organ transplant that is performed as a treatment for 
cancer. 

5 .  Any multiple organ transplant not listed as a Covered Health 
Service under the heading Transpbntah'on Health Services in 
(Section 1: What's Covered--Benefits), unless determined by 
Care Coordination to be a proven procedure for the involved 
diagnoses. 

0. Travel 
1. Health services provided in a foreign country, unless required as 

Emergency Health Services. 

2. Travel or transportation expenses, even though prescribed by a 
Physician. Some travel expenses related to covered s e ~ c e s  
rendered at United Resource Networks participating programs 
or Designated Facilities may be reimbursed at our discretion. 

P. Vision and Hearing 
1. Purchase cost of eye glasses, contact lenses, or hearing aids. 

2. Fitting charge for hearing aids, eye glasses or contact lenses. 

3. Eye exercise therapy. 

4. Routine vision examinations. 

To continue reading, go to l$ c o / m  on nextpage. 
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5. Surgery that is intended to allow you to see better without 8. Services for the evaluation and treatment of temporomandibular 
glasses or other vision correction including radial keratotomy, joint syndrome (TIvlJ), when the services are considered to be 
laser, and other refractive eye surgery. dental in nature, including oral appliances. 

Q. All Other Exclusions 
1. Health services and supplies that do not meet the definition of a 

Covered Health Service - see the definition in (Section 10: 
Glossary of Defined Terms). 

2. Physical, psychiatric or psychological exams, testing, 
vaccinations, immunizations or treatments that are otherwise 
covered under the Plan when: 

- Required solely for purposes of career, education, sports or 
camp, travel, employment, insurance, marriage or adoption. 

- Related to judicial or administrative proceedings or orders. 

- Conducted for purposes of medical research. 

- Required to obtain or maintain a license of any type. 
3. Health services received as a result of war or any act of war, 

whether declared or undeclared or caused during service in the 
armed forces of any country. 

4. Health services received after the date your coverage under the 
Plan ends, including health services for medical conditions 
arising before the date your coverage under the Plan ends. 

5. Health services for which you have no legal responsibility to pay, 
or for which a charge would not ordinarily be made in the 
absence of coverage under the Plan. 

6. In the event that a Non-Network provider waives Copayments 
and/or the Annual Deductible for a particular health service, no 
Benefits are provided for the health service for which the 
Copayments and/or Annual Deductible are waived. 

7,  Charges in excess of Eligible Expenses or in excess of any 
specified limttation. 

To continue reading, go to night cofumn on this page. 

9. Speech therapy except as required for treatment of a speech 
impediment or speech dysfunction that results from Injury, 
stroke, or a Congenital Anomaly. 

10. Upper and lower jawbone surgery except as required for direct 
treatment of acute traumatic Injury or cancer. Orthognathic 
surgery, jaw alignment except as a treatment of 
temporomandibular joint or sleep apnea. 

11. Non-surgical treatment of obesity, including morbid obesity. 

12. Surgical treatment of obesity including severe morbid obesity 
(with a BMI greater than 35). 

13. Growth hormone therapy. 

14. Sex transformation operations. 
15. Custodial Care. 

16. Domiciliary care. 

17. Private duty nursing received on an inpatient basis. 
18. Respite care. 

19. Rest cures. 

20. Psychosurgery. 
21. Treatment of benign gynecomastia (abnormal breast 

enlargement in males). 

22. Medical and surgical treatment of excessive sweating 
(hyperhidrosis) . 

23. Medical and surgical treatment for snbring, except when 
provided as a part of treatment for documented obstructive 
sleep apnea. 

24. Appliances for snoring. 

To continue reading, go to f$ column on nextpage. 
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25. Any charges for missed appointments, room or facility 
reservations, completion of claim forms or record processing. 

26. Any charges relating to a Physician visit that was performed in 
the Covered Person's home. 

27. Any charges higher than the actual charge. The actual charge is 
defined as the provider's lowest routine charge for the service, 
supply or equipment. 

28. Any charge for services, supplies or equipment advertised by the 
provider as free. 

29. &y charges by a provider sanctioned under a federal program 
for reason of fraud, abuse or medical competency. 

30. Any charges prohibited by federal anti-kickback or self-referral 
statutes. 

31. Any additional charges submitted after payment has been made 
and your account balance is zero. 

32. Anjr outpatient facility charge in excess of payable amounts 
under Medicare. 

33. Any charges by a resident in a teaching Hospital where a faculty 
Physician did not supervise services. 

34. Outpatient rehabilitation services, Spinal Treatment or supplies 
including, but not limited to spinal manipulations by a 
chiropractor or other doctor, for the treatment of a condition 
which ceases to be therapeutic treatment and is instead 
administered to maintain a level of functioning or to prevent a 
medical problem from occurring or reoccurring. 

35. Spinal treatment, including chiropractic and osteopathic 
manipulative treatment, to treat an illness, such as asthma or 
allergies. 

36. Speech therapy to treat stuttering, stammering, or other 
articulation disorders. 

37. Liposuction. 

To continue reading, go to right column on tbispage. 

38. Chelation therapy, except to treat heavy metal poisoning. 

39. Personal trainer. 

40. Naturalist. 

To continue reading, go to lej? column on nextpage. 
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Section 3: 
Description of Network 

and Non-Network 
Benefits 

Network Benefits. 

Non-Network Benefits. 

Your responsibility for notification. 

Network Benefits 
Network Benefits are generally paid at a higher level than Non- 
Network Benefits. Network Benefits are payable for Covered Health 
Services which are any of the following: 

* Provided by a Network Physician or other Network provider. 

* Emergency Health Services. 

Covered Health Services that are described as Network Benefits 
in (Section 1: What's Covered--Benefits). 

Please note that Mental Health and Substance Abuse Services must 
be authorized by the Mental Health/Substance Abuse Designee. 

To continue reading, go to right c o h n  on this page. 

Please see (Section 1: What's Covered--Benefits) under the heading 
for Mental Health and Substance Abuse. 

Com~an'son of Network and Non-Network Benefits 
A 

Network Non-Network 
Benefits A higher level of A lower level of 

Benefits means less Benefits means more 
cost to you. See cost to you. See 
(Section 1: What's (Section 1: What's 
Covered--Benefits). Covered--Benefits). 

Who Should You must notify Care You must notify Care 
Notify Care coordinationSM for coordinationSM for 

Coordinations* certain Covered certain Covered 
Health Services. Health S e ~ c e s .  
Failure to notify Failure to notify 
results in reduced results in reduced 
Benefits or no Benefits or no 
Benefits. See (Section Benefits. See (Section 
1: What's Covered-- 1: What's Covered-- 
Benefits), under the Benefits), under the 
Must You Notzz Care Must You Notzz Can 
coordinatiod"? Coordinatiod"? 
column. column. 

Who Should Not required. We pay You must file claims. 
File Claims Network providers See (Section 5: How 

directly. to File a Claim). 

To continue reading, go to It$ column on nextpage. 
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Network Non-Network 
Outpatient Emergency Health Services are always paid as 
Emergency a Network Benefit (paid the same whether you 

Ilealth are in or out of the Network). That means that 
if you seek Emergency care at a non-Network 
facility, you are not required to meet the 
Annual Deductible or to pay any difference 
between Eligible Expenses and the amount the 
provider bills. 

Do not assume that a Network provider's agreement includes all 
Covered Health Services. Some Network providers agree to provide 
only certain Covered Health Services, but not all Covered Health 
Services. Some Network providers choose to be a Network provider 
for only some products. Refer to your provider directory or contact 
the Claims Administrator for assistance. 

Designated W e d  Resource Network Faa'lities and 
Other Providers I 
If you have a medical condition that Care ~ o o r d i n a t i o n ~ ~  believes 

Provider Network nekds special services, they may direct you to a Designated United 
The Claims Administrator or its affiliate arranges for health care Resource Network Facility or other provider chosen by them. If you 
providers to participate in a Network. Network providers are require certain complex Covered Health Services for which expertise 
independent practitioners. They are not our employees or employees is limited, Care ~ o o r d i n a t i o n ~ ~  may direct you to a non-Network 
of the Claims Administrator. It is your responsibility to select your facility or provider. 
provider. 

In both cases, Benefits will only be paid if your Covered Health 
The credentialing process confirms public information about the Services for that condition are provided by or arranged by the 
providers' licenses and other credentials, but does not assure the Designated United Resource Network Facility or other provider 
quality of the services provided. chosen by Care ~oordination~". 

Separately, you will automatically be given a directory of Network 
providers at no cost to you. However, before obtaining services you 
should always verify the Network status of a provider. A provider's 
status may change. You are responsible for verifymg a provider's 
Network status prior to receiving services, even when you are 
referred by another Network provider. You can verify the provider's 
status by calling the Claims Administrator. 

It is possible that you might not be able to obtain services from a 
particular Network provider. The network of providers is subject to 
change. Or you might find that a particular Network provider may 
not be accepting new patients. If a provider leaves the Network or is 
otherwise not available to you, you must choose another Network 
provider to get Network Benefits. 

To continue reading, go to  night column on this page. 

Non-Network Benefits 
Non-Network Benefits are generally paid at a lower level than 
Network Benefits. Non-Network Benefits are payable for Covered 
Health Services that are provided by non-Network Physicians or 
non-Network providers. Non-Network Benefits are also payable for 
Covered Health Services that are provided at non-Network facilities. 
If there is no Network Provider within a 30 mile radius of your 
home zip code or no Network Specialist within a 50 mile radius of 
your home zip code, you may be eligible to receive benefits for 
certain Covered Health Services paid at the Network level. You may 
check a provider's status in your area by visiting www.myuhc.com or 
by calling Customer Service at the number on the back of your ID 

To continue reading, go to lej2 column on nextpage. 
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card. All benefits that fall under this category must be approved 
prior to receipt of care and are subject to any plan limitations or 
exclusions set forth in this SPD. 

Your Responsibility for Notification 
You must notify Care coordinationSM before getting certain Covered 
Health services from either Network or non-Network providers. 
The details are shown in the Mart Yon No&$ Care Coordinatiodh'P 
column in (Section 1: What's Covered--Benefits). If you fail to notify 
Care coordinationSM, Benefits are reduced or denied. 

Prior notification does not mean Benefits are payable in all cases. 
Coverage depends on the Covered Health Services that are actually 
given, your ehgbility status, and any benefit limitations. 

Care Coordination SM 
When you notify Care coordinationSM as described above, they will 
work with you to implement the Care coordinationshf process and to 
provide you with information about additional Services that are 
available to you, such as disease management programs, health 
education, pre-admission counseling and patient advocacy. 

Emergency Health Services 
We provide Benefits for Emergency Health Services when required 
for stabilization and initiation of treatment as provided by or under 
the direction of a Physician. 

Network Benefits are paid for Emergency Health Services, even if 
the services are provided by a non-Network provider. 

If you are conhed in a non-Network Hospital after you receive 
Emergency Health Services, Care coordinationSM must be 

To continue reading go to nght column on this page. 

notified within two business days or on the same day of 
admission if reasonably possible. Care ~oordination~" may elect 
to transfer you to a Network Hospital as soon as it is medically 
appropriate to do so. If you choose to stay in the non-Network 
Hospital after the date Care ~ o o r d m a t i o n ~ ~  decides a transfer is 
medically appropriate, Non-Network Benefits may be available if 
the continued stay is determined to be a Covered Health Service. 

If you are admitted as an inpatient to a Network Hospital within 
24 hours of receiving treatment for the same condition as an 
Emergency Health Senice, you will not have to pay the 
Copayment for Emergency Health Services. The Copayment for 
an Inpatient Stay in a Network Hospital will apply instead. 

Note: Please note that the Copayment for Emergency Health 
Services will not be waived if you have been placed in an 
observation bed for the purpose of monitoring your condition, 
rather than being admitted as an inpatient in the Hospital. In this 
case, the Emergency Copayment will apply instead of the 
Copayment for an Inpatient Stay. 

To continue reading, go to hJ column on nextpage. 
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You should notifv the Claims Administrator within 48 hours of the 

Section 4: day your coverage begins, or as soon as is reasonably possible. 
Network Benefits are available only if you receive Covered Health 

When Coverage Begins Services from Network Providers. 

e If you are hospitalized when this coverage 

Who is eligible for coverage. 

e When to enroll. 

How to Enroll 
To enroll, the Eligible Person must complete an online enrollment 
through YBR (Your Benefits Resources) website or by calling the 
iPeople Center w i t h  31 days of eligibility or during Annual 
Enrollment. We will not provide Benefits for health services that 
you receive before your effective date of coverage. 

If You Are Hospitalized When Your 
Coverage Begins 
If you are an inpatient in a Hospital, Skilled Nursing Facility or 
Inpatient Rehabilitation Facility on the day your coverage begins, we 
will pay Benefits for Covered Health Services related to that 
Inpatient Stay as long as you receive Covered Health Services in 
accordance with the terms of the Plan. 

To continue reading, go to night column on this page. 

If You Are Eligible for Medicare 
You will be responsible for the costs that Medicare would have paid 
if you are eligible for Medicare but do not enroll in and maintain 
coverage under both Medicare Part A and Part B. 

If you are enrolled in a Medicare+Choice (Medicare Part C) plan, 
you will be responsible for any additional costs or reduced benefits 
that result if you fail to follow the requirements of the 
Medicare+Choice plan. Please see Medcare Elgibilig in (Section 9: 
General Legal Provisions) for more information about how 
Medicare may affect your Benefits. 

To continue reading, go to  l e j  column on nextpage. 
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Who is Eligible for Coverage 

Who Description Who Determines Eligibility 

Eligible Eligible Person usually refers to an Employee or Retiree who meets the Cinergy Corp. determines who is eligible 
eligibility rules of this Plan. When an Eligible Person actually enrolls, we to enroU under the Plan. 

Person refer to that person as a Participant. For a complete definition of Eligible 
Person and Participant, see (Section 10: Glossary of Defined Terms). 

If both spouses are Eligible Persons of the Plan Sponsor, each may 
enroll as a Participant or be covered as an Enrolled Dependent of the 
other, but not both. 

Except as we have described in (Section 4: When Coverage Begins), 
Eligible Persons may not enroll without our written permission. 

Dependent Dependent generally refers to the Participant's spouse and children. Cinergy Corp. determines who qualifies as 
When a Dependent actually enrolls, we refer to that person as an a Dependent. 
Enrolled Dependent. For a complete definition of Dependent and 
Enrolled Dependent, see (Section 10: Glossary of Defined Terms). 

Dependents of an Eligible Person may not enroll unless the Eligible 
Person is also covered under the Plan. 

If both parents of a Dependent child are enrolled as a Participant, only 
one parent may enroll the child as a Dependent. 

=J% ' d m 0  
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When to Enroll and When Coverage Begins 
When to Enroll Who Can Enroll Begin Date 

Initial Enrollment Eligible Persons may enroll themselves and their Coverage begins on the date of hire or qualified 
Dependents. status change if you complete an online 

Period enrollment through YBR (Your Benefits 
The Initial Enrollment Period is the Resource) or by calling the Geople Center 
&st period of time when Eligible within 31 days of the date the Eligible Person 
Persons can enroll. becomes eligible to enroll. 

Open Enrollment Eligible Persons may enroll themselves and their Cinergy Corp. determines the Open Enrollment 

Period Dependents. Period. Coverage begins on the 1st day of the 
following calendar year. 

New Eligible Persons New Eligible Persons may enroll themselves and Coverage begins on the date of the qualified 
their Dependents. status change if you enroll through the YBR 

(Your Benefit Resource) website or by calling 
the iPeople Center within 31 days of the event. 

Adding New 
Dependents 

Participants may enroll Dependents who join their Coverage begins on the date of the qualified 
family because of any of the following events: status change if you enroll through the YBR 

( o u r  Benefit Resource) website or by calling 
Birth. the iPeople Center within 31 days of the event. 

Legal adoption. 

Placement for adoption. 

Marriage. 

Legal guardianship. 

Court or administrative order. 

United Healthcare Low PPO Plan for Cinergy Corp. - 01/01 /04 
- --- - - - 

(Section 4: When Coverage Begins) 



When to Entoll Who Can Enroll Begin Date 

Special Enrollment 
Period 
An Eligible Person and/or 
Dependent may also be able to enroll 
during a special enrollment period. A 
special enrollment period is not 
ivailable to an Eligible Person and his 
or her Dependents if coverage under 
the prior plan was terminated for 
cause, or because required 
contributions were not paid on a 
timely basis. 

A special enrollment period applies to an Eligible 
Person and any Dependents when one of the 
following events occurs: 

* Legal adoption. 

o Placement for adoption. 

* Marriage. 

A special enrollment period applies for an Eligible 
Person and/or Dependent who did not enroll 
during the Initial Enrollment Period or Open 
Enrollment Period if the following are true: 

The Eligible Person and/or Dependent had 
existing health coverage under another plan 
at the time they had an opportunity to enroll 
duting the Initial Enrollment Period or Open 
Enrollment Period; and 

e Coverage under the prior plan ended because of 
any of the following: 

- Loss of eligibility (including, without 
limitation, legal separation, divorce or death). 

- The employer stopped paying the 
contributions. 

- In the case of COBRA continuation 
coverage; the coverage ended. 

Event Takes Place (for example, a birth or 
marriage). Coverage begins on the date of the 
event if the Plan Administrator receives the 
completed enrollment form and any required 
contribution within 31 days of the event. 

Missed Initial Enrollment Period or open 
Enrollment Period. Coverage begins on the 
day immediately following the day coverage 
under the prior plan ends if the Plan 
Administrator receives the completed 
enrollment form and any required contribution 
within 31 days of the date coverage under the 
prior plan ended. 

United Healthcare Low PPO Plan for Cinergy Corp. - 01/01/04 
48 (Section 4: When Coverage Begins) 



format that contains all of the information required, as described 

Section 5: below. 

How to File a Claim 

0 If you receive Covered Health Services from a 
Network provider, you do not have to Eile a 
claim. We pay these providers directly. 

0 If you receive Covered Health Services from a 
non-Network provider, you are responsible for 

If You Receive Covered Health Services 
from a Network Provider 
We pay Network providers directly for your Covered Health 
Services. If a Network provider bills you for any Covered Health 
Service, contact the Claims Administrator. However, you are 
responsible for meeting the Annual Deductible and for paying 
Copayments to a Network provider at the time of service, or when 
you receive a bill from the provider. 

You must submit a request for payment of Benefits within one year 
after the date of S ~ M C ~ .  If a non-Network provider submits a claim 
on your behalf, you will be responsible for the timeliness of the 
submission. If you don't provide this information to us within one 

of the date of s e ~ c e ,  Benefits for that health service will be 
denied or reduced, in our or the Claims Administrator's discretion. 
This time limit does not apply if you are legally incapacitated. If your 
claim relates to an Inpatient Stay, the date of service is the date your 
Inpatient Stay ends. 

If a Participant provides written authorization to allow direct 
payment to a provider, all or a portion of any Eligible Expenses due 
to a provider may be paid directly to the provider instead of being 
paid by the Participant. We will not reimburse third parties who have 
purchased or been assigned benefits by Physicians or other 
providers: 

Required Information 
When you request payment of Benefits from us, you must provide 
us with all of the following information: 

A. Participant's name and address. 

B. The patient's name, age and relationship to the Participant. 
C. The member number stated on your ID card. 

D. An itemized bill from your provider that includes the following: 

Patient Diagnosis 
Filing a Claim for Benefits 

Date(s) OE service 
When you receive Covered Health Services from a non-Network 
provider, you are responsible for requesting payment from us Procedure Code(s) and descriptions of service(s) rendered 
through the Claims Administrator. You must He the claim in a Charge for each service rendered 

To continue reading, go to right column on this page. To continue reading, go to lej column on nextpage. 
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* Provider of Name, Address and Tax Identification 
Number 

E. The date the Injury or Sickness began. 

F. A statement indicating either that you are, or you are not, 
enrolled for coverage under any other health insurance plan or 
program. If you are enrolled for other coverage you must include 
the name of the other carrier(s). 

Payment of Benefits 
Through the Claims Administrator, we will make a benefit 
determination as set forth below. Benefits will be paid to you unless 
either of the following is true: 

A. The provider notifies the Claims Administrator that your 
signature is on file, assigning benefits directly to that provider. 

B. You make a written request for the non-Network provider to be 
paid directly at the time you submit your claim. 

Benekit Determna tions 
Post-$emrice CIaims 

Post-Service Claims are those claims that are filed for payment of 
benefits after medical care has been received. If your post-service 
claim is denied, you will receive a written notice from the Claims 
Administrator within 30 days of receipt of the claim, as long as all 
needed inforrnation was provided with the claim. The Claims 
Admimstrator will notify you within this 30 day period if additional 
information is needed to process the claim, and may request a one 
time extension not longer than 15 days and pend your claim until all 
information is received. 

will notify you of the denial within 15 days after the information is 
received. If you don't provide the~eeded information within the 45 
day period, your claim will be denied. 

A denial notice will explain the reason for denial, refer to the part of 
the Plan on which the denial is based, and provide the claim appeal 
procedures. 

P re - se~ce  claims are those claims that require notification or 
approval prior to receiving medical care. If your claim was a pre- 
service claim, and was submitted properly with all needed 
information, you will receive written notice of the claim decision 
from the Claims Administrator within 15 days of receipt of the 
claim. If you filed a pre-service claim improperly, the Claims 
Administrator wiU notify you of the improper filing and how to 
correct it within 5 days after the pre-service claim was received. If 
additional information is needed to process the pre-service claim, the 
Claims Administrator will notify you of the information needed 
within 15 days after the claim was received, and may request a one 
time extension not longer than 15 days and pend your claim until all 
information is received. Once notified of the extension you then 
have 45 days to provide this information. If all of the needed 
information is received within the 45 day time frame, the Claims 
Administrator will notify you of the determination within 15 days 
after the information is received. If you don't provide the needed 
information within the 45 days period, your claim will be denied. A 
denial notice will explain the reason for denial, refer to the part of 
the Plan on which the denial is based, and provide the c h  appeal 
procedures. 

Once notified of the extension you then have 45 days to provide this Urgent Claims that Require Imediate Action CJ 
information. If all of the needed information is received within the Urgent Care Claims are those claims that require notification or Y O  R E  
45 day time frame and the claim is denied, the Claims Administrator , approval prior to receiving medical care, where a delay in aeatment a , a Z 

To continue reading, go to night column on this page. To continue reading, go to lej2 column on nextpage. $? 
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could seriously jeopardize your life or heaIth or the ability to regain 
maximum function or, in the opinion of a physician with knowledge 
of your medical condition could cause severe pain. In these 
situations: 

o You will receive notice of the benefit determination in writing or 
electronically within 72-hours after the Claims Administrator 
receives all necessary information, taking into account the 
seriousness of your condition. 

Notice of denial may be oral with a written or electronic 
confirmation to follow within 3 days. 

If you filed an urgent claim improperly, the Claims Administrator . 
wdl notify you of the improper hling and how to correct it within 24 
hours after the urgent claim was received. If additional information 
is needed to process the claim, the Claims Administrator will notify 
you of the information needed within 24 hours after the claim was 
received. You then have 48 hours to provide the requested 
information. 

If an on-going course of treatment was previously approved for a 
specific period of time or number of treatments, and your request to 
extend the treatment is an Urgent Care Claim as defined above, your 
request will be decided within 24 hours, provided your request is 
made at least 24 hours prior to the end of the approved treatment. 
The Claims Admifiistrator will make a determination on your request 
for the extended treatment within 24 hours from receipt of your 
request. 

If your request for extended treatment is not made at least 24 hours 
prior to the end of the approved treatment, the request will be 
treated as an Urgent Care Claim and decided according to the 
timeframes described above. If an on-going course of treatment was 
previously approved for a specific period of time or number of 
treatments, and you request to extend treatment in a non-urgent 
circumstance, your request will be considered a new claim and 
decided according to post-service or pre-service timeframes, 
whichever applies. 

You will be notified of a determination no later than 48 hours after: 

* The Claims Administrator's receipt of the requested information; 
or 

The end of the 48 hour period within which you were to provide 
the additional information, if the information is not received 
within that time. 

A denial notice will explain the reason for denial, refer to the part of 
the Plan on which the denial is based, and provide the claim appeal 
procedures. 

0 
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If you are appealing an Urgent Care Claim denial, please refer to the 

Section 6: "Urgent Claim Appeals that Require Immediate Action" section 
below and contact Customer Service immediately. 

Questions and Appeals  he customer Service telephone number is shorn on your ID card. 
Customer Service representatives are available to take your call 
during regular businiss hours, Monday through Friday. 

* You are notified that a claim has been denied 

To resolve a question or appeal, just follow these steps: 

what to Do First 
If your question or concern is about a benefit determination, you 
may informally contact Customer Service before requesting a formal 
appeal. If the Customer Service representative cannot resolve the 
issue to your satisfaction over the phone, you may submit your 
question in writing. However, if you are not satisfied with a benefit 
determination as described in (How to File a Claim) you may appeal 
it as described below, without frrst informally contacting Customer 
Service. If you &st informally contact Customer Service and later 
wish to request a formal appeal in writing, you should contact 
Customer Service and request an appeal. If you request a formal 
appeal, a Customer Service representative will provide you with the 
appropriate address of the Claims Administrator. 

How to Appeal a Claim Decision 
If you disagree with a pre-service or post-service claim 
determination after following the above steps, you can contact the 
Claims Administrator in d t i n g  to formally request an appeal. Your 
request should include: 

The patient's name and the identification number Erom the 
ID card. 

The date(s) of medical service(s). 

The provider's name. 

The reason you believe the claim should be paid. 

Any documentation or other written information to support 
your request for claim payment. 

Your first appeal request must be submitted to the Claims 
Administrator within 180 days after you receive the claim denial. 

Appeal Process 
A qualified individual who was not involved in the decision being 
appealed will be appointed to decide the appeal. If your appeal is 
related to clinical matters, the review will be done in consultation 
with a health care professional with appropriate expertise in the field 
who was not involved in the prior determination. The Claims 

To continue readitg, go to right column on this page. To continue reading, go to /ep column on nextpage. 

United Healthcare Low PPO Plan for Cinergy Corp. - 01/01/04 
52 (Section 6: Questions and Appeals) 



Administrator may consult with, or seek the participation of, medical 
experts as part of the appeal resolution process. You consent to this 
referral and the sharing of pertinent medical claim information. 
Upon written request and free of charge you have the right to 
reasonable access to and copies of, all documents, records, and other 
information relevant to your claim for benefits. 

Appeals Determinations 
Pre-Service and Post-Service Claim Appeals 
You will be provided written or electronic notification of decision 
on your appeal as follows: 

For appeals of pre-service claims (as defined in How to File a 
Claim), the first level appeal will be conducted and you will be 
notified by the Claims Administrator of the decision within 15 days 
from receipt of a request for appeal of a denied claim. The second 
level aipeal will be conducted and you will be notified by us of the 
decision within 15 days from receipt of a request for review of the 
first level appeal decision. 

For appeals of post-service claims (as defined in How to File a 
Claim), the first level appeal will be conducted and you will be 
notified by the Claims Administrator of the decision within 30 days 
from receipt of a request for appeal of a denied claim. The second 
level appeal will be conducted and you will be notified by us of the 
decision within 30 days from receipt of a request for review of the 
first level appeal decision. 

For procedures associated with urgent ciaims, see "Urgent Claim 
Appeals that Require Immediate Action" below. 

If you are not satisfied with the first level appeal decision of the 
Claims Administrator, you have the right to request a second level 
appeal from us as the Plan Administrator. Your second level appeal 

To continue reading, go to nght column on thispage. 

request must be submitted to us in writing within 60 days from 
receipt of the first level appeal decision. 

The Plan Administrator has the exclusive right to interpret and 
administer the Plan, and these decisions are conclusive and binding. 

Please note that our decision is based only on whether or not 
Benefits are available under the Plan for the proposed treatment or 
procedure. The determination as to whether the pending health 
service is necessary or appropriate is between you and your 
Physician. 

Urgent Claim Appeals that Require 
Immediate Action 
Your appeal may require immediate action if a delay in treatment 
could significantly increase the risk to your health or the ability to 
regain maximum function or cause severe pain. In these urgent 
situations: 

The appeal does not need to be submitted in writing. You or 
your Physician should call the Claims Administrator as soon as 
possible. The Claims Administrator will provide you with a 
written or electronic determination within 72 hours following 
receipt by the Claims Administrator of your request for review 
of the determination taking into account the seriousness of your 
condition. 

For urgent claim appeals, we have delegated to the Claims 
Admuustrator the exclusive right to interpret and administer the 
provisions of the Plan. The Claims Administrator's decisions are 
conclusive and binding. 

To continue readzng, go to l$ column on nextpage. 
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Section 7: 
Coordination of Benefits 

This section provides you with information about: 
e What you need to know when you have coverage 

under more than one plan. 

Definitions specific to Coordination of Benefit 
rules. 

* Order of payment rules. 

Benefits When You Have Coverage under 
More than One Plan 
This section describes how Benefits under the Plan will be 
coordinated with those of any other plan that provides Benefits to 
you. The language in this section is &om model laws drafted by the 
National Association of Insurance Commissioners (NAIC) and 
represents standard industry practice for coordinating Benefits. 

When Coordination of Benefits Applies 
This coordination of benefits (COB) provision applies when a person 
has health care coverage under more than one benefit plan. 

The order of benefit determination rules described in this section 
determine which Coverage Plan will pay as the Primary Coverage 
Plan. The Primary Coverage Plan that pays f ~ s t  pays without regard 
to the possibility that another Coverage Plan may cover some 

expenses. A Secondary Coverage Plan pays after the Primary 
Coverage Plan and may reduce the Benefits it pays. This is to prevent 
payments from all group Coverage Plans fiom exceeding 100 percent 
of the total Allowable Expense. 

Definitions 
For purposes of this section, terms are defined as follows: 

1. "Coverage Plan" is any of the following that provides Benefits or 
s e ~ c e s  for medical or dental care or treatment. However, if 
separate contracts are used to provide coordinated coverage for 
members of a group, the separate contracts are considered parts 
of the same Coverage Plan and there is no COB among those 
separate contracts. 

a. "Coverage Plan" includes: group insurance, closed panel or 
other forms of group or group-type coverage (whether 
insured or uninsured); medical care components of group 
long-term care contracts, such as skilled nursing care; medical 
Benefits under group or individual automobile contracts; and 
Medicare or other governmental Benefits, as permitted by 
law. 

b. "Coverage Plan" does not include: individual or family 
insurance; closed panel or other individual coverage (except 
for group-type coverage); school accident type coverage; 
Benefits for non-medical components of group long-term 
care policies; Medicare supplement policies, Medicaid policies 
and coverage under other governmental Plans, unless 
permitted by law. 

Each contract for coverage under a. or b. above is a separate 
Coverage Plan. If a Coverage Plan has two parts and COB 
rules apply only to one of the two, each of the parts is treated 
as a separate Coverage Plan. 

To continue reading, go to night column on this page. To continue reading, go to lej? column on nextpage. 
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2. The order of benefit determination rules determine whether this 
Coverage Plan is a "Primary Coverage Plan" or "Secondary 
Coverage Plan" when compared to another Coverage Plan 
covering the person. 

When this Coverage Plan is primary, its Benefits are determined 
before those of any other Coverage Plan and without considering 
any other Coverage Plan's Benefits. When this Coverage Plan is 
secondary, its Benefits are determined after those of another 
Coverage Plan and may be reduced because of the Primary 
Coverage Plan's Benefits. 

3. "Allowable Expense" means a health care service or expense, 
including deductibles and Copayments, that is covered at least in 
part by any of the Coverage Plans covering the person. When a 
Coverage Plan provides Benefits in the form of services, (for 
example an HMO) the reasonable cash value of each service will 
be considered an Allowable Expense and a benefit paid. An 
expense or service that is not covered by any of the Coverage 
Plans is not an Allowable Expense. Dental care, routine vision 
care, outpatient prescription drugs, and hearing aids are examples 
of expenses or services that are not Allowable Expenses under 
the Plan. The following are additional examples of expenses or 
services that are not Allowable Expenses: 
a. If a Covered Person is conhed  in a private Hospital room, 

the difference between the cost of a Semi-private Room in 
the Hospital and the private room, (unless the patient's stay in 
a private Hospital room is medically necessary in terms of 
generally accepted medical practice, or one of the Coverage 
Plans routinely provides coverage for Hospital private rooms) 
is not an Allowable Expense. 

b. If a person is covered by two or more Coverage Plans that 
compute their benefit payments on the basis of usual and 
customary fees, any amount in excess of the highest of the 
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usual and customary fees for a specific benefit is not an 
Allowable Expense. 

c. If a person is covered by two or more Coverage Plans that 
provide Benefits or services on the basis of negotiated fees, 
an amount in excess of the highest of the negotiated fees is 
not an Allowable Expense. 

d. If a person is covered by one Coverage Plan that calculates its 
Benefits or services on the basis of usual and customary,fees 
and another Coverage Plan that provides its Benefits or 
services on the basis of negotiated fees, the Primary Coverage 
Plan's payment arrangements shall be the Allowable Expense 
for all Coverage Plans. 

e. The amount a benefit is reduced by the Primary Coverage 
Plan because a Covered Person does not comply with the 
Coverage Plan provisions. Examples of these provisions are 
second surgical opinions, precertification of admissions, and 
preferred provider arrangements. 

4. "Claim Determination Period" means a calendar year. However, 
it does not include any part of a year during which a person has 
no coverage under this Coverage Plan, or before the date this 
COB provision or a similar provision takes effect. 

5. "Closed Panel Plan" is a Coverage Plan that provides health 
Benefits to Covered Persons primarily in the form of services 
through a panel of providers that have contracted with or are 
employed by the Coverage Plan, and that limits or excludes 
Benefits for services provided by other providers, except in cases 
of Emergency or referral by a panel member. 

6. "Custodial Parent" means a parent awarded custody by a court 
decree. In the absence of a court decree, it is the parent with 
whom the child resides more than one half of the calendar year 
without regard to any temporary visitation. 

A 
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Order of Benefit Determination Rules 
When two or more Coverage Plans pay Benefits, the rules for 
determining the order of payment are as follows: 

A. The Primary Coverage Plan pays or provides its Benefits as if the 
Secondary Coverage Plan or Coverage Plans did not exist. 

B. A Coverage Plan that does not contain a coordination of Benefits 
provision that is consistent with this provision is always primary. 
There is one exception: coverage that is obtained by virtue of 
membership in a group that is designed to supplement a part of a 
basic package of Benefits may provide that the supplementary . 
coverage shall be excess to any other parts of the Coverage Plan 
provided by the contract holder. Examples of these types of 
situations are major medical coverages that are superimposed 
over base Coverage Plan Hospital and surgical Benefits, and 
insurance type coverages that are written in connection with a 
closed panel Coverage Plan to provide Non-Network Benefits. 

C. A Coverage Plan may consider the Benefits paid or provided by 
another Coverage Plan in determining its Benefits only when it is 
secondary to that other Coverage Plan. 

D. The first of the following rules that describes which Coverage 
Plan pays its Benefits before another Coverage Plan is the rule to 
use. 
1. Non-Dependent or Dependent. The Coverage Plan that 

covers the person other than as a Dependent, for example as 
an employee, member, subscriber or retiree is primary and the 
Coverage Plan that covers the person as a Dependent is 
secondary. However, if the person is a Medicare beneficiary 
and, as a result of federal law, Medicare is secondary to the 
Coverage Plan covering the person as a Dependent; and 
primary to the Coverage Plan covering the person as other 
than a Dependent (e.g. a retired employee); then the order of 
Benefits between the two Coverage Plans is reversed so that 

To continue reading go to right column on tbispage. 

the Coverage Plan covering the person as an Employee, 
Retiree or Dependent is secondary and the other Coverage 
Plan is primary. 

Child Covered Under More Than One Coverage Plan. The 
order of Benefits when a child is covered by more than one 
Coverage Plan is: 

a. The Primary Coverage Plan is the Coverage Plan of the 
parent whose birthday is earlier in the year if: 

1) The parents are married; 

2) The parents are not separated (whether or not they 
ever have been married); or 

3) A court decree awards joint custody without 
specifying that one party has the responsibility to 
provide health care coverage. 

If both parents have the same birthday, the Coverage 
Plan that covered either of the parents longer is primary. 

b. If the specific terms of a court decree state that one of 
the parents is responsible for the child's health care 
expenses or health care coverage and the Coverage Plan 
of that parent has actual knowledge of those terms, that 
Coverage Plan is primary. This rule applies to claim 
determination periods or plan years commencing after the 
Coverage Plan is given notice of the court decree. 

c. If the parents are not married, or are separated (whether 
or not they ever have been married) or are divorced, the 
order of Benefits is: 

1) The Coverage Plan of the custodial parent; 

2) The Coverage Plan of the spouse of the custodial 
parent; 

3) The Coverage Plan of the noncustodial parent; and 
then 
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4) The Coverage Plan of the spouse of the noncustodial 
parent. 

Active or inactive employee. The Coverage Plan that covers a 
person as an employee who is neither laid off nor retired is 
primary. The same would hold true if a person is a 
Dependent of a person covered as a Retiree or an Employee. 
If the other Coverage Plan does not have this rule, and if, as a 
result, the Coverage Plans do not agree on the order of 
Benefits, this d e  is ignored. Coverage provided an individual 
as a retired worker and as a Dependent of an actively working 
spouse wiU be determined under the rule labeled D(1). 

4. Continuation coverage. If a person whose coverage is 
provided under a right of continuation provided by federal or 
state law also is covered under another Coverage Plan, the 
Coverage Plan covering the person as an Employee or Retiree 
(or as that person's Dependent) is primary, and the 
continuation coverage is secondary. If the other Coverage 
Plan does not have this rule, and if, as a result, the Coverage 
Plans do not agree on the order of Benefits, this rule is 
ignored. 

5. Longer or shorter length of coverage. The Coverage Plan that 
covered the person as an Employee or Retiree longer is 

6. If a husband or wife is covered under this Coverage Plan as a 
Participant and as an Enrolled Dependent, the Dependent 
Benefits will be coordinated as if they were provided under 
another Coverage Plan, this means the Participant's benefit 
will pay &st. 

7. If the precedtng rules do not determine the Primary Coverage 
Plan, the Allowable Expenses shall be shared equally between 
the Coverage Plans meeting the definition of Coverage Plan 
under this provision. In addition, this Coverage Plan will not 
pay more than it would have paid had it been primary. 

To continue reading, go to right column on this page. 

Effect on the Benefits of this Plan 
A. When this Coverage Plan is secondary, it may reduce its Benefits 

so that the total Benefits paid or provided by all Coverage Plans 
during a claim determination period are not more than 100 
percent of total Allowable Expenses. The difference between the 
benefit that this Coverage Plan would have paid had it 
been the Primary Coverage Plan, and the benefit payments that it 
actually paid or provided shall be recorded as a benefit reserve for 
the Covered Person and used by this Coverage Plan to pay any 
Allowable Expenses, not otherwise paid during the claim 
determination period. As each claim is submitted, this Coverage 
Plan will: 
1. Determine its obligation to pay or provide Benefits under its 

contract; 
2. Determine whether a benefit reserve has been recorded for 

the Covered Person; and 
3. Determine whether there are any unpaid Allowable Expenses 

during that claim determination period. 

If there is a benefit reserve, the Secondary Coverage Plan will use 
the Covered Person's benefit reserve to pay up to 100 percent of 
total Allowable Expenses incurred during the claim determination 
period. At the end of the claim determination period, the benefit 
reserve returns to zero. A new benefit reserve must be created for 
each new claim determination period. 

B. If a Covered Person is enrolled in two or more closed panel 
Coverage Plans and if, for any reason, including the provision of 
service by a non-panel provider, Benefits are not payable by one 
closed panel Coverage Plan, COB shall not apply between that 
Coverage Plan and other closed panel Coverage Plans. 

C. This Coverage Plan reduces its Benefits as described below for 
Covered Persons who are eligible for Medicare when Medicare 
would be the Primary Coverage Plan. 

To continue rrading, go to l$ column on nextpage. 
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Medicare Benefits are determined as if the full amount that would 
have been payable under Medicare was actually paid under 
Medicare, even if: 

* The person is entitled but not enrolled for Medicare. 
Medicare Benefits are determined as if the person were 
covered under Medicare Parts A and B. 

The person is enrolled in a Medicare+Choice (Medicare Part 
C) plan and receives non-covered services because the person 
did not follow dl rules of that plan. Medicare Benefits are 
determined as if the services were covered under Medicare 
Parts A and B. 

The person receives services from a provider who has elected 
to opt-out of Medicare. Medicare Benefits are determined as 
if the services were covered under Medicare Parts A and B 
and the provider had agreed to limit charges to the amount of 
charges allowed under Medicare rules. 

* The services are provided in any facility that is not eligible for 
Medicare reimbursements, including a Veterans 
'Administration facility, facility of the Uniformed Services, or 
other facility of the federal government. Medicare Benefits 
are determined as if the services were provided by a facility 
that is eligible for reimbursement under Medicare. 

The person is enrolled under a Plan with a Medicare Medical 
Savings Account. Medicare Benefits are determined as if the 
person were covered under Medicare Parts A and B. 

Right to Receive and Release Needed 
Information 
Certain facts about health care coverage and services are needed to 
apply these COB rules and to determine Benefits payable under this 
Coverage Plan and other Coverage Plans. The Claims Administrator 

To continue reading, go to night column on this page. 

may get the facts it needs from, or give them to, other organizations 
or persons for the purpose of applying these rules and determining 
Benefits payable under this Coverage Plan and other Coverage Plans 
covering the person claiming Benefits. 

The Claims Administrator need not tell, or get the consent of, any 
person to do this. Each person claiming Benefits under this Coverage 
Plan must give us any facts we need to apply those rules and 
determine Benefits payable. If you do not provide us the information 
we need to apply these rules and determine the Benefits payable, your 
claim for Benefits will be denied. 

Payments Made 
A payment made under another Coverage Plan may include an 
amount that should have been paid under this Coverage Plan. If it 
does, we may pay that amount to the organization that made the 
payment. That amount will then be treated as though it were a benefit 
paid under this Coverage Plan. We will not have to pay that amount 
again. The term "payment made" includes providing Benefits in the 
form of services, in which case "payment made" means reasonable 
cash value of the Benefits provided in the form of services. 

Right of Recovery 
If the amount of the payments we made is more than we should have 
paid under this COB provision, we may recover the excess from one 
or more of the persons we have paid or for whom we have paid; or 
any other person or organization that may. be responsible for the 
Benefits or services provided for you. The "amount of the payments 
made" includes the reasonable cash value of any Benefits provided in 
the form of services. 

To contime reading, go to ($2 column on nextpage. 
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Section 8: General Information about When 
Coverage Ends When Coverage Ends w e  may discontinue this Benefit plan and/or all ~ ~ l l a r  benefit 
Plans at any time, as permitted or required by law. 

0 Events that cause coverage to end. 

The date your coverage ends. 

on of coverage under federal law 

If your coverage should end, your entitlement to Benefits 
automatically ends on the date that coverage ends, even if you are 
hospitalized or are otherwise receiving medical treatment on that 
date. 

When your coverage ends, we will still pay claims for Covered 
Health Services that you received before your coverage ended. 
However, once your coverage ends, we do not provide Benefits for 
health services that you receive for medical conditions that occurred 
before your coverage ended, even if the underlying medical 
condition occurred before your coverage ended. 

With the exception of a surviving spouse of the Participant, an 
Enrolled Dependent's coverage ends on the date the Participant's 

. coverage ends or sooner if the Participant chooses to end the 
Dependent's coverage or as otherwise set forth in this SPD. 

In some cases, you may have the right and option to choose to 
continue coverage at your expense, even though you may no longer 
qualify as an Employee, Retiree or Dependent. For more 
information on this issue, see this section's discussion of 
Continuation of coverage under federal law (COBRA). 

To continue reading, go to right c o h  on this page. To continue reading, go to I$ column on nextpage. :gF 
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Events Ending Your Coverage 

Coverage ends on the earliest of the dates specified in the following table: 

The Entire Plan Ends Your soverage ends on the date the Plan ends. We are responsible for notifyulg you that you  
coverage has ended. 

YOU Are NO Longer Your coverage ends on the last day of the calendar month in which you are no longer eligible to be a 

Eligible Participant or Enrolled Dependent. Please refer to (Section 10: Glossary of Defined Terms) for a 
more complete definition of the terms "Eligible Person", "Participant", "Dependent" and "Enrolled 
Dependent." 

The Claims Your coverage ends on the last day of the calendar month in which the Claims Administrator receives 
written notice from us instructing the Claims Administrator to end your coverage, or the date Administrator Receives requested in the notice, if later. 

Notice to End 
Coverage 

The coverage that you have as an Employee day be available to you in retirement. The Cinergy 
Participant Retires or iPeople Center can provide YOU with this information as well as explain how to elect coverage as a 

Is Pensioned retiree. 

Z? q z  
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Other Events Ending Your Coverage 

When any of the following happen, we will provide written notice to the Participant that coverage has ended on the date the Plan Administrator 
identifies in the notice: 

Ending Event What Happens 

Fraud, Misrepresentation Fraud or misrepresentation, or because the Participant knowingly gave us or the Claims 
Administrator false material information. Examples include false information relating to , or False Information another person's elqgbility or status as a Dependent. During the first two years the Plan is in 
effect, we have the right to demand that you pay back d Benefits we paid to you, or paid in 
yo& name, during the time you were incorrectly covered under the Plan. After the hrst two 
years, we can only demand that you pay back these Benefits if the written application contained 
a fraudulent misstatement. 

Material Violation There was a material violation of the terms of the Plan. 

Improper Use of ID Card You permitted an unauthorized person to use your ID card, or you used another person's card. 

Failure to Pay You failed to pay a required contribution. 

Threatening Behavior YOU committed acts of physical or verbal abuse that pose a threat to our staff, the Claims 
Administrator's staff, a provider, or other Covered Persons. 
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For purposes of the Plan, a person who meets the definition of a 

Coverage for a Handicapped Child 
Coverage for an unmarried Enrolled Dependent child who is not 

0 

able to be self-supporting because of mental retardation or a physical 
handicap will not end just because the child has reached a certain 
age. We will extend the coverage for that child beyond the limiting 
age if both of the following are true regarding the Enrolled 
Dependent child: 

Is not able to be self-supporting because of mental retardation 
or physical handicap. 

Depends mainly on the Participant for support. 

Coverage will continue as long as the Enrolled Dependent is 
incapacitated and Dependent unless coverage is otherwise 
terminated in accordance with the terms of the Plan. 

We will ask you to furnish the Claims Administrator with proof of 
the child's incapacity and dependency within 31 days of the date 
coverage would otherwise have ended because the child reached a 
certain age. Before the Claims Administrator agrees to this extension 
of coverage for the child, the Claims Administrator may requite that 
a Physician chosen by us examine the child. We will pay for that 
examination. 

The Claims Administrator may continue to ask you for proof that 
the child continues to meet these conditions of incapacity and 
dependency. Such proof might include medical examinations at our 
expense. However, we will not ask for this information more than 
once a year. 

If you do not provide proof of the child's incapacity and dependency 
within 31 days of the Claims Administrator's request as described 
above, coverage for that child will end. 

To continue reading, go to rght column on this page. 

~ a n d i c a ~ ~ e d  Child, as just explained, shall be considered a 
Dependent for coverage purposes. 

Continuation of Coverage 
If your coverage ends under the Plan, you may be entitled to elect 
continuation coverage (coverage that continues on in some form) in 
accordance with federal law. 

Continuation coverage under COBRA (the federal Consolidated 
Omnibus Budget Reconciliation Act) is available only to Plans that 
are subject to the terms of COBRA. You can contact your PIan 
Administrator to determine if we are subject to the provisions of 
COBRA. 

If you selected continuation coverage under a prior Plan which was 
then replaced by coverage under this Plan, continuation coverage 
will end as scheduled under the prior Plan or in accordance with the 
terminating events listed below, whichever is earlier. 

Continuation Coverage under Federal 
Law (COBRA) 
Much of the language in this section comes from the federal law that 
governs continuation coverage. You should call your Plan 
Administrator if you have questions about your right to continue 
coverage. 

In order to be e b b l e  for continuation coverage under federal law, 
you must meet the definition of a "Qualified Beneficiary". A 
Qualified Beneficiary is any of the following persons who was 
covered under the Plan on the day before a qualifyulg event: 

To continue reading, go to lej? column on nextpage. 
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A Participant. Notification Requirements and Election 
A Participant's Enrolled Dependent, including with respect to 
the Participant's children, a child born to or placed for adoption 
with the Participant during a period of continuation coverage 
under Federal Law. 

* A Participant's former spouse. 

Qualifying Events for Continuation 
Coverage under COBRA 
If the coverage of a Qualified Beneficiary would ordinarily terminate 
due to one of the following qualifyrng events, then the Qualified 
Beneficiary is entitled to continue coverage. The Qualified 
~eneficiary is entitled to elect the same coverage that she or he had 
on the day before the qualifJmg event. 

A. Termination of the Employee from employment with us, for any 
reason other than gross misconduct, or reduction of hours; or 

B. Death of the Participant; or 

C. Divorce or legal separation of the Participant; or 

D. Loss of eligibility by an Enrolled Dependent who is a child; or 
E. Entitlement of the Participant to Medicare Benefits; or 

F. The Plan Sponsor filing for bankruptcy, under Title XI, United 
States Code, on or after July 1, 1986, but only for a retired 
Participant and his or her Enrolled Dependents. This is also a 
qualifylng event for any retired Participant and his or her 
Enrolled Dependents if there is a substantial elimination of 
coverage within one year before or after the date the bankruptcy 
was filed. 

To continue reading, go to night column on this page. 

Period for Continuation Coverage under 
COBRA 
The Participant or other Qualified Beneficiary must notify the Plan 
Administrator within 60 days of the Participant's divorce, legal 
separation or an Enrolled Dependent's loss of eligibility as an 
Enrolled Dependent. If the Participant or other Qualified 
Beneficiary fails to notify the Plan Administrator of these events 
within the 60 day period, the Plan Administrator is not obligated to 
provide continued coverage to the affected Qualified Beneficiary. If 
a Participant is continuing covetage under federal law, the 
Participant must notify the Plan Administrator within 60 days of the 
birth or adoption of a child. 

Continuation must be elected by the later of 60 days after the 
qualifylng event occurs; or 60 days after the Qualified Beneficiary 
receives notice of the continuation right from the Plan 
Administrator. 

If .the Qualified Beneficiary's coverage was terminated due to a 
qualifylng event, then the initial pre-mium due to the Plan 
Administrator must be paid on or before the 45th day after electing 
continuation. 

COBRA Terminating Events 
COBM continuation coverage under the Plan will end on the 
earliest of the following dates: 

A. Eighteen months from the date of the qualifyulg event, if the 
Qualified Beneficiary's coverage would have ended because the 
Participant's employment was terminated or hours were reduced 
(i.e., qualifjmg event A.). 

To continr4e reaCng, go to lej? column on nextpage. 
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If a Qualified Beneficiary is determined to have been disabled 
under the Social Security Act at anytime within the first 60 days of 
continuation coverage for qualifylng event A. then the Qualified 
Beneficiary may elect an additional 11 months of continuation 
coverage (for a total of 29 months of continued coverage) 
subject to the following condition: (i) notice of such disability 
must be provided within 60 days after the determination of the 
disability, and in no event later than the end of the first 18 months; 
(ii) the Qualified Beneficiary must agree to pay any increase in the 
required premium for the additional 11 months; and (iii) if the 
Qualified Beneficiary entitled to the 11 months of coverage has 
non-disabled family members who are also Qualified Beneficiaries, 
then those non-dsabled Qualified Beneficiaries are also entitled to 
the additional 11 months of continuation coverage. Notice of any 
final determination that the Qualified Beneficiary is no longer 
disabled must be provided within 30 days of such determination. 
Thereafter, continuation coverage may be terminated on the first 
day of the month that begins more than 30 days after the date of 
that determination. 

B. Thirty-six months from the date of the qualifying event for an 
Enrolled Dependent whose coverage ended because of the death 
of the Participant, divorce or legal separation of the Participant, 
loss of eligibility by an Enrolled Dependent who is a child (i.e. 
qualifyulg events B., C., or D.). 

C. For the Enrolled Dependents of a Participant who was entitled 
to Medicare prior to a qualifylng event that was due to either the 
termination of employment or work hours being reduced, 
eighteen months from the date of the qualifymg event, or, if 
later, 36 months from the date of the Participant's Medicare 
entitlement. 

E. The date, after electing continuation coverage, that coverage is 
&st obtained under any other group health Plan. 

F. The date, after electing continuation coverage, that the Qualified 
Beneficiary &st becomes entitled to Medicare, except that b s  
shall not apply in the event that coverage was terminated 
because the Plan Sponsor filed for bankruptcy, (i.e. qualifjmg 
event F.). 

G. The date the entire Plan ends. 
H. The date coverage would otherwise terminate under the Plan as 

described in this section under the heading Evenfj Ending Your 
Coverage. 

If a Qualified Beneficiary is entitled to 18 months of continuation 
and a second qualifjmg event occurs during that time, the Qualified 
Beneficiary's coverage may be extended up to a maximum of 36 
months from the date coverage ended because employment was 
terminated or hours were reduced. If the Qualified Beneficiary was 
entitled to continuation because the Plan Sponsor filed for 
bankruptcy, (i.e. qualifyrng event F.) and the Participant dies during 
the continuation period, then the other Qualified Beneficiaries shall 
be entitled to continue coverage for 36 months from the date of the 
Employee's or Retiree's death. Terminating events B through G 
described in this section will apply during the extended continuation 
period. 

Continuation coverage for Qualified Beneficiaries whose 
continuation coverage terminates because the Participant becomes 
entitled to Medicare may be extended for an additional period of 
time. Such Qualified Beneficiaries should,contact the Plan 
Administrator for information regarding the continuation period. 

D. The date coverage terminates under the Plan for failure to make 
timely payment of the premium. 
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Section 9: 
General Legal Provisions 

I m s  section provides you with information about: I I 0 General legal provisions concerning your Plan. I 

Plan Document 
This document is the Plan document and the Summary Plan 
Description. 

~elationshi~ with Providers 
The relationships between us, the Claims Administrator, and 
Network providers are solely contractual relationships between 
independent contractors. Network providers are not our agents or 
employees. Nor are they agents or employees of the Claims 
Administrator. Neither we nor any of our employees are agents or 
employees of Network providers. Neither we nor the Claims 
Administrator are liable for any act or omission of any provider. 

We do not provide health care services or supplies, nor do we 

The Claims Administrator is not considered to be an employer or 
Plan Administrator for any purpose with respect to the 
administration or provision of Benefits under this Plan. 

The Plan Administrator is solely responsible for all of the following: 

Enrollment and classification changes (including classification 
changes resulting in your enrollment or the termination of your 
coverage). 

The timely payment of Benefits. 

Notifymg you of the termination or modifications to the Plan. 

Your Relationship with Providers 
The relationship between you and any provider is that of provider 
and patient. 

You are responsible for choosing your own provider. 

You must decide if any provider treating you is right for you. 
This includes Network providers you choose and providers to 

. whom you have been referred. 

o You must decide with your provider what care you should 
receive. 

Your provider is solely responsible for the quality of the services 
provided to you. 

practice medicine. Instead, we pay Benefits. Network providers are 
independent practitioners who run their own offices and facilities. Incentives to Providers 
The credentialing process confirms public information about the The Claims Administrator pays Network providers through various 

providers' licenses and other credentials, but does not assure the types of contractual arrangements, some of which may include 

quality of the services provided. financial incentives to promote the delivery of health care in a cost 
efficient and effective manner. These financial incentives are not 
intended to affect your access to health care. 

To continue reading, go to nght column on this page. To contime reading go to /eft column on nextpage. 
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Examples of financial incentives for Network providers are: 

Bonuses for performance based on factors that may include 
quality, member satisfaction, and/or cost effectiveness. 

Capitation - a group of Network providers receives a monthly 
payment from the Claims Administrator for each Covered 
Person who selects a Network provider within the group to 
perform or coordinate certain health s e ~ c e s .  The Network 

- providers receive this monthly payment regardless of whether 
the cost of providing or arranging to provide the Covered 
Person's health care is less than or more than the payment. 

The methods used to pay specific Network providers may vary. 
From time to time, the payment method may change. If you have 
questions about whether your Network provider's contract includes 
any financial incentives, we encourage you to discuss those questions 
with your provider. You may also contact the Claims Administrator 
at the telephone number on your ID card. They can advise whether 
your Network provider is paid by any hancial incentive, including 
those listed above; however, the specific terms of the contract, 
including rates of payment, are confidential and cannot be disclosed. 

Incentives to You 
Sometimes the Claims Administrator may offer coupons or other 
incentives to encourage you to participate in various wehess 
programs or certain disease management programs. The decision 
about whether or not to participate is yours alone but we 
recommend that you &scuss participating in such programs with 
your Physician. These incentives are not Benefits and do not alter or 
affect your Benefits. Contact the Claims Administrator if you have 
any questions. 

Interpretation of Benefits 
We and the Claims Administrator have sole and exclusive discretion 
to do all of the following. 

Interpret Benefits under the Plan. 

Interpret the other terns, conditions, limitations and exclusions 
of the Plan, including this SPD and any Riders and 
Amendments. 

Make factual determinations related to the Plan and its Benefits. 

We and the Claims Administrator may delegate this discretionarg 
authority to other persons or entities who provide services in regard 
to the administration of the Plan. 

In certain circumstances, for purposes of overall cost savings or 
efficiency, we may, in our sole discretion, offer Benefits for services 
that would otherwise not be Covered Health Services. The fact that 
we do so in any particular case shall not in any way be deemed to 
require us to do so in other similar cases. 

Administrative Services 
We may, in our sole discretion, arrange for various persons or 
entities to provide administrative services in regard to the Plan, such 
as claims processing. The identity of the service providers and the 
nature of the s e ~ c e s  they provide may be changed from time to 
time in our sole discretion. We are not required to give you prior 
notice of any such change, nor are we required to obtain your 
approval. You must cooperate with those persons or entities in the 
performance of their responsibilities. 

To continue reading, go to night column on this page. To continue reading, go to l$ column on nextpage. 
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Amendments to the Plan 
We reserve the right, in our sole discretion and without your 
approval, to change, interpret, modify, withdraw or add Benefits or 
terminate the Plan. Plan Amendments and Riders are effective on 
the date we specitjr. 

Any provision of the Plan which, on its effective date, is in conflict 
with the requirements of federal statutes or regulations, or applicable 
state law provisions not otherwise preempted by ERISA (of the 
jurisdiction in which the Plan is delivered) is hereby amended to 
conform to the minimurn requirements of such statutes and 
regulations. 

Any change or Amendment to or termination of the Plan, its 
Benefits or its terms and conditions, in whole or in part, shall be 
made solely in a written Amendment (in the case of a change or 
Amendment) or in a written resolution (in the case of a termination), 
whether prospective or retroactive, to the Plan, in accordance with 
the procedures established by us. Covered Persons will receive 
notice of any material modification to the Plan. No one has the 
authority to make any oral modification to the SPD. 

Clerical Error 
If a clerical error or other mistake occurs, that error does not create 
a right to Benefits. These errors include, but are not limited to, 
providing misinformation on eligibility or Benefit coverages or 
entitlements. The terms of this Plan may not be amended by oral 
statements made by the Plan Sponsor, the Plan Admmistrative 
Committee, the Claims Administrator, or any other person. In the 
event an oral statement conflicts with any term of the PIan, the PIan 
terms will control. It is your responsibility to c o n h  the accuracy of 
statements made by us or our designees, including the Claims 

Administrator, in accordance with the terms of h s  SPD and other 
Plan documents. 

Information and Records 
At times we or the Claims Administrator may need additional 
information from you. You agree to furnish us and/or the Claims 
Administrator with all information and proofs that we may 
reasonably require regarding any matters pertaining to the Plan.' If 
you do not provide this information when we request it we may 
delay or deny payment of your Benefits. 

By accepting Benefits under the Plan, you authorize and direct any 
person or institution that has provided services to you to furnish us 
or the Claims Administrator with all information or copies of 
records relating to the services provided to you. We or the Claims 
Administrator have the right to request this information at any 
reasonable time. This applies to all Covered Persons, including 
Enrolled Dependents whether or not they have signed the 
Participant's enrollment form. We and the Claims Administrator 
agree that such information and records will be considered 
confidential. 

We and the CIaims Administrator have the right to release any and 
all records concerning health care S ~ M C ~ S  which are necessary to 
implement and administer the terms of the Plan, for appropriate 
medical review or quality assessment, or as we are required to do by 
law or regulation. During and after the term of the Plan, we, the 
Claims Administrator, and our related entities may use and transfer 
the information gathered under the Plan for research and analyttc 
purposes. 

For complete listings of your medical records or billing statements 
we recommend that you contact your health care provider. Providers 

To coniinue reading, go to night column on this page. To contime reading, go to /ej2 colutnn on nextpage. 
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may charge you reasonable fees to cover their costs for providing 
records or completing requested forms. 

If you request medical forms or records from us, we also may charge 
you reasonable fees to cover costs for completing the forms or 
providing the records. 

In some cases, we or the Claims Administrator will designate other 
persons or entities to request records or information from or related 
to you, and to release those records as necessary. Such designees 
have the same rights to this information as the Plan Administrator. 

Examination of Covered Persons 
In the event of a question or dispute regarding your right to 
Benefits, we may require that a Network Physician of our choice 
examine you at our expense. 

Workers' Compensation not Affected 
Benefits provided under the Plan do not substitute for and do not 
affect any requirements for coverage by workers' compensation 
insurance. 

Ifyou are eZg3'bfe fur or enroffedin Medicare, please 
read the foflow~~ng infomalron careful-. 

If you are eligible for Medicare on a primary basis (Medicare pays 
before Benefits under the Plan), you should enroll for and maintain 
coverage under both Medicare Part A and Part B. If you don't enroll 
and maintain that coverage, and if we are the secondary payer as 
described in (Section 7: Coordination of Benefits), we will pay 
Benefits under the Plan as if you were covered under both Medicare 
Part A and Part B. As a result, you will be responsible for the costs 
that Medicare would have paid and you will incur a larger out-of- 
pocket cost. 

If you are enrolled in a MedicarefChoice (Medicare Part C) Plan on 
a primary basis (Medicare pays before Benefits under the Plan), you 
should follow all rules of that Plan that require you to seek services 
from that Plan's participating providers. When we are the secondary 
payer, we will pay any Benefits available to you under the Plan as if 
you had followed all rules of the Medicare+Choice Plan. You will be 
responsible for any additional costs or reduced Benefits that result 
from your failwe to follow these rules, and you will incur a larger 
out-of-pocket cost. 

Medicare Eligibility 
Benefits under the Plan are not intended to supplement any 
coverage provided by Medicare. Nevertheless, in some 
circumstances Covered Persons who are eligible for or enrolled in 
Medicare may also be enrolled under the Plan. 

Subrogation and Reimbursement 
Subrogation is the substitution of one person or entity in the place 
of another with reference to a lawful claim, demand or right. 
Immediately upon paying or providing any Benefit, the Plan shall be 
subtogated to and shall succeed to all rights of recovery, under any 
legal theory of any type for the reasonable value of any services and 
Benefits the Plan provided to Covered Persons, from any or all of 
the following listed below. 

C) 
In addition to any subrogation rights and in consideration of the 

Y 7~ 0 e2 
coverage provided by this Summary Plan Description, the Plan shall w c " o  '"Z 
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also have an independent right to be reimbursed by Covered 
Persons for the reasonable value of any services and Benefits the 
Plan provides to Covered Persons, from any or all of the following 
listed below. 

W d  parties, including any person alleged to have caused a 
Covered Person to suffer injuries or damages. 

Any person or entity who is or may be obligated to provide 
Benefits or payments to a Covered Person, including Benefits or 
payments for underinsured or uninsured motorist protection, 
no-fault or traditional auto insurance, medical payment coverage 
(auto, homeowners or otherwise), workers' compensation 
coverage, other insurance carriers or third party administrators. 

* Any person or entity who is liable for payment to a Covered a 

Person on any equitable or legal liability theory. 

These third patties and persons or entities are collectively referred to 
as "Third Parties". 

Covered Persons agree as follows: 

* That a Covered Person will cooperate with the Plan in a timely * 
manner in protecting our legal and equitable rights to 
subrogation and reimbursement, including, but not limited to: 

providing any relevant information requested by the Plan, 

* signing and/or delivering such documents as the Plan or its 
agents reasonably request to secure the subrogation and 
reimbursement claim, 

responding to requests for information about any accident 
or injuries, 

To continue reading go to right column on thispage. 

* appearing at depositions and in court, and 

obtaining the consent of the Plan or its agents before 
releasing any party from liability or payment of medical 
expenses. 

That failure to cooperate in this manner shall be deemed a 
breach of contract, and may result in the termination of health 
benefits and/or the institution of legal action against a Covered 
Person. 

That the Plan has the sole authority and discretion to resolve all 
disputes regarding the interpretation of the language stated 
herein. 

That no court costs or attorneys' fees may be deducted fiom the 
Plan's recovery without the Plan's express written consent; any 
so-called "Fund Doctrine" or "Common Fund Doctrine" or 
"Attorney's Fund Doctrine" shall not defeat ths right, and the 
Plan is not required to participate in or pay court costs or 
attorneys' fees to the attorney hired by a Covered Person to 
pursue his or her darnage/personal injury claim. 

That regardless of whether a Covered Person have been fully 
compensated or made whole, the Plan may collect fiom Covered 
Persons the proceeds of any full or partial recovery that a 
Covered Person or his or her legal representative obtain, 
whether in the form of a settlement (either before or after any 
determination of liability) or judgment. The proceeds available 
for collection shall include, but not be limited to any and all 
amounts earmarked as non-economic damage settlement or 
judgment. 

That benefits paid by the Plan may also be considered to be 
benefits advanced. 

To continue readng, go to by? column on nextpage. 
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That Covered Persons agree that if they receive any payment 
from any potentially responsible party as a result of an injury or 
illness, whether by settlement (either before or after any 
determination of liability), or judgment, the Covered Person will 
serve as a constructive trustee over the funds and failure to hold 
such funds in trust will be deemed as a breach of the Covered 
Persons duties hereunder. 

That Covered Persons or an authorized agent, such as the 
Covered Person's attorney, must hold any funds received from 
any potentially responsible party that are due and owed to the 
Plan, as stated herein, separately and alone, and failure to hold 
funds as such will be deemed as a breach of contract, and may 
result in the termination of health benefits or the institution of 
legal action agamst the Covered Person. 

That the Plan shall be entitled to recover reasonable attorney 
fees from Covered Persons incurred in collecting from the 
Covered Person any funds held by the Covered Person that he 
or she recovered from any Third Party. 

That the Plan may set off from any future benefits otherwise 
allowed by the Plan the value of benefits paid or advanced under 
this section to the extent not recovered by the Plan. 

That Covered Persons will neither accept any settlement that 
does not fully compensate or reimburse the Plan without the 
Plan's written approval, nor will the Covered Person do anything 
to prejudice the Plan's rights under this section. 

That Covered Persons will assign to the Plan all rights of 
recovery against Third Parties, to the extent of the reasonable 
value of services and Benefits the Plan provided, plus reasonable 
costs of collection. 

To continue reading, go to night cofumn on this page. 

That the Plan's rights will be considered as the &st priority claim 
against Third Parties, including tortfeasors for whom Covered 
Persons are seeking recovery, to be paid before any other of the 
Covered Person's claims are paid. 

That the Plan's rights will not be reduced due to the Covered 
Person's own negligence. 

That the Plan may, at its option, take necessary and appropriate 
action to preserve its rights under these subrogation provisions, 
including filing suit in the Covered Persons name, which does 
not obligate the Plan in any way to pay the Covered Person part 
of any recovery the Plan might obtain. 

That the Plan shall not be obligated in any way to pursue this 
right independently or on behalf of the Covered Person. 

That if the injury or condition giving rise to subrogation or 
reimbursement involves a minor child, this section applies to the 
parents or guardian of the minor child. 

a That if the injury or condition giving rise to subrogation or 
reimbursement involves the wrongful death of a Plan 
beneficiary, this section applies to the personal representative of 
the deceased Plan beneficiary. 

Refund of Overpayments 
If we pay Benefits for expenses incurred on account of a Covered 
Person, that Covered Person, or any other person or organization 
that was paid, must make a refund to us if either of the following 
apply: 

A!l or some of the expenses were not paid by the Covered 
Person or did not legally have to be paid by the Covered Person. 

To continue reading, go to it@ column on nextpage. 
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All or some of the payment we made exceeded the Benefits 
under the Plan. 

The refund equals the amount we paid in excess of the amount we 
should have paid under the Plan. If the refund is due from another 
person or organization, the Covered Person agrees to help us get the 
refund when requested. 

If the Covered Person, or any other person or organization that was 
paid, does not promptly refund the full amount, we may reduce the 
amount of any future Benefits that ate payable under the Plan. The 
reductions will equal the amount of the required refund. We may 
have other tights in addition to the right to reduce future Benefits. 

Limitation of Action 
You cannot bring any legal action against us or the Claim 
~dmhi'strator to recover reimbursement until 90 days after you have 
properly submitted a request for reimbursement as described in 
(Section 5: How to File a Claim) and aU required reviews of your 
claim have been completed. If you want to bring a legal action 
against us or the Claims Administrator you must do so within three 
years from the expiration of the time period in which a request for 
reimbursement must be submitted or you lose any rights to bring 
such an action against us or the Claims Administrator. 

You cannot bring any legal action against us or the Claims 
Administrator for any other reason unless you first complete aIl the 
steps in the appeal process described in this document. After 
completing that process, if you want to bring a legal action against us 
or the Claims Administrator you must do so within three years of 
the date you are notified of our final decision on your appeaI or you 
lose any rights to bring such an action against us or the Claims 
Administrator. 

% z  
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Section 10: 
Glossarv of Defined 

. Terms 

Defines the terms used throughout this SPD. 

Is not intended to describe Benefits. 

&ternate Facifiq- a health care facility that is not a Hospital, or a 
facility that is attached to a Hospital and that is designated by the 
Hospital as an Alternate Facility. This facility provides one or more 
of the following services on an outpatient basis, as permitted by law 

e Pre-scheduled surgical services. 

Emergency Health Services. 

Pre-scheduled rehabilitative, laboratory or diagnostic services. 

An Alternate Facility may also provide Mental Health Services or 
Substance Abuse Services on an outpatient or inpatient basis. 

endmenb- any attached written description of additional or 
revised provisions or Benefits to the Plan. Amendments are subject 
to all conditions, limitations and exclusions of the Plan, except for 
those that are specifically amended. 

To continue readkg go to night column on this page. 

al D e d u c a  - the amount you must pay for Covered Health 
Services in a calendar year before we will b e p  paying for Benefits 
in that calendar year. 

Benet?& - your right to payment for Covered Health Services that 
are available under the Plan. Your right to Benefits is subject to the 
terms, conditions, limitations and exclusions of the Plan, including 
this SPD and any applicable Riders and Amendments. 

Care coord&onsM - a program provided by the Claims 
' 

Administrator designed to encourage an efficient system of care for 
Covered Persons by identifymg and addressing possible unrnet 
covered health care needs. 

. . -- the company, or its affiliate, that provides 
certain claim administration services for the Plan. 

-- a physical developmental defect that is 
present at birth, and is identified within the first twelve months of 
birth. 

-- the charge you are required to pay for certain Covered 
Health Services. A Copayment may be either a set dollar amount or 
a percentage of Eligible Expenses. 

Gosmetic Procedureg - procedures or services that change or 
improve appearance without significantly improving physiological 
function, as determined by Care CoordinationSM on our behalf. 

Covered Health S~mke /d  -those health services provided for the 
purpose of preventing, diagnosing or treating a Sickness, Injury, 
Mental Illness, substance abuse, or their symptoms. 

A Covered Health Service is a health care service or supply 
described in (Section 1: What's Covered--Benefits) as a Covered 
Health Service, which is not excluded under (Section 2: What's Not 

To contin~e teading, go to ley column on nextpage. 
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Covered--Exclusions), including Experimental or Inves~gational 
Services and Unproven Services. 

Covered Health Services must be provided: 

When the Plan is in effect; 

Prior to the effective date of any of the individual termination 
conditions set forth in this Summary Plan Description; and 

Only when the person who receives services is a Covered Person 
and meets all eligibility requirements specified in the Plan. 

Decisions about whether to cover new technologies; procedures and 
treatments will be consistent with conclusions of prevailing medical 
research, based on well-conducted randomized trials or cohort 
studies, as described. 

Covered Person - either the Participant or an Enrolled Dependent, 
but this term applies only while the person is enrolled under the 
Plan. References to "you" and "your" throughout this SPD are 
references to a Covered Person. 

Custodial Care - services that: 

* Are non-health related s e ~ c e s ,  such as assistance in activities of 
daily living (including but not limited to feeding, dressing, 
bathing, transferring and ambulating); or 

Are health-related services which do not seek to cure, or which 
are provided during periods when the medical condition of the 
patient who requires the service is not changmg; or 

* Do not require continued administration by trained medical 
personnel in order to be delivered safely and effectively. 

Penendent- the Participant's legal spouse or an unmarried 
Dependent child of the Participant or the Participant's spouse, 

To continue reading, go to night column on this page. 

including a s u ~ v i n g  spouse, if such spouse remains unmarried from 
the time of the Employee's or Retiree's death. The term child 
includes any of the following: 

A natural child. 

A stepchild. 

A legally adopted child. 

A child placed for adoption. I 
A Handicapped Child, as described in (Section 8: When 
Coverage Ends). 

A child for whom legal guardianship has been awarded to the 
Participant or the Participant's spouse. 

The dehnition of Dependent is subject to the following conditions 
and limitations: 

A ~ e ~ e n d e n t  includes any unmarried Dependent child under 19 
years of age. 

A Dependent includes an unmarried Dependent child who is 19 
years of age or older, but less than 25 years of age only if you 
furnish evidence upon our request, satisfactory to us, of aU the 
following conditions: 

- The child must not be regularly employed on a W-time 
basis. 

- The child must be a Full-time Student. 

- The child must be primarily Dependent upon the Participant 
for support and maintenance. 

The Participant must reimburse us for any Benefits that we pay for a 
child at a time when the child did not satisfy these conditions. 

To continue readng, go to 1ep coiumn on nextpage. 
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A Dependent also includes a child for whom health care coverage is 
required through a 'Qualified Medical Child Support Order' or other 
court or administrative order, including a National Medical Support 
Notice. We are responsible for determining if an order meets the 
criteria of a Qualified Medical Child Support Order or a National 
Medical Support Notice. 

- a Hospital that 
the Claims Administrator names as a Designated United Resource 
Network Facility. A Designated United Resource Network Facility 
has entered into an agreement with the Claims Administrator to 
render Covered Health Services for the treatment of specified 
diseases or conditions. A Designated United Resource Network 
Facility may or may not be located within our geographic area. The 
fact that a Hospital is a Network Hospital does not mean that it is a 
Designated United Resource Network Facility. 

Durab/e- medical equipment that is ali of the 
following: 

Can withstand repeated use. 

Is not disposable. 

Is used to serve a medical purpose with respect to treatment of a 
Sickness, Injury or their symptoms. 

Is generally not useful to a person in the absence of a Sickness, 
Injury or their symptoms. 

Is appropriate for use in the home. 

FIim'bIe Ex~enses - the amount we wiU pay for Covered Health 
Services, incurred while the Plan is in effect, which are determined as 
stated below. 

Eligible Expenses are based on either of the following: 

When Covered Health Services are received from Network 
providers, Eligible Expenses are the contracted fee(s) with that 
provider. 

When Covered Health Services are received from non-Network 
providers, unless you receive services as a result of an 
Emergency, Eligible Expenses are determined at the Claims 
Administrator's discretion by either (1) calculating Eligible 
Expenses based on available data resources of competitive fees 
in that geographic area, or (2) applying the negotiated rates 
agreed to by the non-Network provider and either the Claims 
Administrator or one of its vendors, affiliates or subcontractors. 

Eligible Expenses are determined solely in accordance with the 
Claim Administrator's reimbursement policy guidelines. The 
reimbursement policy guidelines are developed, in the Claim 
Administrator's discretion, following evaluation and validation of all 
provider billings in accordance with one or more of the following 
methodologies: 

m As indicated in the most recent edition of the Current 
Procedural Terminology (CPT), a publication of the American 
Medical Association. 

a As reported by generally recognized professionals or 
publications. 

As used for Medicare. 

a As determined by medical staff and outside medical consultants 
pursuant to other appropriate source or determination that the 
Claims Administrator accepts. 

per so^ - a regular full-time Employee of the Plan Sponsor 
who is scheduled to work at his or her job at least 20 hours per week 
or otherwise considered by the Plan Sponsor to be an Employee for 
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Plan coverage purposes; or a person who retires while covered under 
the Plan. 

J & g r s n q -  a serious medical condition or symptom resulting 
from Injury, Sickness or Mental Illness which is both of the 
following: 

o Arises suddenly. 

In the judgment of a reasonable person, requites immediate care 
and treatment, generally received within 24 hours of onset, to 
avoid jeopardy to life or health. 

fimerpencv - - Health Serviceg - health care services and supplies 
necessaty for the treatment of an Emergency. 

-10-veg - an Eligible Person who is properly enrolled under the 
Plan. The Employee is the person (who is not a Dependent) on 
whose behalf the Plan is established. 

endem- a Dependent who is properly enrolled under 
the Plan. 

Fxpeninental or Inv . . est~~atlonaf SemMc@ - medical, surgical, 
diagnostic, psychiatric, substance abuse or other health care services, 
technologies, supplies, treatments, procedures, drug therapies or 
devices that, at the time we make a determination regarding coverage 
in a particular case, are determined to be any of the following: 

Not approved by the U.S. Food and Drug Administration 
(FDA) to be lawfully marketed for the proposed use and not 
identified in the American Hosoital Formularv Service or the 
United States Pharmacoooeia Disoensinp Information as 
appropriate for the proposed use. 

Subject to review and approval by any institutional review board 
for the proposed use. 

To continue reading, go t o  night column on this page. 

The subject of an ongoing clinical trial that meets the definition 
of a Phase 1,2 or 3 clinical trial set forth in the FDA regulations, 
regardless of whether the trial is actually subject to FDA 
oversight. 

If you have a life-threatening Sickness or condition (one which is 
likely to causk death within one year of the request for treatment) we 
may, in our discretion, determine that an Experimental or 
Invesagational Service meets the definition of a Covered Health 
Service for that Sickness or condition. For this to take place, we 
must determine that the procedure or treatment is promising, but 
unproven, and that the service uses a specific research protocol that 
meets standards equivalent to those defked by the National 
Institutes of Health. 

Pull-time Studm- a person who is enrolled in and attending, full- 
time, a recognized course of study or training at one of the 
following: 

. An accredited high school. 

An accredited college or university. 

A licensed vocational school, t6chnical school, beautician school 
automotive school or similar training school. 

Full-time Student status is determined in accordance with the 
standards set forth by the educational institution. You are no longer 
a Full-time Student at the end of the calendar month you graduate or 
otherwise cease to be enrolled and in attendance at the institution on 
a full-time basis. 

You continue to be a Full-time Student during periods of regular 
vacation established by the institution. If you do not continue as a 
Full-time Student immediately following the period of vacation, the 
Full-time Student designation will end as described above. 
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Home Health &enq- a program or organization authorized by m u m  Plan sene&- the maximum amount that we will pay 

law to provide health care services in the home. for Benefits during the entire period of time that you are enrolled 
under the Plan, or any other Plan of the Plan Sponsor. When the 

Nos-~ital- an institution, operated as required by law, that is both of Maximum Plan Benefit applies, it is described in (Section 1: What's 
the following: Covered--Benefits). 

e Is primarily engaged in providing health services, on an inpatient 
basis, for the acute care and treatment of injured or sick 

Wdicare - Parts A, 33, and C of the insurance program established 

individuals. Care is provided through medical, diagnostic and by Title XVIII, United States Social Security Act, as amended by 

surgical facilities, by or under the supervision of a staff of 42 U.S.C. Sections 1394, et seq. and as later amended. 

physicians. 

Has 24 hour nursing services. 

A Hospital is not primarily a place for rest, Custodial Care or care of 
the aged and is not a nursing home, convalescent home or similar 
institution. 

Initial Enroffment Period- the initial period of time, as 
determined by the Plan Administrator, during which Eligible 
Persons may entoll themselves and their Dependents under the Plan. 

l Health Sem'ces - Covered Health Services for the 
diagnosis and treatment of Mental Illnesses. The fact that a 
condition is listed in the current Diagnostic and Statistical Manual of 
the American Psychiatric Association does not mean that treatment 
for the condition is a Covered Health Service. 

I N e & S u b ~ - b ~ &  - the organization or 
individual, designated by us, that provides or arranges Mental Health 
Services and Substance Abuse Services for which Benefits are 
available under the Plan. 

Jniuq- bodily damage other than Sickness, including all related M I I I n e s s  - those mental health or psychiatric diagnostic 
conditions and recurrent symptoms. categories that are listed in the current Diagnostic and Statistical 

Jn~atient Rehabilitation FaciIity- a Hospital (or a special unit of 
a Hospital that is designated as an Inpatient Rehabilitation Facility) 

~ & a l  of the American Psychiatric Association, unless those 
services are specifically excluded under the Plan. 

. . 

that p;ovides rehabilitation health sekces (physical therapy, jVetwo&- when used to describe a provider of health care services, 
occupational therapy andlor speech therapy) on an inpatient basis, this means a provider that has a participation agreement in effect 
as authorized by law, with the Claims Administrator or an affiliate (directly or through one 

b-~atient Sta-r- an uninterrupted confinement, following formal or more other organizations) to provide Covered Health Services to 

admission to a Hospital, Skilled Nursing Facility or Inpatient Covered Persons. 

Rehabilitation Faciltty. A provider may enter into an agreement to provide only certain 
Covered Health Services, but not all Covered Health Services, or to 
be a Network provider for only some of our products. In this case, 0 
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the provider will be a Network provider for the Health Services and The following costs will never apply to the Out-of-Pocket 
products included in the participation agreement, and a non- Maximum: 
Network provider for other Health Services and products. The 
participation status of providers will change from time to time. Any charges for non-Covered Health S e ~ c e s .  

Network Benet.& - Benefits for Covered Health Services that are 
orovided bv a Network Physician or other Network provider. 

Copayments for Covered Health Services available by an 
optional Rider. 

I 

Any Copayments for Covered Health Senices in (Section 1: 
Nan-NetworkBenefi@ - Benefits for Covered Health Services that What's Covered--Benefits) that do not apply to the Out-of- 
are provided by a non-Network Physician or other non-Network Pocket Maximum. 
provider. 

The amount of any reduced Benefits if you don't notify Care 
Oaen Enrollment Period- a period of time that follows the Initial coordinationSM as described in (Section 1: What's Covered-- 
Enrollment Period during which Elidble Persons may enroll Benefits) under the Must You NotiiF/ Care C~ordnatiotli'~? column. - 
themselves and ~ e ~ e n d e k t s  under the Plan. The plan Administrator Charges that exceed Ebgble Expenses. 
will determine the period of time that is the Open Enrollment 
Period. * Any amounts applied towards meeting your Annual Deductible. 

- - er M a ~ m  - the maximum amount you pay out-of- Even when the Out-of-Pocket Maximum has been reached, the 

pocket every calendar year after the Annual Deductible is met. If you following will not be paid at 100%: 

use both Network Benefits and Non-Network Benefits, two separate 
Out-of-Pocket Maximums apply. Depending on the geographic area Any charges for non-Covered HeaIth Services. 

and the service you receive, you may have access to non-Network o The amount of any reduced Benefits if you don't notify Care 
providers who have agreed to discount their charges for Covered ~ o o r d i n a t i o n ~ ~  as described in (Section 1: What's Covered-- 
Health Services. If you receive Covered Health Services from these Benefits) under the Must You Nofifi Care Coort(inatiod"? column. 
providers, your Coinsurance for Non-Network Benefits will remain 
the same, however the total amount that you owe may be Iess than if 

- 
Charges that exceed Ebgble Expenses. 

you received services from other non-Network providers because . . -- an Eligible Person who is properly enrolled under the 
the Eligible Expenses may be a lesser amount. Plan. The Participant is the person (who is not a Dependent) on 

whose behalf the Plan is established. 
Once you reach the Out-of-Pocket Maximum, Benefits for those 
Covered Health Services that apply to the Out-of-Pocket Maximum 
are payable at 100°/o of Eligible Expenses during the rest of that - any Doctor of Medicine, "M.D.", or Doctor of 
calendar year. Osteopathy, "D.O.", who is properly licensed and qualified by law. 

'3 
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Please Note: Any podiatrist, dentist, psychologist, chiropractor, 
optomeuist, or other provider who acts within the scope of his or 
her license will be considered on the same basis as a Physician. The 
fact that we describe a provider as a Physician does not mean that 
Benefits for services from that provider are available to you under 
the Plan. 

a - United HealthCqe Low PPO Plan for Cihergy Corp. Health 
Benefit Plan. 

plan Adminisratog - is the Cinergy Corp. or its designee as that 
term is defhed under ERISA. 

Plan Sponsor- Cinergy Corp.. References to "we", "us", and "our" 
throughout the SPD refer to the Plan Sponsor. 

Prepnancv - includes all of the following: 

Prenatal care. 

Postnatal care. 

e Childbirth. 

Any complications associated with Pregnancy. 

Reni.ee - any person who retires from Cinergy and is determined 
and approved by the Plan Sponsor to be eligible to receive coverage 
under the Plan as a Retiree. 

Rider- any attached written description of additional Covered 
Health Services not described in this SPD. Riders are subject to all 
conditions, limitations and exclusions of the Plan except for those 
that are specifically amended in the Rider. 

. . I-~r~vate  Room - a room with two or more beds. When an 
Inpatient Stay in a Semi-private Room is a Covered Health Service, 
the difference in cost between a Semi-private Room and a private 

To continue reading, go to night column on this page. 
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room is a Benefit only when a private room is necessary in terms of 
generally accepted medical practice, or when a Semi-private Room is 
not available. 

S/ckne= - physical illness, disease or Pregnancy. The term Sickness 
as used in this SPD does not include Mental Illness or substance 
abuse, regardless of the cause or origin of the Mental Illness or 
substance abuse. 

Nun~rrFaci&- - a Hospital or nursing facility that is 
licensed and operated as required by law. 

&inal Treat-- detection or correction (by manual or 
mechanical means) of subluxation(s) in the body to remove nerve 
interference or its effects. The interference must be the result of, or 
related to, distortion, misalignment or subluxation of, or in, the 
vertebral column. 

Subsrnce Abuse Sem'ces - Covered Health Services for the 
diagnosis and treatment of alcoholism and substance abuse disorders 
that are listed in the current Diagnostic and Statistical Manual of the 
American Psychiatric Association, unless those services are 
specifically excluded. The fact that a disorder is listed in the 
Diagnostic and Statistical Manual of the American Psychiatric 
Association does not mean that treatment of the disorder is a 
Covered Health Service. 

ven Senices - services that are not consistent with 
conclusions of prevailing medical research which demonstrate that 
the health service has a beneficial effect on health outcomes and that 
are not based on trials that meet either of the following designs. 

Well-conducted randomized controlled trials. (Two or more 
treatments are compared to each other, and the patient is not 
allowed to choose which treatment is received.) 

To continue reading, go to i e j  column on nextpage. 
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Well-conducted cohort studies. (Patients who receive study 
treatment are compared to a group of patients who receive 
standard therapy. The comparison group must be nearly identical 
to the study treatment group.) 

Decisions about whether to cover new technologies, procedures and 
treatments wiU be consistent with conclusions of prevailing medical 
research, based on well-conducted randomized trials or cohort 
studies, as described. 

If you have a life-threatening Sickness or condition (one that is likely 
to cause death within one year of the request for treatment) we and 
the Claims Administrator may, in our discretion, determine that an 
Unproven Service meets the definition of a Covered Health Service 
for that Sickness or condition. For this to take place, we and the 
Claims Administrator must determine that the procedure or 
treatment is promising, but unproven, and that the service uses a 
specific research protocol that meets standards equivalent to those 
defined by the National Institutes of Health. 

u t  Care Centeg - a facility, other than a Hospital, that provides 
Covered Health Services that are required to prevent serious 
deterioration of your health, and that are required as a result of an 
unforeseen Sickness, Injury, or the onset of acute or severe 
syrnp toms. 

To continue reading, go to night column on this page. To continue reading, go to /$column on nextpage. 
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Statement of Rights under the Newbornsf 
Attachment and Mothers' Health Protection Act 

Women's Health and Cancer Rights Act 
of 1998 
As required by the Women's Health and Cancer Rights Act of 1998, 
we provide Benefits under the Plan for mastectomy, including 
reconstruction and surgery to achieve symmetry between the breasts, 
prostheses, and complications resulting from a mastectomy 
(including lyrnphedema). 

I Group health Plans and health insurance issuers generally may not, 
under Federal law, restrict Benefits for any Hospital length of stay in 
connection with childbirth for the mother or newborn child to less 
than 48 hours following a vaginal delivery, or less than 96 hours 
following a cesarean section. However, Federal law generally does 
not prohibit the mother's or newborn's attending provider, after 
consulting with the mother, from discharging the mother or her 
newborn earlier than 48 hours (or 96 hours as applicable). In any 
case, Plans and issuers may not, under Federal law, require than a 
provider obtain authorization from the Plan or the insurance issuer 
for prescribing a length of stay not in excess of 48 hours (or 96 
hours). 

If you are receiving Benefits in connection with a mastectomy, 
Benefits are also provided for the following Covered Health 
S ~ M C ~ S ,  as you determine appropriate with your attending 
Physician: 

All stages of reconstruction of the breast on which the 
mastectomy was performed; 

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

Prostheses and treatment of physical complications of the 
mastectomy, including lymphedema. 

The amount you must pay for such Covered Health Services 
(including Copayments and any Annual Deductible) are the same as 
are required for anv other Covered Health Service. Limitations on 
~enefits are the s&e as for any other Covered Health Service. C] 
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Tvoe of Plan: Self-insured health and welfare benefits plan, 

Attachment 
.I I 

offering group health plan benefits to Employees, ~etirees and th& 
Dependents 

I1 Name, Business address, and Business Telephone Number of 
Plan Administrator: 

Summary Plan Description 

Name of Plan: Cinergy Corp, Health & Welfare Benefits Plan, as it 
relates to the United HealthCare Low PPO Plan for Cinergy Corp; 
Group Number 239203 

Name, Address and Telephone Number of Plan Sponsor and 
Named Fiduciary: 

Cinergy Corp. 
139 East Fourth Street 
Cincinnati, OH 45202 
(513) 287-3333 

The Plan Sponsor retains all fiduciary responsibilities with respect to 
the Plan.except to the extent the Plan Sponsor has delegated or 
allocated to other persons or entities one or more fiduciary 
responsibility with respect to the Plan. 

Employer Identification Number (EIN): 31-1385023 

IRS Plan Number: 506 

Effective Date of Plan: January 1,2004 

Cinergy Corp. 
139 East Fourth Street 
Cincinnati, OH 45202 
(513) 287-3333 

Claims Administrator: The following entity provides certain 
administrative services for the Plan. 

United HealthCare Insurance Company 
450 Columbus Blvd. 
Hartford, CT 061 15-0450 

Type of Administration of the Plan: The Plan Sponsor provides 
certain administrative services in connection with its Plan. The Plan 
Sponsor may, from time to time in its sole discretion, contract with 
outside parties to arrange for the provision of other administrative 
services including arrangement of access to a Network Provider; 
claims processing services, including coordination of Benefits and 
subrogation; utilization management and complaint resolution 
assistance. This external administrator is referred to as the Claims 
Administrator. The Plan Sponsor also ha; selected a Provider 
Network established by United HealthCare Insurance Company. 
The named fiduciary of Plan is Cinergy Corporation, the Plan 
Sponsor. 
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Person designated as agent for s e ~ c e  of legal process: 
Service of process may also be made upon the Plan Administrator. 

Source of contributions under the Plan: There are no 
contributions to the Plan. All Benefits under the Plan are paid from 
the general assets of the Plan Sponsor. Any required Participant 
contributions are used to partially reimburse the Plan Sponsor for 
Benefits under the Plan. 

Method of calculating the amount of conttibution: Participant- 
requit;ed contributions to the Plan Sponsor are the Participant's 
share of costs as determined by Plan Sponsor. From time to time, 
the Plan Sponsor will determine the required Participant 
contributions for reimbursement to the Plan Sponsor and distribute 
a schedule of such required contributions to Participants. 

Date of the end of the year for purposes of maintaining Plan's 
fiscal rkcords: Plan year shall be a twelve month period ending 
December 31. 

Determinations of Qualified Medical Child Support Orders. 

The Plan's procedures for handling qualified medical child support 
orders are available without charge upon request to the Plan 
Administrator. 

Although the Plan Sponsor currently intends to continue the 
Benefits provided by this Plan, the Plan Sponsor reserves the right, 
at any time and for any reason or no reason at all, to change, amend, 
interpret, modify, withdraw or add Benefits or terminate this Plan or 
this Summary Plan Description, in whole or in part and in its sole 
discretion, without prior notice to or approval by Plan participants 
and their beneficiaries. Any change or Amendment to or termination 

To continue reading go to right coiumn on this page. 

of the Plan, its Benefits or its terms and condition, in whole or in 
part, shall be made solely in a written Amendment (in the case of a 
change or Amendment) or in a written resolution (in the case of 
termination), whether prospective or retroactive, to the Plan. The 
Amendment or resolution is effective only when approved by the 
body or person to whom such authority is formally granted by the 
terms of the Plan. No person or entity has any authority to make any 
oral changes or Amendments to the Plan. 

Benefits under the Plan are furnished in accordance with the Plan 
Description issued by the Plan Sponsor, including this Summary 
Plan Description. 

Participant's rights under the Employee Retirement Income Security 
Act of 1974 (ERISA) and the procedures to be followed in regard to 
denied claims or other complaints zelating to the Plan are set forth in 
the body of this Summary Plan Description. 

Statement of Employee Retirement 
Income Security Act of 1974 (ERISA) 
.Rights 

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

Receive Information About Your Plan and Benefits 

Examine, without charge, at the Plan Administrator's office and at 
other specified locations, such as worksites and union halls, all 
documents governing the Plan, including insurance contracts and 
collective bargaining agreements, and a copy of the latest annual 
report (Form 5500 Series) filed by the Plan with the U.S. 

To continue reaCng, go to I@ column on next page. 
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Department of Labor and available at the Public Disclosure Room 
of the Pension and Welfare Benefit Administration. 

Obtain, upon written request to the Plan Administrator, copies of 
documents governing the operation of the Plan, including insurance 
contracts and collective bargaining agreements, and copies of the 
latest annual report (Form 5500 Series) and updated Summary Plan 
Description. The Plan Administrator may make a reasonable charge 
for the copies. 

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

Continue Group Health Plan Coverage 

Continue health care coverage for yourself, spouse or Dependents if 
there is a loss of coverage under the Plan as a result of a qualifyulg 
event. You or your Dependents may have to pay for such coverage. 
Review this Summary Plan Description and the documents 
governing the Plan on the ruIes governing your COBRA 
continuation coverage rights. 

Reduction or elimination of exclusionary periods of coverage for 
preexisting conditions under your group health Plan, if you have 
creditable coverage from another group health Plan. In addition, if 
your Plan coverage ceases, you have the right to be provided a 
certificate of creditable coverage, free of charge, from the Plan, as 
well as any other group health plan or health insurance issuer when 
you become entitled to elect COBRA continuation coverage, when 
your COBRA continuation coverage ceases, if you request it before 
losing coverage, or if you request it up to 24 months after losing 
coverage. Without evidence of creditable coverage, you may be 
subject to a preexisting condition exclusion for 12 months (18 
months for late enrollees) after your enrollment date in your 

To continue reading go to nght column on this page. 

coverage. You should know that, currently, the Plan does not 
impose any pre-existing condition limitations or exclusions. 

Prudent Actions by Plan Fiduciaries 

In addition to creating rights for Plan participants, ERISA imposes 
duties upon the people who are responsible for the operation of the 
Plan. The people who operate your Plan, cded  "fiduciaries" of the 
Plan, have a duty to do so prudently and in the interest of you and 
other Plan participants and beneficiaries. No one, including 
employer, your union, or any other person may fire you or otherwise 
discriminate against you in any way to prevent you from obtaining a 
welfare benefit or exercising your rights under ERISA. 

Enforce Your Rights 

If your claim for a welfare benefit is denied or ignored, in whole or 
in part, you have a right to know why this was done, to obtain copies 
of documents relating to the decision without chatge, and to appeal 
any denial, all within certain time schedules. Under ERISA, there are 
steps you can take to enforce the above rights. For instance, if you 
request a copy of Plan documents or the latest annual report from 
the Plan and do not receive them within 30 days, you may file suit in - - 
a Federal court. In such a case, the court may require thel'lan 
Administrator to provide the materials and pay you up to $110 a day 
until you receive the materials, unless the materials were not sent 
because of reasons beyond the control of the Plan Administrator. If 
you have a claim for Benefits which is denied or ignored, in whole or 

part, you may £ile suit in a state or Federal court. In addition, if 
you disagree with the Plan's decision or lack thereof concerning the 
qualified status of a domestic relations order or a medical child 
support order, you may file suit in Federal court after all requited 
reviews of your claim have been completed. If it should happen that 
Plan fiduciaries misuse the Plan's money, or if you are discriminated 
against for asserting your rights, you may seek assistance from the 
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U.S. Department of Labor, or you may f3e suit in a Federal court. 
The court will decide who should pay court costs and legal fees. If 
you are successful the court may order the person you have sued to 
pay these costs and fees. If you lose, the court may order you to pay 
these costs and fees, for example, if it finds your claim is frivolous. 

Assistance with Your Questions 

If you have any questions about your Plan, you should contact the 
Plan Administrator. If you have any questions about this statement 
or about your rights under ERISA, or if you need assistance in 
obtaining documents from the Plan Administrator, you should 
contact the nearest office of the Pension and welfare Benefits 
Administration, United States Department of Labor listed in your 
telephone directory or the Division of Technical Assistance and 
Inquiries, Pension and Welfare Benefits Administration, U.S. 
Department of Labor, 200 Constitution Avenue, N.W., Washington, 
D.C. 20210. You may also obtain certain publications about your 
rights and responsibilities under ERISA by calling the publication 
hotline of the Pension and Welfare Benefits Administration. 
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Information about Defined Terms 
Introduction Because this SPD is a legal document, we want to give you 

- information about the document that will help you understand it. 

We are pleased to provide you with this Summary Plan Description 
(SPD). This SPD describes your Benefits, as well as your rights and 
responsibilities, under the Plan. 

How to Use this Document 
We encourage you to read your SPD and any attached Riders and/or 
Amendments carefully. 

We especially encourage you to review the Benefit limitation of this 
SPD by reading (Section 1: What's Covered--Benefits) and (Section 
2: What's Not Covered--Exclusions). You should also carefully read 
(Section 9: General Legal Provisions) to better understand how this 
SPD and your Benefits work. You should call the Claims 
Administrator if you have questions about the limits of the coverage 
available to you. 

Many of the sections of the SPD are related to other sections of the 
document. You may not have all of the information you need by 
reading just one section. We encourage you to keep your SPD and 
any attachments for your future reference. 

Please be aware that your Physician does not have a copy of your 
SPD, and is not responsible for knowing or communicating your 
Benefits. 

Certain capitalized words have special meanings. We have defined 
these words in (Section 10: Glossary of Defined Terms). You can 
refer to Section 10 as you read this document to have a clearer 
understanding of your SPD. 

When we use the words "we," "us," and "our" in this document, we 
are referring to the Plan Sponsor. When we use the words "you" and 
"your" we are referring to people who are Covered Persons as the 
term is defined in (Section 10: Glossary of Defined Terms). 

Your Contribution to the Benefit Costs 
The Plan may require the Participant to contribute to the cost of 
coverage. Contact your Benefits representative for information 
about anypart of this cost you may be responsible for paying. 

Customer S e ~ c e  and Claims Submittal 
Please make note of the following information that contains Claims 
Administrator department names and telephone numbers. 

Customer Service Representative (questions regarding Coverage 
or procedures): As shown on your ID card. 

Care CoordinationSM/~otification: As shown on your ID card. 

Mental HeaIth/Substance Abuse Services Designee: As shown 
on your ID card. 

To continue reading, go to nrig coI~/mtl on this page. To continue read;& go to I$ column on nextpage. ' d m 0  * Z 
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Network Benefits apply, see (Section 3: Description of Network and 

Section 1: Non-Network Benefits). 

What' 
Benefits are available only if all of the following are true: 

s Covered--Benefits 
Covered Health Services are received while the Plan is in effect. 

Copayments and Eligible Expenses. 

Annual Deductible, Out-of-Pocket Maximum , 

and Maximum Plan Benefit. 

Covered Health Services. We pay Benefits for the 
Covered Health Services described in this section 
unless they are listed as not covered in (Section 2: 
What's Not Covered--Exclusions) . 

Accessing Benefits 
You can choose to receive either Network Benefits or Non-Network 
Benefits. To obtain Network Benefits you must see a Network 
Physician or other Network provider. 

You must show your identification card (ID card) every time you 
request health care services from a Network provider. If you do not 
show your ID card, Network providers have no way of knowing that 
you are enrolled under the Plan. As a result, they may bill you for the 
entire cost of the services you receive. For details about when 

To continue readin& go to nghZ co1'umn on tbixpage. 

covered Health Services are received prior to the date that any 
of the individual termination conditions listed in (Section 8: 
When Coverage Ends) occurs. 

The person who receives Covered Health Services is a Covered 
Person and meets all eligibility requirements specified in the 
Plan. 

Copayment 
Copayment is the amount you pay each time you receive certain 
Covered Health Services. For a complete definition of Copayment, 
see (Section 10: Glossary of Defined Terms). Copayrnent amounts 
are listed on the following pages next to the description for each 
Covered Health Setvice. Please note that when Copayments are 
calculated as a percentage (rather than as a set dollar amount) the 
percentage is based on EIgible Expenses. 

Eligible Expenses 
Eligible Expenses are the amount that we will pay for Benefits as 
determined by us or by our designee once you have met your Annual 
Deductible. In almost all cases our designee is the Claims 
Administrator. For a compIete detinition of Eligible Expenses that 
describes how payment is determined, see (Section 10: Glossary of 
Defined Terms). 

We have delegated to the Claims Administrator the discretion and 
authority to initially determine on our behalf whether a treatment or 

To continue 12:adng go to hji coIumn on nextpage. 
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supply is a Covered Health Service and how the Eligble Expense 
will be determined and otherwise covered under the Plan. 

For Network Benefits, you are not responsible for any difference 
between the Eligible Expenses and the amount the provider bills, 
unless you agreed to reimburse the provider for such services. For 
non-Network Benefits, except for fees that are negotiated by a non- 
Network provider and either the Claims Administrator or one of its 
vendors, affiliates or subcontractors, you are responsible for paying, 
directly to the non-Nework provider, any difference between the 
amount the provider bills you and the amount we will pay for 
Eligible Expenses. 

Notification Requirements 
Prior notification is required before you receive certain Covered 
Health Services. You are responsible for not i fpg Care 
coordinationSM before you receive these Covered Health Services. 

For Mental Health/Substance Abuse Services you are responsible 
for notifyulg the Mental HealthlSubstance Abuse Designee. 

Services for which you must provide prior notification appear in this 
section under the Must You Notzz Care ~oord;zatiootz~~~? column in the 
table labeled BeneJitlnfomafion. Some of the services requiring 
notification include: 

Accidental Dental Services. 

Durable Medical Equipment over $1,000. 

Home Health Care. 

Hospice Care. 

Hospital Confinements. 

Maternity Care that exceeds 48 hours for normal delivery and 96 
hours for Caesarian birth. 

Inpatient Mental Health and Substance Abuse Services. 

Reconstructive Procedures. 

Skilled Nursing/Inpatient Rehabilitation Facility Confinement. 

Transplant Services. 

Breast reduction and reconstruction (except for afier cancer 
surgery), vein stripping, &ition and sclerotherapy, and upper lid 
blepharoplasty. These services will not be covered when 
considered cosmetic in nature. 

To notify Care coordinationSM or the Mental Health/Substance 
Abuse Designee, call the telephone number on your ID card for 
Claims Administration. 

We urge you to confirm with Care coordinations" that the services 
you plan to receive are Covered Health Services, even if not 
indicated in the Must You Nohfj Care Coordinatiodni? column. That's 
because in some instances, certain procedures may not meet the 
definition of a Covered Health Service and therefore are excluded. 
In other instances, the same procedure may meet the definition of 
Covered Health Services. By calling before you receive tteatment, 
you can check to see if the service is subject to limitations or 
exclusions such as: 

. The Cosmetic Procedures exclusion. Examples of procedures 
that may or may not be considered Cosmetic include: breast 
reduction and reconstruction (except for after cancer surgery 
when it is always considered a Covered Health Service); vein 
stripping, ligation and sclerotherapy, and upper lid 
blepharoplasty. 

The Experimental or Investigational S ~ M C ~ S  or Unproven 
Services exclusion. 

Any other limitation or exclusion of the Plan. 

To continue reading, go to nght column on thispage. To continue reading, go to lej  column on nextpage. +! z 2 % ~  
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Special Note Regarding Medicare 
If you are enrolled for Medicare on a primary basis (Medicare pays 
before we pay Benefits under the Plan), the notification 
requirements described in this SPD do not apply to you. Since 
Medicare is the primary payer, we will pay as secondary payer as 
described in (Section 7: Coordination of Benefits). You are not 
required to notify Care ~ o o r d i n a t i o n ~ ~  before receiving Covered 
Health Services when Medicare is the primary payer. 

Cd+z 
To continue reading, go to right column on thispage. To continue reading, go to I@ column on nextpage. $ go 
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Payment Information 
Payment Term Description Amounts 

Annual The amount you pay for Covered Network 
Health Services before you are eligible $200 per Covered Person per calendar year, not to exceed $400 for all 
to receive Benefits. Fora complete Covered Persons in a family. 
definition of Annual Deductible, see 
(Section 10: Glossary of Defined 
Terms). 

Covered Expenses charged by both 
Network and non-network Providers Non-Network 

apply towards both the Network $400 per Covered Person per calendar year, not to exceed $800 for d 

Individual and Family Deductibles and Covered Persons in a family. 

the non-network ~ndividual and 
Family Deductibles. 

Copayment The charge you are required to pay for Nehvork and Non-Network 
certain Covered Health Services. A See each Benefit in Section 1: What's Coveted - - Benefits for further 
Copayment may be either a set dollar information. 
amount or a percentage of Eligible 
Expenses. 

Out-of- The maximum you pay, out of your Network 

Pocket pocket, in a calendar year for $1,200 per Covered Person per calendar year, not to exceed $2,400 for all 
Copayments. For a complete definition Covered Persons in a family. 

Maximum of Out-o f-Pocket Maximum, see The Out-of-Pocket Maximum does include the Annual Deductible. 
(Section 10: Glossary of Defined 
Terms). 
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Payment Term Description Amounts 
Covered Expenses charged by both 
Network and non-network Providers Non-Network Out-of- 
apply towards both the Network $2,400 per Covered Person per calendar year, not to exceed $4,800 for all 

Pocket Individual and Family Out-of-Pocket Covered Persons in a family. 

Maximum Maximums and the non-network The Out-of-Pocket Maximum does include the h u a l  Deductible. 

Individual Family Out-of-Pocket 
Maximums. 

Maximum The maximum amount we will pay for Network and Non-Network 
Benefits during the entire period of $2,000,000 per Covered Person. 

'lan Benefit time you are enrolled under the Plan. 
For a complete definition of Maximum 
Plan Benefit, see (Section 10: Glossary 
of Defined Terms). 
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Benefit Information 
Description of Must Your Copayment Does Do You Need 

Coveted Health Service You Amount Copayment to Meet Annual 
Notify Care % Copaymena are Help Meet Deductible? 

CootdinationSM based Ehgible On a Expenses percent Out-of-Pocket 
? Maximum? 

1. Acupuncture Services Network 

Acupuncture services for pain therapy when both of the following No $15 per visit No 

are true: 

Another method of pain management has failed. Non-Network 

The service is performed by a provider in the provider's office. No 

Where such Benefits are available, acupuncture is a Covered Health 
Service for the treatment oE 

Nausea of Chemotherapy, or 

Post-operative nausea, or 

Nausea of early Pregnancy. 

Any combination of Rietwork and Non-Network Benefits is limited 
to 20 visits per calendar year. 

30% . Yes Yes 

2. Ambulance S e ~ c e s  - Emergency only Network 

Emergency ambulance transportation by a licensed ambulance No Ground Yes Yes 

service to the nearest Hospital where Emergency Health Services Transportation: 

can be performed. 10% 

Air Transportation: 
10% 

United Healthcare H g h  PPO Plan for Cinergy Corp. - 01/01/04 
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Description of 
Covered Health Service 

Must Your Copayment Does Do You Need 
You Amount Copayment to Meet Annual 

Notifv Care % Copayments are Help Meet Deductible? 

Non-Network ' 

No Same as Same as Same as 
Network Network Network 

3. Ambulance Services - Non-Emergency Nemork 

Transportation by professional ambulance, other than air No Ground Yes 

ambulance, to and from a medical facility. Tran.podatios 
10% 

Transportation by regularly-scheduled airline, railroad or air 
ambulance, to the nearest medical facility qualified to give the 
required treatment. 

Air Tran@ortation: 
10% 

Note: Except in life threatening circumstances, notification for Air 
Ambulance transport is required Non-Network 

No 10% Yes 

Yes 

Yes 

- - -- - - - - - 

4. Chris tian Science Practitioner 
Covered Health Services rendered when: 

The frequency is reasonable and comparable to treatment by 
another health care provider. 

The Christian Science Nurse or Practitioner is listed in the 
Christian Science Journal at the time the charge is made. 

Network 
Not Not 

Covered Covered 

Non-Network 
No 30% 

Not Not 
Covered Covered 

Yes Yes 

United Healthcare High PPO Plan for Cinergy Corp. - 01/01/04 
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Desctiption of 
Covered Health Service 

Must Yow Copayment Does Do You Need 
You Amount Copayment to Meet Annual 

Notify Care % Copayments are Help Meet Deductible? 
~ ~ ~ ~ d i ~ ~ t i ~ ~ ~ ~  based On a Percent out-&f-pocket 

W b l e  Expenses 
? Maximum? 

5. Dental Senices - Accident only 
Dental services when all of the following are true: 

o Treatment is necessary because of accidental damage. 

Dental services are received from a Doctor of Dental Surgery, 
"D.D.S." or Doctor of Medical Dentistry, "D.M.D." 

The dental damage is severe enough that initial contact with a 
Physician or dentist occurred within 48 hours of the accident. 

Network 
Yes OBce Vkik 

$15 No 

Benefits are available only for treatment of a sound, natural tooth. Non-Network 
The Physician or dentist must certify that the injured tooth was: Yes 

A virgin or unres tored tooth, or 

A tooth that has no decay, no filling on more than two surfaces, 
no gum disease associated with bone loss, no root canal therapy, 
is not a dental implant and functions normally in chewing and 
speech. 

Dental services for h a l  treatment to repair the damage must be 
both of the following: 

Started within three months of the accident. 

* Completed within 12 months of the accident. 

Please note that dental damage that occurs as a result of normal 
activities of daily living or extraordinary use of the teeth is not 
considered an "accident". Benefits are not available for repairs to 

Altentate Setting: 
10% Yes 

Yes 

No 

Yes 

Yes 
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Description of 
Coveted Health Service 

Must Your Copayment Does Do You Need 
You Amount Copayment to Meet Annual 

No& Care % Copayrnents are Help Meet Deductible? 
Cootd i~at ion~~  based On a percent of ~ ~ ~ - i f - ~ ~ ~ k e t  

7 Ekgible Expenses Maximum? 

teeth that are injured a s  a result of such activities. 

Notify Care coordinationSM 
Please remember that you should notify Care coordinationSM as 
soon as possible, but at least five business days before follow-up 
(post-Emergency) treatment begins. (You do not have to provide 
notification before the initial Emergency treatment.) When you 
provide notification, Care coordinationSM can verifjr that the service 
is a Covered Health Service. 

6. Diagnostic and Therapeutic S e ~ c e s  Network 
Covered Health Services received on an outpatient basis including: No 10% Yes Yes 

Lab and radiology/X-ray. 

Mammography testing. 

Other diagnostic tests and therapeutic treatments (including 
cancer chemotherapy or intravenous inksion therapy). 

A standard test (such as a Mammogram, PSA or Pap Smear) 
associated with an annual preventative screening will be covered at 
100%. If additional follow-up testing is required, the standard Non-Network 

Copayment will apply. No 

When these services are performed in a Physician's office, Benefits 
are described under PLysikan's Ofice Services below. 

Yes Yes 

a+z: 
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Description of 
Covered Health Service 

Must Your Copayment Does Do You Need 
You Amount Copayment to Meet Annual 

Notify Care % Copayments are Help Meet Deductible? 

7. Durable Medical Equipment 
Durable Medical Equipment that meets each ofthe following 

Ordered or provided by a Physician for outpatient use. 

a Used for medical purposes. 

Not consumable or disposable. 

Not of use to a person in the absence of a disease or disability. 

If more than one piece of Durable Medical Equipment can meet 
your functional needs, Benefits are available only for the most 
cost-effective piece of equipment. 

Examples of Durable Medical Equipment include: 

0 Equipment to assist mobility, such as a standard wheelchair. 

A standard Hospital-type bed. 

Oxygen concentrator units and the rental of equipment to 
administer oxygen. 

Delivery pumps for tube feedings. 

Braces that stabilize an Injured body part are considered Durable 
Medical Equipment and are a Covered Health Service, including 
necessary adjustments to shoes to accommodate braces. 

Mechanical equipment necessary for the treatment of chronic or 
acute respiratory failure or conditions. 

Network 
Yes, for items 10% 

more than 
$1,000. 

Non-Network 
Yes, for items 

more than 
$1,000. 

Yes Yes 

Yes Yes 

Untted Healthcare I-kgh PPO Plan for Cinergy Corp. - 01/01/04 
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Description of Must Yow Copayment Does Do You Need 
Covered Health Service You Amount Copayrnent to Meet Annual 

Notify Care % Copayments are Help Meet Deductible? 
CoordinationSM based On a percent of Out-of-Pocket 

Ebble  Expenses 
? Maximum? 

Diabetic pumps. 

We provide Benefits for a single unit of Durable Medical Equipment 
(example one insulin pump) and provide repair for that unit. 

Care coordinationSM will decide if the equipment should be 
purchased or rented. You must purchase or rent the Durable 
Medical Equipment from the vendor Care coordinationSM identifies. 

Noti@ Care CoordinationSM 
Please remember that you must notify Care coordinationSM before 
obtaining any single item of Durable Medical Equipment that costs 
more than $1,000 (either purchase price or cumulative rental of a 
single item). If you don't notify Care coordinationSM, Benefits for 
Durable Medical Equipment will be subject to a $300 penalty. 

8. Emergency Health Services 
Services that are required to stabilize or initiate treatment in an 
Emergency. Emergency Health Services must be received on an 
outpatient basis at a Hospital or Alternate Facility. 

You will find more information about Benefits for Emergency 
Health Services in (Section 3: Description of Network and Non- 
Network Benefits). 

The $75 Emergency Health Services Copayrnent is waived if the 
Covered Person is admitted to a Hospital. Additionally, no Benefits 
are provided if the service is deemed to be non-Emergency in 
nature. 

Network 
Yes, but only $75 per visit No 

for an Inpatient 
Stay. 

Non-Network 
Yes, but only Same as Same as 

for an Inpatient Network Network 
Stay. 

Same as 
Network 

United Healthcare High PPO Plan for Cinergy Corp. - 01/01/04 
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Description of 
Covered Health Service 

Must Your Copayment Does Do You Need 
You Amount Copayment to Meet Annual 

Notify Care % Copayments are H ~ I G  ~ e e t  Deductible? 
~ ~ ~ ~ d i & t i ~ n ~ ~  basedon a Percent of oUt-~f-pocket 

Eligible Expenses 
? Maximum? 

Notify Care CoordinationSM 
To ensure prompt and accurate payment of your claim as a Network 
Benefit, notify Care coordinationSM within two business days or as 
soon as possible after you receive outpatient Emergency Health 
Services at a non-Network Hospital or Alternate Facility. 

Please remember that if you are admitted to a Hospital as a result of: 
an Emergency, you must notify Care coordinationSM within two 
business days or the same day of admission, or as soon as reasonably 
possible. 

If you don't notify Care ~oord ina t ion~~ ,  Benefits for the Hospital 
Inpatient Stay will be subject to a $300 penalty. Benefits will not be 
reduced for the outpatient Emergency Health Services. 

9. Home Health Care Network 
Services received from a Home Health Agency that are both of the Yes 10% Yes Yes 
following: 

Ordered by a Physician. 

Provided by or supervised by a registered nurse in your home. 

Benefits are available only when the Home Health Agency s e ~ c e s  Non-Network 
are provided on a part-time, intermittent schedule and when skilled Yes 
home. health care is required. 

Skilled home health care is skilled nursing, skilled teaching, and 
skdled rehabilitation services when all of the following are true: 

Yes Yes 

United Healthcare High PPO Plan for Cinergy Corp. - 01/01/04 
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Description of 
Coveted Health Senrice 

Must Your Copayment Does Do You Need 
You Amount Copayment to Meet Annual 

Notify Care % Copayrnents are Help Meet Deductible? 

Eeble  Expenses 
? Maximum? 

- 

It must be delivered or supervised by licensed technical or 
professional medical personnel in order to obtain the specified 
medical outcome, and provide for the safety of the patient. 

It is ordered by a Physician. 

* It is not delivered For the purpose of assisting with activities of 
daily living, including but not limited to dressing, feeding, 
bathing or transferring from a bed to a chait. 

It requires clinical training in order to be delivered safely and 
effectively. 

It is not Custodial Care. 

Care coordinationSM will decide if skilled home health care is 
required by reviewing both the skilled nature of the service and the 
need for Physician-directed medical management. A service will not 
be determined to be "skifled" simply because there is not an available 
caregiver. 

Any combination of Network and Non-Network Benefits is lunited 
to 40 visits per calendar year. One visit equals four hours of skilled 
care services. 

Notify Care ~ o o t d i n a t i o n ' ~  
Please remember that you shodd notiijr Care CoordinationSM five 
business days before receiving services. If you don't notifjr Care 
coordinationSM, Benefits will be subject to a $300 penalty. 
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Desctiption of 
Covered Health Service 

Must Your Copayment Does Do You Need 
You Amount Copayment to Meet Annual 

Notifv Cate YO Copayments are Help Meet Deductible? 
~oordi iat ions~ based On a percent of out-if-pocket 

3 Eligible Expenses Maximtlm? 

10. Hospice Care Network 
Hospice care that is recommended by a Physician. Hospice care is an Yes 10% Yes Yes 

integrated program that provides comfort and support services for 
the terminally dl. Hospice care includes physical, psychological, 
social and spiritual care for the terminally ill person, and short-term 
grief counseling for immediate family members. Benefits are 
available when hospice care is received from a licensed hospice 
agency. 

No ti& Care coordinationSM 
Please remember that you must notify Care coordinationSM five Non-Network 

business days before receiving services. If you don't notify Care Yes 30% Yes Yes 

~oordina t ion~~,  Beoefits will be subject to a $300 penalty. 

11. Hospital - Inpatient Stay 
Inpatient Stay in a Hospital. Benefits are available for: 

Services and supplies received during the Inpatient Stay. 

Network 
Yes 10% Yes Yes 

Room and board in a Semi-private Room (a room with 
two or more beds). 

Notify Care CoordinationSM 
PIease remember that you must notify Care coordinationSM as Non-Network 

follows: Yes 

* For elective admissions: five business days before admission. 

For non-elective admissions: within one business day or the 
same day of admission. 

Yes Yes 

United Healthcare High PPO Plan for Cinergy Corp. - 01/01/04 
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Description of 
Coveted Health Service 

Must Your Copayment Does Do You Need 
You Amount Copayment to Meet Annual 

Notifv Care % Copayments are Help Meet Deductible? 
~ ~ ~ ~ d i i a t i o n ~ ~  based On a Percent out-of-pocket 

> Eftgrbfe Expenses Msximum? 

For Emergency admissions: within two business days or the 
same day of admission, or as soon as is reasonably possible. 

If you don't notify Care coordinationSM, Benefits will be subject to a 
$300 penalty. 

12. Infertility Services Network 
Covered Health Services for the diagnosis and treatment of the No 10% Yes Yes 

underlying medical condition causing infertility when provided by or 
under the direction of a Physician. 

Non-Network 
No 30% Yes Yes 

13. Injections received in a Physician's Network 
No Ofice Vkit: Office $15 oer visit No 

Benefits are available for injections received in a Physician's office 
when no other health service is received, for example allergy 
imrnunotherapy. 

Inject# On&: 
10% Yes 

Non-Network 
No 30% per injection Yes 

No 

Yes 

Yes 
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Description of 
Coveted Health Service 

Must Your Copayment Does Do You Need 
You Amount Copayment to Meet Annual 

Notify Care . % Copayments - are Help Meet Deductible? 
CoordinationSM On a Percent ~ut-of-pocket 

Eligible Expenses 
? Maximum? 

14. Maternity Services 
Benefits for Pregnancy will be paid at the same level as Benefits for 
any other condition, ~idkness or Injury. This includes all maternity- 
rglated medical services for prenatal care, postnatal care, delivery, 
and any related complications. 
There is a special prenatal program to help during Pregnancy. It is 
completely voluntary and there is no extra cost for participating in 
the program. To sign up, you should notify Care ~ o o r d i n a t i o n ~ ~  
during the &st trimester, but no later than one month prior to the 
anticipated childbirth. 

We will pay Benefits for an Inpatient Stay of at least: 

48 hours for the mother and newborn child following 
a vaginal delivery. 
96 hours for the mother and newborn child following 
a cesarean section delivery. 

If the mother agrees, the attending provider may discharge the 
mother and/or the newborn child earlier than these minimum time 
frames. 

Notify Care CoordinationSM 
Please remember that you must notify Care coordinationSM as soon 
as reasonably possible if the Inpatient Stay for the mother and/or 
the newborn will be more than the time frames described. If you 
don't notify Care coordinationSM that the Inpatient Stay will be 
extended, your Benefits for the extended stay will be subject to a 
$300 penalty. 

Network 
Yes if Inpatient Same as Physician's Office Services, Professional Fees, 

Stay exceeds Hospital-Inpatient Stay, Outpatient Diagnostic and 
time frames. Therapeutic Services. 

Non-Network 
Yes if Inpatient Same as Physician's Office Services, Professional Fees, 

Stay exceeds Hospital-Inpatient Stay, Outpatient Diagnostic and 
time frames. Therapeutic Services. 

United Healthcare High PPO Plan for Cinergy Corp. - 01/01/04 
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Description of 
Coveted Health Service 

Must Yout Copayment Does Do You Need 
You Amount Copayment to Meet Annual 

Notifir Care % Copayments are Help Meet Deductible? 
~ootd i ia t ions~  On a percent out-of-pocket 

Eligible Expenses 
? Maximum? 

15. Mental Health and Substance Abuse Network 
No 10% Yes Yes 

Services - Outpatient 
Mental Health Services and Substance Abuse Services received on an 

I 

outpatient basis in a provider's office or at an Alternate Facility, 
including: 

Mental health, substance abuse and chemical dependency 
evaluations and assessment. 

* Diagnosis. 

Treatment planning. 

* Referral services. 

* Medication management. 

Short-term individual, family and group therapeutic services 
(including intensive outpatient therapy). 

Crisis intervention. 

Psychological testing. 

Non-Netwark 
Any combination of Network and Non-Network Benefits for No 
Mental Health Services and/or Substance Abuse Services is limited 
to 50 visits per calendar year. 

Yes Yes 

'd * 2 
8 gwo 
f = " W  -- tl 0 

United Healthcare High PPO Plan for Cinergy Corp. - 01/01/04 3 8  
19 (Section 1: W a t t s  Covered--Benefits) 2 o 

Pbc.  
gzi3 



Description of Must Your Copayment Does Do You Need 
Coveted Health Service You Amount Copayment to Meet Annual 

Notify Cate % Copayments are . Help Meet Deductible? 
CoordinationSM based Ekgtble On a Expenses percent Out-of-Pocket 

? Maximum? 

16. Mental Health and Substance Abuse Network 
You must call 10°/o Services - Inpatient and Intermediate the Mental 

Mental Health Services and Substance Abuse Services received on an Health/ 
inpatient or intermediate care basis in a Hospital or an Alternate Substance 
Facility. Benefits include detoxification from abusive chemicals or Abuse Designee 
substances that is limited to physical detoxification when necessary to receive the 
to protect your physical health and well-being. Benefits. 

The Mental Health/Substance Abuse Designee, who will authorize 
the services, will determine the appropriate setting for the treatment. 
If an Inpatient Stay is required, it is covered on a Semi-private Room 
basis. At the discretion of the Mental Health/Substance Abuse 
Designee, two sessions of intermediate care (such as partial 
hospitalization) may be substituted for one inpatient day. 

Network Benefits for Mental Health Services and Substance Abuse 
Services must be provided by or under the direction of the Mental 
HealthlSubstance Abuse Designee. For Network Benefits, referrals 
to a Mental HealthjSubstance Abuse provider are at the sole 
discretion of the Mental Health/Substance Abuse Designee, who is 
responsible for coordinating all of your care. Contact the Mental 
Health/Substance Abuse Designee regarding Benefits for 
inpatient/intermediate Mental Health Services and Substance Abuse 
Services. 

Any combination of Network and Non-Network Benefits for 
Mental Health Services and/or Substance Abuse Services is limited 
to 30 days per calendar year. 

Non-Network 
You must call 

the Mental 
Health/ 

Substance 
Abuse Designee 

to receive the 
Benefits. 

Yes Yes 

Yes Yes 
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Description of 
Covered Health Service 

Must Your Copayment Does Do You Need 
You Amount Copayment to Meet Annual 

Notifv Cate % Copayments are Help Meet Deductible? 
Coordi&tion~~ based Eligible On a Expenses Percent Out-o)-pocket 

? Maximum? 

Authorization Required 
Please remember that you must call and get authorization to receive 
these Benefits in advance of any treatment through the Mental 
Health/Substance Abuse Designee. The Mental Health/Substance 
Abuse Designee phone number appears on your ID card. 

Without authorization, you will be responsible for paying all charges 
and no Benefits will be paid. 

17. Nutritional Counseling Network 
Covered Health Services provided by a registered dietician in an No 10% Yes Yes 

individual session for Covered Persons with medical conditions that 
require a special diet. Some examples of such medical conditions 
include: 

Diabetes mellitus. 

Coronary artery disease. 

Congestive heart failure. 

Severe obstructive airway disease. 

Gout. 

Renal failure. 

Phenylketonuria. 

Hyperlipidernias. 

Benefits are limited to three individual sessions during a Covered 
Person's lifetime for each medical condition. 

Non-Network 
No Yes Yes 
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Description of 
Covered Health Service 

Must Your Copayment Does Do You Need 
You Arnoun t Copayrnent to Meet Annual 

% Copayments are Notify Care . - Help Meet Deductible? 
~ ~ ~ ~ d i & ~ t i ~ ~ ~ ~  based on a Percent of ~ ~ ~ - ~ f - P ~ ~ k e ~  

Eligible Expenses 
? Maximum? 

18. Outpatient Surgery 
Covered Health Services received on an outpatient basis at a 
Hospital or Alternate Facility including sur&ry and related services. 

Benefits under t l v s  section include only the facility charge and the Non-Network 
charge for required services, supplies and equipment. Benefits for No 
the professional fees related to outpatient surgery are described 
under Pmj~~ionaIFeesfor Surgical and Medical Services below. 

When these services are performed in a Physician's office, Benefits 
are described under Physician? OfjSce Services below. 

Yes Yes 

Yes Yes 

19. Physician's Office S e ~ c e s  Network 
Covered Health Services received in a Physician's office including: No $1 5 per visit No No 

Treatment of a Sickness or Injury. 

e Preventive medical care. 

e Voluntary family planning. 

* Well-baby and well-child care. 

Routine well woman examinations, including pap smears, pelvic 
examinations and mammograms. 

0 Routine well man examinations, including PSA examinations. 

No Copayment 
applies when no 
Physician charge 

is assessed. 
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Description of Must Your Copayment Does Do You Need 
Covered Health Service You Amount Copayment to Meet Annual 

Notify Care % C o p a p e ~ t s  are Help Meet Deductible? 
CootdinationSM based Eligible On a Expenses percent of Out-of-pocket 

? Maximum? 

* Routine physical examinations, including vision and hearing 
screenings. (Vision screenings do not include refractive 
examinations to detect vision impairment or the fitting or 
purchase of eyeglasses or contact lenses.) 

* Immunizations. 

Network Benefits for immunizations where there is no Physician Non-Network 

charge assessed are 10%. No 30% 
No Benefits for 
preventive care. 

Yes Yes 

20. Private Duty Nursing Network 

Covered Health Services for private duty nursing care given on an No 10% Yes Yes 

outpatient basis when provided by a licensed nurse (R.N., L.P.N., or 
L.V.N.). 

Benefits are limited to a maximum of $5,000 per Covered Person Non-Network 
per calendar year. No Yes Yes 
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Description of Must Your Copayment Does Do You Need 
Covered Health Service You Amount Copayment to Meet Annual 

Notify Care % Copayments are Help Meet Deductible? 
CootdinationsM based On a percent of Out-of-Pocket 

Eligible Expenses 
? Maximum? 

21. Professional Fees for Surgical and 
Medical S e ~ c e s  
Professional fees for surgical procedures and other medical care 
received in a Hospital, Skilled Nursing Facility, Inpatient 
Rehabilitation Facility or Alternate Facility. 

Network 
No 

m e n  these S ~ M C ~ S  are performed in a Physician's office, Benefits 
are described under Physician's Ofice Senices above. Non-Network 

No 30% 

Yes Yes 

Yes Yes 

22. Prosthetic Devices Network 
Prosthetic devices that replace a limb or body part including: No 10% 

Artificial limbs. 

0 Artificial eyes. 

Breast prosthesis as required by the Women's Health and 
Cancer Rights Act of 1998. 

If more than one prosthetic device can meet your functional needs, Non-Nemork 
Benefits are available onIy for the most cost-effective prosthetic No 
device. 

The prosthetic device must be ordered or provided by, or under the 
direction of a Physician. We provide Benefits for a single purchase, 
including repairs, of a type of prosthetic device. Benefits are 
provided for the replacement of each type of prosthetic device every 
five calendar years. 

Yes Yes 

Yes Yes 
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Description of 
Covered Health Service 

Must Your Copayment Does Do You Need 
You Amount Copayment to Meet Annual 

Notifv Care % c~payments are Help Meet Deductible? 
cOOrdi&tions~ based On a percent out-of-pocket 

Eligible Expenses 
? Maximum? 

23. Reconstructive Procedures Same as Physician's Office Services, Professional Fees, 
Reconstructive procedures - services are considered reconstructive Yes Hospital-Inpatient Stay, Outpatient Diagnostic and 
procedures when a physical impairment exists and the primary Therapeutic Services, and Prosthetic Devices., 
purpose of the procedure is to improve or restore physiologic 
function for an organ or body part. By improving or restoring 
physiologic function it is meant that the target or@ or body part is 
made to work better. An example of a reconstructive procedure is 
surgery on the inside of the nose so that a person's breathing can be 
improved or restored. 

Cosmetic Procedures - services are considered Cosmetic Procedures 
when they improve appearance without making an organ or body Non-Network 

part work better. The fact that a person may suffer psychological Yes Same as Physician's Office Services, Professional Fees, 

consequences from the impairment does not classify surgery and Hospital-Inpatient Stay, Outpatient Diagnostic and 

other procedures done to relieve such consequences as a Therapeutic Services, and Prosthetic Devices. 

reconstructive procedure. Reshaping a nose with a prominent 
"bump" would be a good example of a Cosmetic Procedure because 
appearance would be improved, but there would be no effect on 
function like breathing. This Plan does not provide Benefits for 
Cosmetic Procedures. 

Some services are considered cosmetic in some circumstances and 
reconstructive in others. This means that there may be situations in 
which the primary purpose of the service is to make a body part 
work better, whereas in other situations, the purpose would be to 
improve appearance and function (such as vision) is not affected. A 
good example is upper eyelid surgery. At times, this procedure will 
improve vision, while on other occasions improvement in 
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Description of Must Your Copayment Does Do You Need 
Covered Health Service You Amount Copayment to Meet Annual 

Notify Care % Copayments are . Help Meet Deductible? 
~ ~ ~ ~ d i ~ ~ t i ~ ~ ~ ~  based on a percent of Out-of-Pocket 

Ekgible Expenses 
? Maximum? 

appearance is the primary purpose of the procedure. 

Please note that Benefits for reconstructive procedures include 
breast reconstruction following a mastectomy and reconstruction of 
the non-affected breast to achieve symmetry. Other services 
mandated by the Women's Health and Cancer Rights Act of 1998, 
including breast prostheses and treatment of complications, are 
provided in the same manner and at the same level as those for any ' 
Covered Health Service. You can contact Care coordinationSM at the 
telephone number on your ID card for more information about 
Benefits for mastectomy-related services. 

Notifl Care coordinationSM 
Please remember that you should notify Care coordinationSM five 
business days before receiving services. When you provide 
notification, Care coordinationSM can verify that the service is a 
reconstructive procedure rather than a Cosmetic Procedure. 
Cosmetic Procedures are always excluded from coverage. 

24. Rehabilitation Services - Outpatient Network 

Therapy No OBce Vkit: 
$15 NO 

Short-term outpatient rehabilitation services for: 

Physical therapy. 

Occupational therapy. 

Speech therapy. 

Pulmonary rehabilitation therapy. 

Cardiac rehabilitation therapy. 

Alternate Setting: 
10% Yes 

No 

Yes 
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Description of 
Covered Health S e ~ c e  

Must Your Copayment Does Do You Need 
You Amount Copayment to Meet Annual 

Notifv Care % Copayments are Help Meet Deductible? 
~ o o r d i i a t i o n ~ ~  based On a percent of out-of-pocket 

Eltgible Expenses 
? Maximum? 

Rehabilitation services must be performed by a licensed therapy Non-Network . 

provider, under the direction of a Physician. No 30% 

Benefits are available only for rehabilitation services that are 
expected to result in significant physical improvement in your 
condition within two months of the start of treatment. Please note 
that we will pay Benefits for speech therapy only when the speech 
impediment or speech dysfunction results from Injury, stroke or a 
Gongenital Anomaly. 

Speech Therapy for Children under Age Three 
Services of a licensed speech therapist for treatment given to a child 
under age three whose speech is impaired due to one of the 
following conditions: 

e Infantile autism. 

e Development delay or cerebral palsy. 

e Hearing impairment. 
Major congenital anomalies that affect speech such as, but not 
limited to, cleft lip and cleft palate. 

Please note that the Plan excludes any type of therapy, service or 
supply for the treatment of a condition which ceases to be 
therapeutic treatment and is instead administered to maintain a level 
of functioning or to prevent a medical problem from occurring or 
reoccurring. 

Yes Yes 
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Description of 
Covered Health S e ~ c e  

Must Your Copayment Does Do You Need 
You Amount Copayment to Meet Annual 

Notify Care % Copayments are Help Meet Deductible? 
~oordi ia t ions~  based On a percent of Out-of-Pocket 

Eligible Expenses 
? Maximum? 

Any combination of Network and Non-Network Benefits is limited 
as follows: 

20 visits of physical therapy per calendar year. 

* 20 visits of occupational therapy per calendar year. 

20 visits of speech therapy per calendar year. 

25. Skilled Nursing Facility /Inpatient 
Rehabilitation Facility Services 
Services for an Inpatient Stay in a skilled Nursing Facility or 
Inpatient Rehabilitation Facility. Benefits are available for: 

Services and supplies received during the Inpatient Stay. 

0 Room and board in a Semi-private Room (a room with two or 
more beds). 

Any combination of Network and Non-Network Benefits is limited 
to 120 days per calendar year. 

Please note that, in general, the intent of skilled nursing is to provide 
Benefits for Covered Persons who are convalescing from an Injury 
or illness that requires an intensity of care or a combination of 
skilled nursing, rehabilitation and facility senices which are less than 
those of a general acute Hospital but greater than those available in 
the home setting. 

The Covered Person is expected to improve to a predictable level of 
recovery. 

Network 
Yes Yes Yes 
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Description of 
Covered Health Service 

Must Your Copayment Does Do You Need 
You Amount Copayment to Meet Annual 

Notify Care % Copayments are Help Meet Deductible? 
CoordinationSM based W b l e  On a Expenses percent Out-of-pocket 

? Maximum? 

Benefits are available when skilled nursing; and/or rehabilitation - 
services are needed on a daily basis. Accordingly, Benefits are NOT 
available when these services are required intermittently (such as 
physical therapy three times a week) 

Benefits are NOT available for custodial, domi&ry  or maintenance 
care (irncluding administration of enteral feeds) which, even if it is 
ordered by a Physician, is primarily for the purpose of meeting 
personal needs of the Covered Person or maintaining a level of 
function, as opposed to improving that function to an extent that 
might allow for a more independent existence. 

(Custodial, domiciliary or maintenance care may be provided by 
persons without special skill or training. It may include, but is not 
limited to, help in getting in and out of bed, walking, bathing, 
dressing, eating and taking medication, as well as ostomy care, 
hygiene or incontinence care, and checking of routine vital signs.) 

Notify Care CoordinationSM 
Please remember that you must notify Care coordinationSM as Non-Network 

follows: Yes 

For elective admissions: five business days before admission. 

For non-elective admission: within one business day or the same 
day of admission. 

For Emergency admissions: within two business days or the 
same day of admission, or as soon as is reasonably possible. 

If you don't notify Care ~oord ina t ion~~ ,  Benefits will be subject to a 
$300 penalty. 

Yes Yes 
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Description of 
Covered Health Service 

Must Your Copayment Does Do You Need 
You Amount Copayment to Meet Annual 

Notify Care % Copayrnents are Helo Meet Deductible? 

26. Spinal Treatment, Chiropractic and Network 
No Osteopathic Manipulative Therapy $15 

Benefits for Spinal Treatment include chiropractic and osteopathic 
manipulative therapy. Benefits for Spinal Treatment when provided 
by a Network or non-Network Spinal Treatment provider in the 
providec's office. 

Benefits include diagnosis and related services and are limited to one 
visit and treatment per day. Non-Network 

No 
Please note that the Plan excludes any type of therapy, service or 
supply including, but not limited to spinal manipulations by a 
chiropractor or other doctor for the treatment of a condition which 
ceases to be therapeutic treatment and is instead administered to 
maintain a level of functioning or to prevent a medical problem 
from occurring or reoccurring. 

Any combination of Network and Non-Network Benefits for Spinal 
Treatment is limited to 20 visits per calendar year. 

Yes Yes 

27. Tem~oromandibular Toint Network 
.I 

~~sf ;nct ion (TMJ) No Office Visit: 
$15 No - . -  

Covered Health Services for diagnostic and surgical treatment of 
conditions affecting the tempor&nandibular joint when provided by 
or under the direction of a Physician. Coverage includes necessary 
diagnostic or surgical treatment required as a result of accident, 

Alternate Setting: 
10% Yes Yes 
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Description of 
Covered Health Service 

Must Yow Copayment Does Do You Need 
You Amount Copayment to Meet Annual 

Notify Care % Copayments are Help Meet Deductible? 
coordi&tions~ based On a percent out-of-pocket 

Ellgible Expenses 
? Maximum? 

--  - 

trauma, congenial defect, developmental defect, or orpathology. 

Please note that Benefits are not available for charges of services 
that are Dental in nature. 

A combination of Network and Non-Network Benefits is limited to Non-Network 
a maximum of $1,500 per Covered Person per lifetiine for non- No 30°/o Yes Yes 
surgical services and supplies relating to TMJ. 

28. Transplantation Services ~ ~ t w ~ r k  
Covered Health Services for the following organ and tissue Yes 10% Yes Yes 

transplants when ordered by a Physician. For the highest level of 
Benefits, transplantation services must be received at a Designated 
United Resource Network Facility. Benefits are avaiIable for the 
transplants listed below when the transplant meets the definition of 
a Covered Health Service, and is not an Experimental or 
Investigational Service or an Unproven Service. 

Care coordinations" notification is required for all transplant 
services. 

The services described under Transportation and Lodging below 
are Covered Health Services ONLY in connection with a transplant 
received at a Designated United Resource Network Facility. 

Bone marrow transplants (either from you or from a compatible 
donor) and peripheral stem cell transplants, with or without high 
dose chemotherapy. Not all bone marrow transplants meet the 
definition of a Covered Health Service. The search for bone 

"- a \I* h) L a o  
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Description of 
Coveted Health Service 

MUG t Your Copayment Does Do You Need 
You Amoutlt Copayment to Meet Annual 

Notifv Cate % Copayrnents are . Help Meet Deductible? 

marrow/stem cell from a donor who is not biologically related 
to the patient is a Covered Health Service only for a transplant 
received at a Designated United Resource Network Facility. If a 
separate charge is made for bone marrow/stem cell search, a 
Maximum Benefit of $25,000 is payable for all charges made in 
connection with the search. 
Heart transplants. 
Heart/lung transplants. 
Lung transplants. 
Kidney transplants. 
Kidneylpancreas transplants. 
Liver transplants. 
Liver/small bowel transplants. 
Pancreas transplants. 
Small bowel transplants. 

Benefits for cornea transplants that are provided by a Physician at a Non-Network 
Network Hospital are paid as if the transplant was received at a Yes 
Designated United Resource Network Facility. We do not require 
that cornea transplants be performed at a Designated United 
Resource Network Facility in order for you to receive the highest 
level of Network Benefits. 

Organ or tissue transplants or multiple organ transplants other than 
those listed above are excluded from coverage, unless determined by 
Care Coordination to be a proven procedure for the involved 
diagnoses. 

Under the Plan there are specific guidelines regarding Benefits for 

Yes Yes 

United Healthcare High PPO Plan for Cinergy Corp. - 01/01/04 
32 (Section 1: What's Covered--Benefits) 



Description of 
Coveted Health Service 

Must Your Copayment Does Do You Need 
You Amount Copayment to Meet Annual 

Notif? Care % Copayments are Help Meet Deductible? 
coordiiation~~ based On a Percent ~ ~ ~ - ~ f - ~ ~ ~ k e t  

Ekbte  Expenses 
? Maximum? 

transplant services. Contact Care ~ o o r d i n a ~ & ~ ~ a t  the telephone 
number on your ID card for information about these g~idelines. 

Transportation and Lodging 
Care ~oordination~~will  assist the patient and family with travel and 
lodging arrangements only when services are received from a 
Designated United Resource Network Facility. Expenses for travel, 
loclgulg and meals for the transplant recipient and a companion are 
available under this Plan as follows: 

Transportation of the patient and one companion who is 
traveling on the same day(s) to and/or from the site of the 
transplant for the purposes of an evaluation, the transplant 
procedure or necessary post-discharge follow-up. 

Eligible Expenses for lodging and meals for the patient (while 
not confined) and one companion. Benefits are paid at a per 
diem rate of up to $50 for one person or up to $100 for two 
people. 

Travel and lodging expenses are only available if the transplant 
recipient resides more than 50 miles from the Designated United 
Resource Network Facility. 

If the patient is an Enrolled Dependent minor child, the 
transportation expenses of two companions will be covered and 
Iodgrng and meal expenses will be reimbursed up to the $100 pet 
diem rate. 

There is a combined overall lifetime maximum Benefit of $10,000 
per Covered Person for all transportaaon, lodging and meal 
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Description of 
Covered Health Service 

Must Your Copayment Does Do You Need 
You Amount Copayment to Meet Annual 

Not& Care % Copayments are Help Meet Deductible? 
~ o o ~ d i i ~ t ~ ~ ~ ~ ~  based on a Percent of o ~ ~ - ~ ~ - P ~ ~ ~ ~  

Eligible Expenses 
? Maximum? 

expenses incurred by the transplant recipient and companion(s) and 
reimbursed under this Plan in connection with all transplant 
procedures. 

Notify Care coordinationSM 
You must notify Care coordinationsh' as soon as the possibility of a 
transplant arises (and before the time a pre-transplantation 
evaluation is performed at a tiansplant center). If you don't notify 
Care coordinationsM, Benefits will be subject to a $300 penalty. 

29. Urgent Care Center Services Network 

Covered Health Setvices received at an Urgent Care Center. When No 10% Yes Yes 

services to treat urgent health care needs are provided in a 
Physician's office, Benefits are available as described under Ph_yin'anls 
O$ce Senttke~ earlier in this section. 

Non-Network 
' No 30°/o Yes Yes 
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Section 2: 
What's Not Covered-- 

This section contains information about: 
How headings are used in this section. 

* Medical services that are not covered. We call 
these Exclusions. It's important for you to know 
what services and supplies are not covered under 
the Plan. 

How We Use Headings in this Section 
To help you find specific exclusions more easily, we use headings. 
The headings group services, treatments, items, or supplies that fall 
into a similar category. Actual exclusions appear underneath 
headings. A heading does not create, define, modify, limit or expand 
an exclusion. All exclusions in this section apply to you. 

Plan Exclusions 
We will not pay Benefits for any of the services, treatments, items or 
supplies described in this section, even if either of the following is 
true: 

It is recommended or prescribed by a Physician. 

It is the only available treatment for your condtion. 

To continue reading, go to night column on this page. 

The services, treatments, items or supplies listed in this section are 
not Covered Health Services, except as may be specifically provided 
for in (Section 1: Covered Health Services) or through a Rider to the 
SPD. 

A. Alternative Treatments 
1. Acupressure. 

2. Aroma therapy. 

3. Hypnotism. 

4. Massage Therapy. 
5. Rolfing. 
6. Services and supplies provided by a naturopath. 

7. Other forms of alternative treatment as defined by the Office of 
Alternative Medicine of the National Institutes of Health. 

B. Comfort or Convenience 
1. Television. 
2. Telephone. 

3. Beauty/Barber service. 
4. Guest service. 
5. Supplies, equipment and similar incidental services and supplies 

for personal comfort. Examples include: 

- Air conditioners. 

- Air purifiers and frlters. 

- Batteries and battery chargers. 

- Dehumidifiers. 

- Humidifiers. 

6. Devices and computers to assist in communication and speech. 

To continue reading, go to lej2 column on nextpage. 
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7. Home remodeling to accommodate a health need (such as, but 
not limited to, ramps and swimming pools). 

C. Dental 
1. Dental care except as described in (Section 1: What's Covered-- 

Benefits) under the heading Deta/Sem'Ces - Accident On& 
2. Preventive care, diagnosis, treatment of or related to the teeth, 

jawbones or gums. Examples include all of the following: 

- Extraction, restoration and replacement of teeth. 

- Medical or surgical treatments of dental conditions. 

- Services to improve dental clinical outcomes. 

3. Dental implants. 

4. Dental braces. 

5. Dental X-rays, supplies and appliances and all associated 
expenses, including hospitalizations and anesthesia. The only 
exceptions to this are for any of the following: 

- Transplant preparation. 

- Initiation of irnmunosuppressives. 

- The ditect treatment of acute traumatic Injury, cancer or 
cleft palate. 

6. Treatment of congenitally missing, rnalpositioned, or super 
numerary teeth, even if part of a Congenital Anomaly. 

D. Drugs 
1. Prescription drug products for outpatient use that are filled by a 

prescription order or refill. 

2. Self-injectable medications. 

3. Non-injectable medications given in a Physician's office except 
as required in an Emergency. 

To continzte reading, go to nght co/.mn on this page. 

4. Over the counter drugs and treatments. 

E. Experimental or Investigational 
Services or Unproven Senices 
Experimental or Investigational Services and Unproven Services are 
excluded. The fact that an Experimental or Investigational Service or 
an Unproven Service, treatment, device or pharmacological regimen 
is the only available treatment for a particular condition will not 
result in Benefits if the procedure is considered to be Experimental 
or Investigational or Unproven in the treatment of that particular 
condition. 

F. Foot Care 
1. Except when needed for severe systemic disease: 

- Routine foot care (including the cutting or removal of corns 
and calluses). 

- Nail trimming, cutting, or debriding. 

2. Hygienic and preventive maintenance foot care. Examples 
include the following: 

- Cleaning and soaking the feet. 

- Applying skin creams in order to maintain skin tone. 

- Other services that are performed when there is not a 
localized iuness, Injury or symptom involving the foot. 

3. Treatment of flat 'feet. 

4. Treatment of subluxation of the foot. 

G. Medical Supplies and Appliances 
1. Devices used specifically as safety items or to affect performance 

in sports-related activities. 

To continue reading, go to I$ column on nextpage. 
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2. Prescribed or non-prescribed medical supplies and disposable 
supplies. Examples include: 

- Elastic stockings. 

- Ace bandages. 

- Gauze and dressings. 

- Syringes. 

- Diabetic test strips, monitors, and supplies (except for 
pumps). 

3. Orthotic appliances that straighten or re-shape a body part 
(including some types of braces). 

4. Tubings, nasal cannulas, connectors and masks are not covered 
except when used with Durable Medical Equipment (as 
described in Section I: What's Covered--Benefits). 

H. Mental Health/Substance Abuse 
1. Services performed in connection with conditions not classified 

in the current edition of the Diagnostic and Statistical Manual of 
the American Psychiatric Association. 

2. Services for Mental Health and Substance Abuse that extend 
beyond the period necessary for short-term evaluation, 
diagnosis, treatment or crisis intervention. 

3. Treatment for insomnia and other sleep disorders, dementia, 
neurological disorders and other disorders with a known physical 
basis. 

4. Treatment for conduct and impulse control disorders, 
personality disorders, paraphilias and other Mental Illnesses that 
will not substantially improve beyond the current level of 
functioning, or that are not subject to favorable modification or 
management according to prevailing national standards of 
clinical practice, as reasonably determined by the Mental 
Health/Substance Abuse Designee. 

To continue reariing, go to nght column on this page. 

5. Services utilizing methadone treatment as maintenance, 
L.A.A.M. (1-Alpha-Acetyl-Methadol), Cyclazocine, or their 
equivalents. 

6. Treatment provided in connection with or to comply with 
involuntary commitments, police detentions and other similar 
arrangements, unless authorized by the Mental 
Health/Substance Abuse Designee. 

7. Residential treatment services. 

8. Services or supplies for the diagnosis or treatment of Mental 
Illness, alcoholism or substance abuse disorders that, in the 
reasonable judgment of the Mental Health/Substance Abuse 
Designee, are any of the following: 

- Not consistent with prevailing national standards of clinical 
practice for the treatment of such conditions. 

- Not consistent with prevailing professional research 
demonstrating that the services or supplies wilI have a 
measurable and beneficial health outcome. 

- Typically do not result in outcomes demonstrably better than 
other available treatment alternatives that are less intensive 
or more cost effective. 

- Not consistent with the Mental Health/Substance Abuse 
Designee's guidelines or best practices as modified from time 
to time. 

The Mental Health/Substance Abuse Designee may consult with 
professional clinical consultants, peer review committees or 
other appropriate sources for recommendations and information 
regarding whether a service or supply meets any of these criteria. 

9. Pastoral counselors. 

10. Treatment in connection with autism provided under the Mental 
Healtb/Substance Abuse portion of the Plan. However, any 

To continue reading, go to I@ column on nextpage. 
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services, treatments, items or supplies provided for in (Section 1: 
Covered Health Services) may be covered. 

11. Treatment provided in connection with tobacco dependency. 
12. Routine use of psychological testing without specific 

authorization. 

I. Nutrition 
1. Megavitamin and nutrition based therapy. 
2. Except as described in (Section 1: m a t ' s  Covered -- Benefits) 

under Nutritional Counseling, nutritional counseling for either 
individuals or groups, including weight loss programs, health . 
clubs and spa programs. 

3. 

J. Physical Appearance 
1. Cosmetic Procedures. See the definition in (Section 10: Glossary 

of Defined Terms.) Examples include: 

- Pharmacological regimens, nutritional procedures or 
treatments. 

- Scar or tattoo removal or revision procedures (such as 
salabrasion, chemosurgery and other such skin abrasion 
procedures). 

- Skin abrasion procedures performed as a treatment for acne. 
2. Replacement of an existing breast implant if the earlier breast 

implant was performed as a Cosmetic Procedure. 
Note: Replacement of an existing breast implant is considered 
reconstructive if the initial breast implant followed mastectomy. 
See Recon~h-u~ve Proced~res in (Section 1: What's Covered-- 
Benefits). 

To continue reading, go to n;ght column on this page. 

3. Physical conditioning programs such as athletic training, body- 
building, exercise, fitness, flexibility, and diversion or general 
motivation. 

4. Weight loss programs whether or not they are under medical 
supervision. Weight loss programs for medical reasons are also 
excluded. 

5. Wigs regardless of the reason for the hair loss except for loss of 
hair resulting from treatment of a malignancy or permanent loss 
of hair from an accidental Injury in excess of one per lifetime, up 
to a maximum of $500. 

K. Providers 
1. Services performed by a provider who is a family member by 

birth or marriage, including spouse, brother, sister, parent or 
child. This includes any service the provider may perform on 
himself or herself. 

2. Services performed by a provider with your same legal residence. 
3. Services provided at a free-standing or Hospital-based diagnostic 

facility without an order written by a Physician or other provider. 
Services that are self-directed to a free-standing or Hospital- 
based diagnostic facility. Services ordered by a Physician or other 
provider who is an employee or representative of a free-standing 
or Hospital-based diagnostic facility, when that Physician or 
other provider: 

- Has not been actively involved in your medical care prior to 
ordering the service, or 

- Is not actively involved in your medical care after the service 
is received. 

This exclusion does not apply to mammography testing. 

To continue reading, go to left column on nextpage. 

United Healthcare High PPO Plan For Cinergy Corp. - 01/01/04 

38 (Section 2: What's Not Covered--Exclusions) 



1. Surrogate parenting. 

2. The reversal of voluntary sterilization. 

3. Fees or direct payment to a donor for sperm or ovum donations. 

4. Fees relating to Assisted Reproductive Technology. (Such as 
Artificial Insemination, Invitro Fertilization, GIFT & ZIFT) 

5. Monthly fees for maintenance and/or storage of frozen 
embryos. 

6. Health services associated with an elective abortion or the use of 
non-surgical or drug-induced Pregnancy termination. 

7. Contraceptive supplies and services. 

8 .  Fetal reduction surgery. 

9. Health services associated with the use of non-surgical or drug- 
induced Pregnancy termination. 

M. Services Provided under Another Plan 
1. Health services for which other coverage is required by federal, 

state or local law to be purchased or provided through other 
arrangements. This includes, but is not limited to, coverage 
required by workers' compensation, no-fault auto insurance, or 
similar legislation. 

If coverage under workers' compensation or similar legislation is 
optional for you because you could elect it, or could have it 
elected for you, Benefits will not be paid for any Injury, Sickness 
or Mental Illness that would have been covered under workers' 
compensation or similar legislation had that coverage been 
elected. 

2. Health services for treatment of military service-related 
disabilities, when you are legally entitled to other coverage and 
facilities are reasonably available to you. 

To continue reading, go to tight column on tbi~page. 

3. Health services while on active military duty. 

N. Transplants 
1. Health services for organ and tissue transplants, except those 

described in (Section 1: What's Covered--Benefits). 

2. Health services connected with the removal of an organ or tissue 
from you for purposes of a transplant to another person. (Donor 
costs for removal are payable for a transplant through the organ 
recipient's Benefits under the Plan). 

3. Health services for transplants involving mechanical or animal 
organs. 

4. Any solid organ transplant that is performed as a treatment for 
cancer. 

5. Any multiple organ transplant not listed as a Covered Health 
Service under the heading Tranrpbntation Health Senices in 
(Section 1: What's Covered--Benefits), unless determined by 
Care Coordination to be a proven procedure for the involved 

. diagnoses. 

0. Travel 
1. Health services provided in a foreign country, unless required as 

Emergency Health Services. 

2. Travel or transportation expenses, even though prescribed by a 
Physician. Some travel expenses related to covered services 
rendered at United Resource Networks participating programs 
or Designated Facilities may be reimbursed at our discretion. 

P. Vision and Hearing 
1. Purchase cost of eye glasses, contact lenses, or hearing aids. 

2. Fitting charge for hearing aids, eye glasses or contact lenses. 

3. Eye exercise therapy. 
To contime reading, go to hy? column on nextpage. 
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4. Routine vision examinations. 7. Charges in excess of E b b l e  Expenses or in excess of any 

5. Surgery that is intended to allow you to see better without specified limitation. 

glasses or other vision correction including radial keratotomy, 8. Services for the evaluation and treatment of temporomandibular 
laser, and other refractive eye surgery. joint syndrome (TMJ), when the services are considered to be 

dental in nature, including oral appliances. 

Q. All Other Exclusions 
1. Health services and supplies that do not meet the definition of a 

Covered Health Service - see the definition in (Section 10: 
Glossary of Defined Terms). 

2. Physical, psychiatric or psychological exams, testing, 
vaccinations, immunizations or treatments that are otherwise 
covered under the Plan when: 

- Required solely for purposes of career, education, sports or 
camp, travel, employment, insurance, marriage or adoption. 

- Related to judicial or administrative proceedings or orders. 

- Conducted for purposes of medical research. 

- Required to obtain or maintain a license of any type. 

3. Health services received as a result of war or any act of war, 
whether declared or undeclared or caused during service in the 
armed forces of any country. 

4. Health services received after the date your coverage under the 
Plan ends, including health services for medical conditions 
arising before the date your coverage under the Plan ends. 

9. Speech therapy except as required for treatment of a speech 
impediment or speech dysfunction that results from Injury, 
stroke, or a Congenital Anomaly. 

10. Upper and lower jawbone surgery except as required for direct 
treatment of acute traumatic Injury or cancer. Orthognathic 
surgery, jaw alignment except ru a treatment of 
temporomandibular joint or obstructive sleep apnea. 

11. Non-surgical treatment of obesity, including morbid obesity. 

12. Surgical treatment of obesity including severe morbid obesity 
(with a BMI greater than 35). 

13. Growth hormone therapy. 

14. Sex transformation operations. 

15. Custodial Care. 

16. Domiciliary care. 

17. Private duty nursing received on an inpatient basis. 

18. Respite care. 

19. Rest cures. 

20. Psychosurgery. 

5. Health services for which you have no legal responsibility to pay, 21. Treatment of benign gynecomastia (abnormal breast 
or for which a charge would not ordinarily be made in the enlargement in males). 
absence of coverage under the Plan. 22. Medical and surgical treatment of excessive sweating 

6. In the event that a Non-Network provider waives Copayments (hyperhidrosis). 
and/or the Annual Deductible for a particular health service, no 23. Medical and surgical treatment for snoring, except when 
Benefits are provided for the health service for which the provided as a part of treatment for documented obstructive 
Copayrnents and/or Annual Deductible are waived. sleep apnea. 

To continue reariing, go to right column on thispage. To continue reariing, go to i@ c o l m  on nextpage. 
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24. Appliances for snoring. 

25. Any charges for missed appointments, room or facility 
reservations, completion of claim forms or record processing. 

26. Any charges relating to a Physician visit that was performed in 
the Covered Person's home. 

27. Any charges higher than the actual charge. The actual charge is 
defined as the provider's lowest routine charge for the service, 
supply or equipment. 

28. Any charge for services, supplies or equipment advertised by the 
provider as free. 

29. Any charges by a provider sanctioned under a federal program 
for reason of fraud, abuse or medical competency. 

30. Any charges prohibited by federal anti-kickback or self-referral 
statutes. 

31. Any additional charges submitted after payment has been made 
and your account balance is zero. 

32. Any outpatient facility charge in excess of payable amounts 
under Medicare. 

33. Any charges by a resident in a teaching Hospital where a faculty 
Physician did not supervise services. 

34. Outpatient rehabilitation s e ~ c e s ,  Spinal Treatment or supplies 
including, but not limited to spinal manipulations by a 
chiropractor or other doctor, for the treatment of a condition 
which ceases to be therapeutic treatment and is instead 
administered to maintain a level of functioning or to prevent a 
medical problem from occurring or reoccurring. 

35. Spinal treatment, including chiropractic and osteopathic 
manipulative treatment, to treat an illness, such as asthma or 
allergies. 

36. Speech therapy to treat stuttering, stammering, or other 
articulation disorders. 

To continue reading, go to rght column on this page. 

37. Liposuction. 

38. Chelation therapy, except to treat heavy metal poisoning. 

39. Personal trainer. 

40. Naturalist. 

To continue reading, go to  lep column on nextpage. 
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Please see (Section 1: What's Covered--Benefits) under the heading 

Section 3: for Mental Health and Substance Abuse. 

Description of Network Cornpan'son of Network and Non-Network Benefits 
Network Non-Network 

and Non-Network Benefits A higher level of A lower level of 
Benefits means less Benefits means more 

Benefits 
cost to you. See cost to you. See 
(Section 1 : What's (Section 1: What's ' 

Covered--Benefits). Covered--Benefits). 

* Network Benefits. 

o Non-Network Benefits. 

* Your responsibility for notification. 

Who Should You must notify Care You must notify Care 
Notify Care coordinationSM for coordinationSM for 

CoordinationSM ce- Covered certain Covered 
Health Services. Health Services. 
Failure to notify Failure to notify 
results in reduced results in reduced 
Benefits or no Benefits or no 
Benefits. See (Section Benefits. See (Section 
1: What's Covered-- 1: What's Covered-- 
Benefits), under the Benefits), under the 

Network Benefits ~ u s z  YOU NO@ c a n  ~ u s t  YOU NO@ Can 
Network Benefits are generally paid at a higher level than Non- Coordnatiod"? Coordnatiod"? 
Network Benefits. Network Benefits are payable for Covered Health column. column. 
Services which are any of the following: 

Who Should Not required. We pay You must file claims. 

Provided bv a Network Phvsician or other Network provider. File Claims Network providers See (Section 5: How 
J 

* Emer~encv Health Services. directly. to File a Claim). 
O J  

Covered Health Services that are described as Network Benefits 
in (Section 1: What's Covered--Benefits). 

Please note that Mental Health and Substance Abuse Services must 
be authorized by the Mental Health/Substance Abuse Designee. ~1 

a B 
To continue reading, go to night column on this page. To continue reading, go to l e ?  column on nextpage. W - Z  
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Network Non-Network 
Outpatient Emergency Health Services are always paid as 
Emergency a Network Benefit @aid the same whether you 

Services are in or out of the Network). That means that 
if you seek Emergency care at a non-Network 
facility, you are not required to meet the 
Annual Deductible or to pay any difference 
between EQble Expenses and the amount the 
provider bills. 

Provider Network 
The Claims Administrator or its affiliate arranges for health care 
providers to participate in a Network. Network providers are 
independent practitioners. They are not our employees or employees 
of the Claims Administtator. It is your responsibility to select your 
provider. 

The credentiaiing process confirms public information about the 
providers' licenses and other credentials, but does not assure the 
quality of the s e ~ c e s  provided. 

Separately, you will automatically be given a directory of Network 
providers at no cost to you. However, before obtaining services you 
should always verify the Network status of a provider. A provider's 
status may change. You are responsible for verifjmg a provider's 
Network status prior to receiving services, even when you are 
referred by another Network provider. You can verify the provider's 
status by calling the Claims Administrator. 

It is possible that you might not be able to obtain services from a 
particular Network provider. The network of providers is subject to 
change. Or you might find that a particular Network provider may 
not be accepting new patients. If a provider leaves the Network or is 
otherwise not available to you, you must choose another Network 
provider to get Network Benefits. 

To continue reading, go to right column on this page. 

Do not assume that a Network provider's agreement includes all 
Covered Health Services. Some Network providers agree to provide 
only certain Covered Health Services, but not all Covered Health 
Services. Some Network providers choose to be a Network provider 
for only some products. Refer to your provider directory or contact 
the Claims Administrator for assistance. 

Designated Unied Resource Network Faciliries and 
Other Pron*ders i 
If you have a medical condition that Care ~oordination'~ believes 
needs special services, they may direct you to a Designated United 
Resource Network Facility or other provider chosen by them. If you 
require certain complex Covered Health Services for which expertise 
is limited, Care coordinationSM may direct you to a non-Network 
facility or provider. 

In both cases, Benefits will only be paid if your Covered Health 
Services for that condition are provided by or arranged by the 
Designated United Resource Network Facility or other provider 
chosen by Care ~oord ina t ion~~ .  

Non-Network Benefits 
Non-Network Benefits are generally paid at a lower level than 
Network Benefits. Non-Network Benefits are payable for Covered 
Health Services that are provided by non-Network Physicians or 
non-Network providers. Non-Network Benefits are also payable for 
Covered Health Services that are provided at non-Network facilities. 
If there is no Network Provider within a 30 mile radius of your 
home zip code or no Network Specialist w i b  a 50 mile radius of 
your home zip code, you may be eligible to receive benefits for 
certain Covered Health Services paid at the Network level. You may 
check a provider's status in your area by visiting www.myuhc.com or 
by calling Customer Service at the number on the back of your ID 

To continue reading, go to It$ coIumn on nextpage. 
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card. All benefits that fall under this category must be approved 
prior to receipt of care and are subject to any plan limitations or 
exclusions set forth in this SPD. 

Your Responsibility for Notification 
You must notify Care coordinationSM before getting certain Covered 
Health services from either Network or non-Network providers. 
The details are shown in the M ~ s t  Yon No@ Care CoordinationSAf? 
column in (Section 1: What's Covered--Benefits). If you fail to notify 
Care coordinationSM, Benefits are reduced or denied. 

Prior notification does not mean Benefits are payable in all cases. 
Coverage depends on the Covered Health Services that are actually 
given, your eligibility status, and any benefit limitations. 

Care ~oordritation SM 
When you notify Care coordinationSM as described above, they will 
work with you to implement the Care ~oordination~" process and to 
provide you with information about additional services that are 
available to you, such as disease management programs, health 
education, pre-admission counseling and patient advocacy. 

Emergency Health Services 
We provide Benefits for Emergency Health Services when required 
for stabilization and initiation of treatment as provided by or under 
the direction of a Physician. 

Network Benefits are paid for Emergency Health Services, even if 
the services are provided by a non-Network provider. 

If you are confined in a non-Network Hospital after you receive 
Emergency Health Services, Care coordinationSM must be 

notified within two business days or on the same day of 
admission if reasonably possible. Care ~oordination~" may elect 
to transfer you to a Network ~ospi ta l  as soon as it is medically 
appropriate to do so. If you choose to stay in the non-Network 
Hospital after the date Care coordinationSM decides a transfer is 
medically appropriate, Non-Network Benefits may be available if 
the continued stay is determined to be a Covered Health Service. 

If you are admitted as an inpatient to a Network Hospital within 
24 hours of receiving treatment for the same condition as an 
Emergency Health Service, you will not have to pay the 
Copayment for Emergency Health Services. The Copayment for 
an Inpatient Stay in a Network Hospital will apply instead. 
Note: Please note that the Copayment for Emergency Health 
Services will not be waived if you have been placed in an 
observation bed for the purpose of monitoring your condition, 
rather than being admitted as an inpatient in the Hospital. In this 
case, the Emergency Copayment wiU apply instead of the 
Copayment for an Inpatient Stay. 

.er * tr;! 
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Section 4: 
When Coverage Begins 

How to enroll. 

If you are hospitalized when this coverage 

Who is eligible for coverage. 

e When to enroll. 

How to Enroll 
To enroll, the Eligible Person must complete an online enrollment 
through YBR (Yom Benefits Resources) website or by calling the 
iPeople Center within 31 days of eligibility or during Annual 
Enrollment. We will not provide Benefits for health services that 
you receive before your effective date of coverage. 

If You Are Hospitalized When Your 
Coverage Begins 
If you are an inpatient in a Hospital, Skilled Nmsing Facility or 
Inpatient Rehabilitation Facility on the day your coverage begins, we 
will pay Benefits for Covered Health Services related to that 
Inpatient Stay as long as you receive Covered Health Services in 
accordance with the terms of the Plan. 

To continue reading, go to right co/umn on this page. 

You should notify the Claims Administrator w i t h  48 hours of the 
day your coverage begins, or as soon as is reasonably possible. 
Network Benefits are available only if you receive Covered Health 
Services from Network Providers. 

If You Are Eligible for Medicare 
You will be responsible for the costs that Medicare would have paid 
if you are eligible for Medicare but do not enroll in and maintain 
coverage under both Medicare Part A and Part B. 

If you are enrolled in a MedicareiChoice (Medicare Part C) plan, 
you will be responsible for any additional costs or reduced benefits 
that result if you fail to follow the requirements of the 
Medicare+Choice plan. Please see Medicare E&biIify in (Section 9: 
General Legal Provisions) for more information about how 
Medicare may affect your Benefits. 

To continue reading, go to /@c~hmn on nextpage. 
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Who is Eligible for Coverage 

Eligible 
Person 

Eligible Person usually refers to an Employee or Retiree who meets the Cinergy Corp. determines who is eligible 
eligibility rules of this Plan. When an Eligible Person actually enrolls, we to enroll under the Plan. 
refer to that person as a Participant. For a complete definition of Eligible 
Person and Participant, see (Section 10: Glossary of Defined Terms). 

If both spouses are Eligible Persons of the Plan Sponsor, each may 
enroll as a Participant or be covered as an Enrolled Dependent of the 
other, but not both. 

Except as we have described in (Section 4: When Coverage Begins), 
Eligible Persons may not enroll without our written permission. 

Dependent Dependent generally refers to the Participant's spouse and children. Cinergy Corp. determines who qualifies as 
When a Dependent actually enrolls, we refer to that person as an a Dependent. 
Enrolled Dependent. For a complete definition of Dependent and 
Enrolled Dependent, see (Section 10: Glossary of Defined Terms). 

Dependents of an Eligible Person may not enroll unless the Eligible 
Person is also covered under the Plan. 

If both parents of a Dependent child are enrolled as a Participant, only 
one parent may enroll the child as a Dependent. 

ili i' ht 
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When to Enroll and When Coverage Begins 

Initial Enrollment Eligible Persons may enroll themselves and their Coverage begins on the date of hire or qualified 
Dependents. status change if you complete an online 

Period enrollment through YBR (Your Benefits 
The InitiaI Enrollment Period is the Resource) or by calling the iPeople Center 
f ~ s t  period of time when Eligible within 31 days of the date the Eligible Person 
Persons can enroll. becomes eligible to enroll. 

Open Enrollment Eligible Persons may enroll themselves and their Cinergy Corp, determines the Open Enrollment 

Period Dependents. Period. Coverage begins on the 1st day of the 
following calendar year. 

New Eligible Persons New Eligible Persons may enroll themselves and Coverage begins on the date of the qualified 
their Dependents. status change if you enroll through the YBR 

(Your Benefit Resource) website or by calling 
the iPeople Center within 31 days of the event. 

Adding New Participants may enroll Dependents who join their Coverage begins on the date of the qualified 
family because of any of the following events: status change if you enroll through the YBR Dependents ~ i r t h .  (Your Benefit Resource) website or by calling 

Legal adoption. the iPeople Center within 31 days of the event. 

0 Placement for adoption. 
Marriage. 
Legal guardianship. 

a Court or administrative order. 

& 8 0  
O 1 N  -- u 0 

United Healthcare Mgh PPO Plan for Cinergy Corp. - 01/01/04 8 ; P B  
g 2 b  

47 (Section 4: When Coverage Begins) 2 8 9 
m-13 



Special Enrollment A special enrollment period applies to an Eligible Event Takes Place (for example, a birth or 
Person and any Dependents when one of the marriage). Coverage b e p s  on the date of the 

Period following. events occurs: event if the Plan Administrator receives the " 
An Eligible Person and/or 
Dependent may also be able to enroll . ~ h t h .  

completed enrollment form and any required 
contribution within 31 days of the event. 

during a special enrollment period. A 
e Legal adoption. special enrollment peridd is not Missed Initial Enrollment Period or Open 

available to an Eligible Person and his Placement for adoption. Enrollment Period. Coverage begins on the 
or her Dependents if coverage under . ~ ~ ~ h ~ ~ .  day immediately following the day coverage 
the prior plan was terminated for 

A special enrollment period applies for an Eligible 
under the ptior plan ends if the Plan 

cause, ot because required 
Person and/or Dependent who did not enroll 

Administrator receives the completed 
contributions were not paid on a 

during the Initial Enrollment Period or Open enrollment form and any required contribution 
timely basis. 

Enrollment Period if the following are true: within 31 days of the date coverage under the 
prior plan ended. 

The Eligible Person and/or Dependent had 
existing health coverage under another plan 
at the time they had an opportunity to enroll 
during the Initial Enrollment Period or Open 
Enrollment Period; and 

Coverage under the prior plan ended because of 
any of the following: 

- Loss of eligibility (including, without 
limitation, legal separation, divorce or death). 

- The employer stopped paying the 
contributions. 

- In the case of COBRA continuation 
coverage,. the coverage ended. 

United Healthcare High PPO Plan for Cinergy Corp. - 01/01/04 
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format that contains all of the information required, as described 

Section 5: below. 

How to File a Claim 

This section provides you with information about: 
How and when to file a claim. 

0 If you receive Covered Health Se*ces from a 
Network provider, you do not have to file a 
claim. We pay these providers directly. 

If you receive Covered Health Services from a 
non-Network provider, you are responsible for 
£Zing a claim. 

r 

If You Receive Covered Health Services 
from a Network Provider 
We pay Network providers directly for your Covered Health 
Services. If a Network provider bills you for any Covered Health 
Service, contact the Claims Administrator. However, you are 
responsible for meeting the Annual Deductible and for paying 
Copayments to a Network provider at the time of service, or when 
you receive a bill from the provider. 

Filing a Claim for Benefits 
When you receive Covered Health Services from a non-Network 
provider, you are responsible for requesting payment from us 
through the Claims Administrator. You must file the claim in a 

To continue readtg, go to  nght coLumn on tbi~page. 

You must submit a request for payment of Benefits within one year 
after the date of service. If a non-Network provider submits a claim 
on your behalf, you will be responsible for the timeliness of the 
submission. If you don't provide this information to us within one 

of the date of service, Benefits for that health service will be 
denied or reduced, in our or the Claims Administrator's discretion. 
This time limit does not apply if you are legally incapacitated. If your 
claim relates to an Inpatient Stay, the date of service is the date your 
Inpatient Stay ends. 

If a Participant provides written authorization to allow direct 
payment to a provider, all or a portion of any Eligible Expenses due 
to a provider may be paid directly to the provider instead of being 
paid by the Participant. We will not reimburse third parties who have 
purchased or been assigned benefits by Physicians or other 
providers.. 

Requried Information 
When you request payment of Benefits from us, you must provide 
us with all of the following information: 

A. Participant's name and address. 

B. The patient's name, age and relationship to the Participant. 

C. The member number stated on your ID card. 

D. An itemized bill from your provider that includes the following: 

Patient Diagnosis 

Date(s) of service 

Procedure Code(s) and descriptions of s e ~ c e ( s )  rendered 

Charge for each service rendered 

To continue reading, go to left column on nextpage. 
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Provider of service Name, Address and Tax Identification 
Number 

E. The date the Injury or Sickness began. 
F. A statement indicating either that you are, or you are not, 

enrolled for coverage under any other health insurance plan or 
program. If you are enrolled for other coverage you must include 
the name of the other carrier(s). 

Payment of Benefits 
Through the Claims Administrator, we wiU make a benefit 
determination as set forth below. Benefits will be paid to you unless 
either of the following is true: 

A. The provider notifies the Claims Administrator that your 
signature is on file, assigning benefits directly to that provider. 

B. You make a written request for the non-Network provider to be 
paid directly at the time you submit your claim. 

Benefit Detemhations 
Po.r-SeM/ice CIaims 

Post-Service Claims are those claims that are fded for payment of 
benefits after medical care has been received. If your post-service 
claim is denied, you will receive a written notice from the Claims 
Administrator within 30 days of receipt of the claim, as long as all 
needed information was provided with the claim. The Claims 
Administrator will notify you within this 30 day period if additional 
information is needed to process the claim, and may request a one 
time extension not longer than 15 days and pend your claim until all 
information is received. 

will notify you of the denial within 15 days after the information is 
received. If you don't provide the needed information within the 45 
day period, your claim will be deded. 

A denial notice will explain the reason for denial, refer to the part of 
the Plan on which the denial is based, and provide the claim appeal 
procedures. 

Pt-e-Service Claims 

Pre-service claims are those claims that require notification or 
approval prior to receiving medical care. If your claim was a pre- 
service claim, and was submitted properly with all needed 
information, you will receive written notice of the claim decision 
from the Claims Administrator within 15 days of receipt of the 
claim. If you filed a pre-service claim improperly, the Claims 
Administrator will noti5 you of the improper filing and how to 
correct it within 5 days after the pre-service claim was received. If 
additional information is needed to process the pre-service claim, the 
Claims Administrator will notify you of the information needed 
within 15 days after the claim was received, and may request a one 
time extension not longer than 15 days and pend your claim until all 
information is received. Once notified of the extension you then 
have 45 days to provide this information. If all of the needed 
information is received within the 45 day time frame, the Claims 
Administrator will notify you of the determination within 15 days 
after the information is received. If you don't provide the needed 
information within the 45 days period, your claim will be denied. A 
denial notice will explain the reason for denial, refer to the part of 
the Plan on which the denial is based, and provide the claim appeal 
procedures. 

Once notified of the extension you then have 45 days to provide this Urgent CIa'ms that Require Imediate Action 
C, information. If all of the needed information is received within the Urgent Care Claims are those claims that require notification or 8 

45 day time frame and the claim is denied, the Claims Administrator approval prior to receiving medical care, where a delay in treatment a % 
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could seriously jeopardize your life or health or the ability to regain 
maximum function or, in the opinion of a physician with knowledge 
of your medical condition could cause severe pain. In these 
situations: 

You will receive notice of the benefit determination in writing or 
electronically within 72-hours after the Claims Administrator 
receives all necessary information, taking into account the 
seriousness of your condition. 

Notice of denial may be oral with a written or electronic 
confirmation to follow within 3 days. 

If you filed an urgent claim improperly, the Claims Administrator 
w$I notify you of the improper liling and how to correct it within 24 
hours after the urgent claim was received. If additional information 
is needed to process the claim, the Claims Administrator will notify 
you of the information needed within 24 hours after the claim was 
received. You then have 48 hours to provide the requested 
information. 

You will be notified of a determination no later than 48 hours after: 

The Claims Administrator's receipt of the requested information; 
or 

The end of the 48 hour period within which you were to provide 
the additional information, if the information is not received 
within that time. 

Conmrv-ent Care Clam 

If an on-going course of treatment was previously approved for a 
specific period of time or number of treatments, and your request to 
extend the treatment is an Urgent Care Claim as defined above, your 
request will be decided within 24 hours, provided your request is 
made at least.24 hours prior to the end of the approved treatment. 
The CIaims Administrator will make a determination on your request 
for the extended treatment within 24 hours from receipt of your 
request. 

If your request for extended treatment is not made at least 24 hours 
prior to the end of the approved treatment, the request will be 
treated as an Urgent Care Claim and decided according to the 
timeframes described above. If an on-going course of treatment was 
previously approved for a specific period of time or number of 
treatments, and you request to extend treatment in a non-urgent 
circumstance, your request will be considered a new claim and 
decided according to ~ O S ~ - S ~ M C ~  or p re - se~ce  timeframes, 
whichever applies. 

A denial notice will explain the reason for denial, refer to the part of 
the Plan on which the denial is based, and provide the claim appeal 
procedures. 

n 
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Section 6: 
Questions and Appeals 

You have a question or concern about Covered 
Health SeMces or your Benefits. 

To resolve a question or appeal, just follow these steps: 

What to Do First 
If your question or concern is about a benefit determination, you 
may informally contact Customer Service before requesting a formal 
appeal. If the Customer Service representative cannot resolve the 
issue to your satisfaction over the phone, you may submit your 
question in writing. However, if you are not satisfied with a benefit 
determination as described in (How to File a Claim) you may appeal 
it as described below, without first informally contacting Customer 
S e ~ c e .  If you first informally contact Customer Service and later 
wish to request a formal appeal in writing, you should contact 
Customer S e ~ c e  and request an appeal. If you request a formal 
appeaI, a Customer Service representative will provide you with the 
appropriate address of the Claims Administrator. 

To continue reaa'ing, go to nght column on this page. 

If you are appealing an Urgent Care Claim denial, please refer to the 
"Urgent Claim Appeals that Require Immediate Action" section 
below and contact Customer Service immediately. 

The Customer Service telephone number is shown on your ID card. 
Customer Service representatives ate available to take your call 
during regular business hours, Monday through Friday. 

How to Appeal a Claim Decision 
If you disagree with a pre-service or post-service claim 
determination after following the above steps, you can contact the 
Claims Administrator in writing to formally request an appeal. Your 
request should include: 

o The patient's name and the identification number from the 
ID card. 

The date(s) of medical service(s). 

The provider's name. 

The reason you believe the claim should be paid. 

Any documentation or other written information to support 
your request for claim payment. 

Your first appeal request must be submitted to the Claims 
Administrator within 180 days after you receive the claim denial. 

Appeal Process 
A qualified individual who was not invol-cied in the decision being 
appealed will be appointed to decide the appeal. If your appeal is 
related to clinical matters, the review will be done in consultation 
with a health care professional with appropriate expertise in the field 
who was not involved in the prior determination. The Claims 

To continue readng, go to left column on nextpage. 
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Administrator may consult with, or seek the participation of, medical 
experts as part of the appeal resolution process. You consent to this 
referral and the sharing of pertinent medical claim information. 
Upon written request and free of charge you have the right to 
reasonable access to and copies of, all documents, records, and other 
information relevant to your claim for benefits. 

Appeals Determinations 
Pre-Service and Post-Service Claim Appeals 
You yill be provided written or electronic notification of decision 
on your appeal as follows: 

For appeals of pre-service claims (as dehned in How to File a 
Claim), the first level appeal will be conducted and you will be 
notified by the Claims Administrator of the decision within 15 days 
from receipt of a request for appeal of a denied claim. The second 
level aipeal will be conducted and you will be notified by us of the 
decision within 15 days from receipt of a request for review of the 
first level appeal decision. 

For appeals of post-service claims (as d e h e d  in How to File a 
Claim), the first level appeal will be conducted and you will be 
notified by the Claims Administrator of the decision within 30 days 
from receipt of a request for appeal of a denied claim. The second 
level appeal will be conducted and you will be notified by us of the 
decision within 30 days from receipt of a request for review of the 
&st level appeal decision. 

request must be submitted to us in writing within 60 days &om 
receipt of the first level appeal decision. 

The Plan Administrator has the exclusive right to interpret and 
administer the Plan, and these decisions are conclusive and binding. 

Please note that our decision is based only on whether or not 
Benefits are available under the Plan for the proposed treatment or 
procedure. The determination as to whether the pending health 
service is necessary or appropriate is between you and your 
Physician. 

Urgent Claim Appeals that Require 
Immediate Action 
Your appeal may require immediate action if a delay in treatment 
could significantly increase the risk to your health or the ability to 
regain maximum function or cause severe pain. In these urgent 
situations: 

The appeal does not need to be submitted in writing. You or 
your Physician should call the Claims Administrator as soon as 
possible. The Claims Administrator will provide you with a 
written or electronic determination within 72 hours following 
receipt by the Claims Administrator of your request for review 
of the determination taking into account the seriousness of your 
condition. 

For urgent claim appeals, we have delegated to the Claims 
Administrator the exclusive right to interpret and administer the 
provisions of the Plan. The Claims Administrator's decisions are 
conclusive and binding. 

For procedures associated with urgent claims, see "Urgent Claim 
Appeals that Require Immediate Action" below. 

If you are not satisfied with the first level appeal decision of the 
Claims Administrator, you have the right to request a second level 0 

appeal from us as the Plan Administrator. Your second level appeal 
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Section 7: 
Coordination of Benefits 

This section provides you with information about: 
e What you need to know when you have coverage 

under more than one plan. 

* Definitions specific to Coordination of Benefit 
rules. 

Order of payment rules. 

Benefits When You Have Coverage under 
More than One Plan 
This section describes how Benefits under the Plan will be 
coordinated with those of any other plan that provides Benefits to 
you. The language in this section is from model laws drafted by the 
National Association of Insurance Commissioners (NAIC) and 
represents standard industry practice for coordinating Benefits. 

When Coordination of Benefits Applies 
This coordination of benefits (COB) provision applies when a person 
has health care coverage under more than one benefit plan. 

The order of benefit determination rules described in. this section 
determine which Coverage Plan will pay as the Primary Coverage 
Plan. The Primary Coverage Plan that pays first pays without regard 
to the possibility that another Coverage Plan may cover some 

expenses. A Secondary Coverage Plan pays after the Primary 
Coverage Plan and may reduce the Benefits it pays. This is to prevent 
payments from all group Coverage Plans from exceeding 100 percent 
of the total Allowable Expense. 

Definitions 
For purposes of this section, terms are defined as follows: 

1. "Coverage Plan" is any of the following that provides Benefits or 
services for medical or dental care or treatment. However, if 
separate contracts are used to provide coordinated coverage for 
members of a group, the separate contracts are considered parts 
of the same Coverage Plan and there is no COB among those 
separate contracts. 
a. "Coverage Plan" includes: group insurance, closed panel or 

other forms of group or group-type coverage (whether 
insured or uninsured); medical care components of group 
long-term care contracts, such as skilled nursing care; medical 
Benefits under group or individual automobile contracts; and 
Medicare or other governmental Benefits, as permitted by 
law. 

b. "Coverage Plan" does not include: individual or family 
insurance; closed panel or other individual coverage (except 
for group-type coverage); school accident type coverage; 
Benefits for non-medical components of group long-term 
care policies; Medicare supplement policies, Medicaid policies 
and coverage under other governmental Plans, unless 
permitted by law. 

Each contract for coverage under a. or b. above is a separate 
Coverage Plan. If a Coverage Plan has two parts and COB 
rules apply only to one of the two, each of the parts is treated 
as a separate Coverage Plan. 
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2. The order of benefit determination rules determine whether this 
Coverage Plan is a "Primary Coverage Plan" or "Secondary 
Coverage Plan" when compared to another Coverage Plan 
covering the person. 

When this Coverage Plan is primary, its Benefits are determined 
before those of any other Coverage Plan and without considering 
any other Coverage Plan's Benefits. When this Coverage Plan is 
secondary, its Benefits are determined after those of another 
Coverage Plan and may be reduced because of the Primary 
Coverage Plan's Benefits. 

3. "Allowable Expense" means a health care service or expense, 
including deductibles and Copayments, that is covered at least in 
part by any of the Coverage Plans covering the person. When a 
Coverage Plan provides Benefits in the form of s e ~ c e s ,  (for 
example an HMO) the reasonable cash value of each service will 
be considered an Allowable Expense and a benefit paid. An 
expense or service that is not covered by any of the Coverage 
Plans is not an Allowable Expense. Dental care, routine vision 4. 
care, outpatient prescription drugs, and hearing aids are examples 
of expenses or services that are not Allowable Expenses under 
the Plan. The following are additional examples of expenses or 
services that are not Allowable Expenses: 

5. 
a. If a Covered Person is confined in a private Hospital room, 

the difference between the cost of a Semi-private Room in 
the Hospital and the private room, (unless the patient's stay in 
a private Hospital room is medically necessary in terms of 
generally accepted medical practice, or one of the Coverage 
Plans routinely provides coverage for Hospital private rooms) 
is not an Allowable Expense. 6. 

b. If a person is covered by two or more Coverage Plans that 
compute their benefit payments on the basis of usual and 
customary fees, any amount in excess of the highest of the 

To continue reading, go to tight column on this page. 

usual and customary fees for a specific benefit is not an 
Allowable Expense. 

c. If a person is covered by two or more Coverage Plans that 
provide Benefits or services on the basis of negotiated fees, 
an amount in excess of the highest of the negotiated fees is 
not an Allowable Expense. 

d. If a person is covered by one Coverage Plan that calculates its 
Benefits or services on the basis of usual and customary fees 
and another Coverage Plan that provides its Benefits or 

I 

services on the basis of negotiated fees, the Primary Coverage 
Plan's payment arrangements shall be the Allowable lbpense 
for all Coverage Plans. 

e. The amount a benefit is reduced by the Primary Coverage 
Plan because a Covered Person does not comply with the 
Coverage Plan provisions. Examples of these provisions are 
second surgical opinions, precertification of admissions, and 
preferred provider arrangements. 

"Claim Determination Period" means a calendar year. However, 
it does not include any part of a year during which a person has 
no coverage under this Coverage Plan, or before the date this 
COB provision or a similar provision takes effect. 
"Closed Panel Plan" is a Coverage Plan that provides health 
Benefits to Covered Persons primarily in the form of services 
through a panel of providers that have contracted with or are 
employed by the Coverage Plan, and that limits or excludes 
Benefits for services provided by other providers, except in cases 
of Emergency or referral by a panel member. 

"Custodial Parent" means a parent awarded custody by a court 
decree. In the absence of a court decree, it is the parent with 
whom the child resides more than one half of the calendar year 
without regard to any temporary visitation. 

To continue readng, go to l ?  column on nextpage. 
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Order of Benefit Determination Rules 
When two or more Coverage Plans pay Benefits, the rules for 
determining the order of payment are as follows: 

A. The Primary Coverage Plan pays or provides its Benefits as if the 
Secondary Coverage Plan or Coverage Plans did not exist. 

B. A Coverage Plan that does not contain a coordination of Benefits 
provision that is consistent with this provision is always primary. 
There is one exception: coverage that is obtained by virtue of 
membership in a group that is designed to supplement a part of a 
basic package of Benefits may provide that the supplementary . 
coverage shall be excess to any other parts of the Coverage Plan 
provided by the contract holder. Examples of these types of 
situations are major medical coverages that are superimposed 
over base Coverage Plan Hospital and surgical Benefits, and 
insurance type coverages that are written in connection with a 
closed panel Coverage Plan to provide Non-Network Benefits. 

C. A Coverage Plan may consider the Benefits paid or provided by 
another Coverage Plan in determining its Benefits only when it is 
secondary to that other Coverage Plan. 

D. The first of the following rules that describes which Coverage 
Plan pays its Benefits before another Coverage Plan is the rule to 
use. 

1. Non-Dependent or Dependent. The Coverage Plan that 
covers the person other than as a Dependent, for example as 
an employee, member, subscriber or retiree is primary and the 
Coverage Plan that covers the person as a Dependent is 
secondary. However, if the person is a Medicare beneficiary 
and, as a result of federal law, Medicare is secondary to the 

- Coverage Plan covering the person as a Dependent; and 
primary to the Coverage Plan covering the person as other 
than a Dependent (e.g. a retired employee); then the order of 
Benefits between the two Coverage Plans is reversed so that 
To continue reading, go to Tight column on tbix page. 

the Coverage Plan covering the person as an Employee, 
Retiree or Dependent is secondary and the other Coverage 
Plan is primary. 

Child Covered Under More Than One Coverage Plan. The 
order of Benefits when a child is covered by more than one 
Coverage Plan is: 
a. The Primary Coverage Plan is the Coverage Plan of the 

parent whose birthday is earlier in the year if: 

1) The parents are married; 

2) The parents are not separated (whether or not they 
ever have been married); or 

3) A court decree awards joint custody without 
specrfylng that one party has the responsibility to 
provide health care coverage. 

If both parents have the same birthday, the Coverage 
Plan that covered either of the parents longer is primary. 

b. If the specific terms of a court decree state that one of 
the parents is responsible for the child's health care 
expenses or health care coverage and the Coverage Plan 
of that parent has actual knowledge of those terms, that 
Coverage Plan is primary. This rule applies to claim 
determination periods or plan years commencing after the 
Coverage Plan is given notice of the court decree. 

c. If the parents are not married, or are separated (whether 
or not they ever have been married) or are divorced, the 
order of Benefits is: 

1) The Coverage Plan of the custodial parent; 

2) The Coverage Plan of the spouse of the custodial 
parent; 

3) The Coverage Plan of the noncustodial parent; and 
then 
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4) The Coverage Plan of the spouse of the noncustodial 
parent. 

3. Active or inactive employee. The Coverage Plan that covers a 
person as an employee who is neither laid off nor retired is 
primary. The same would hold true if a person is a 
Dependent of' a person covered as a Retiree or an Employee. 
If the other Coverage Plan does not have this nile, and if, as a 
result, the Coverage Plans do not agree on the order of 
Benefits, this rule is ignored. Coverage provided an individual 
as a retired worker and as a Dependent of an actively working 
spouse will be determined under the rule labeled D(1). 

4. Continuation coverage. If a person whose coverage is 
provided under a right of continuation provided by federal or' 
state law also is covered under another Coverage Plan, the 
Coverage Plan covering the person as an Employee or Retiree 
(or as that person's Dependent) is primary, and the 
continuation coverage is secondary. If the other Coverage 
Plan does not have this rule, and if, as a result, the Coverage 
Plans do not agree on the order of Benefits, this rule is 
ignored. 

5. Longer or shorter length of coverage. The Coverage Plan that 
covered the person as an Employee or Retiree longer is 
primary. 

6. If a husband or wife is covered under this Coverage Plan as a 
Participant and as an Enrolled Dependent, the Dependent 
Benefits will be coordinated as if they were provided under 
another Coverage Plan, this means the Participant's benefit 
d pay &st. 

7. If the preceding rules do not determine the Primary Coverage 
Plan, the Allowable Expenses shall be shared equally between 
the Coverage Plans meeting the definition of Coverage Plan 
under this provision. In addition, this Coverage Plan will not 
pay more than it would have paid had it been primary. 

To continue reading, go to right column on this page. 

Effect on the Benefits of this Plan 
A. When this Coverage Plan is secondary, it may reduce its Benefits 

so that the total Benefits paid or provided by all Coverage Plans 
during a claim determination period are not more than 100 
percent of total Allowable Expenses. The difference between the 
benefit payments that this Coverage Plan would have paid had it 
been the Primary Coverage Plan, and the benefit payments that it 
actually paid or provided shall be recorded as a benefit reserve for 
the Covered Person and used by this Coverage Plan to pay any 
Allowable Expenses, not otherwise paid during the claim 
determination period. As each claim is submitted, this Coverage 
Plan will: 
1. Determine its obligation to pay or provide Benefits under its 

contract; 
2. Determine whether a benefit reserve has been recorded for 

the Covered Person; and 

3. Determine whether there are any unpaid Allowable Expenses 
during that claim determination period. 

If there is a benefit reserve, the Secondary Coverage Plan will use 
the Covered Person's benefit reserve to pay up to 100 percent of 
total Allowable Expenses incurred during the claim determination 
period. At the end of the claim determination period, the benefit 
reserve returns to zero. A new benefit reserve must be created for 
each new claim determination period. 

B. If a Covered Person is enrolled in two or more closed panel 
Coverage Plans and if, for any reason, including the provision of 
s e ~ c e  by a non-panel provider, Benefits are not payable by one 
closed panel Coverage Plan, COB shall not apply between that 
Coverage Plan and other closed panel Coverage Plans. 

C. This Coverage Plan reduces its Benefits as described below for 
Covered Persons who are eligible for Medicare when Medicare 

0 
would be the Primary Coverage Plan. R C 
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Medicare Benefits are determined as if the full amount that would 
have been payable under Medicare was actually paid under 
Medicare, even iE 

The person is entitled but not enrolled for Medicare. 
Medicare Benefits are determined as if the person were 
covered under Medicare Parts A and B. 

The person is enrolled in a MedicarefChoice (Medicare Part 
C) plan and receives non-covered services because the person 
did not follow dl rules of that plan. Medicare Benefits are 
determined as if the services were covered under Medicare 
Parts A and B. 

The person receives S ~ M C ~ S  from a provider who has elected 
to opt-out of Medicare. Medicare Benefits are determined as 
if the services were covered under Medicare Parts A and B 
and the provider had agreed to limit charges to the amount of 
charges allowed under Medicare rules. 

0 The services are provided in any facility that is not eligible for 
Medicare reimbursements, including a Veterans 
;4dministration facility, facility of the Uniformed Services, or 
other facility of the federal government. Medicare Benefits 
are determined as if the services were provided by a facility 
that is eligible for reimbursement under Medicare. 

* The person is enrolled under a Plan with a Medicare Medical 
Savings Account. Medicare Benefits are determined as if the 
person were covered under Medicare Parts A and B. 

Right to Receive and Release Needed 
Information 
Certain facts about health care coverage and services are needed to 
apply these COB rules and to determine Benefits payable under this 
Coverage Plan and other Coverage Plans. The Claims Administrator 

To continue reading, go to rght column on this page. 

may get the facts it needs from, or give them to, other organizations 
or persons for the purpose of applying these rules and detemJning 
Benefits payable under this Coverage Plan and other Coverage Plans 
covering the person claiming Benefits. 

The Claims Administrator need not tell, or get the consent of, any 
person to do this. Each person claiming Benefits under this Coverage 
Plan must give us any facts we need to apply those rules and 
determine Benefits payable. If you do not provide us the information 
we need to apply these rules and determine the Benefits payable, your 
claim for Benefits will be denied. 

Payments Made 
A payment made under another Coverage Plan may include an 
amount that should have been paid under this Coverage PIan. If it 
does, we may pay that amount to the organization that made the 
payment. That amount will then be treated as though it were a benefit 
paid under this Coverage Plan. We will not have to pay that amount 
again. The term "payment made" includes providing Benefits in the 
form of services, in which case "payment made" means reasonable 
cash value of the Benefits provided in the form of services. 

Right of Recovery 
If the amount of the payments we made is more than we should have 
paid under this COB provision, we may recover the excess from one 
or more of the persons we have paid or for whom we have paid; or 
any other person or organization that may-be responsible for the 
Benefits or s e ~ c e s  provided for you. The "amount of the payments 
made" includes the reasonable cash value of any Benefits provided in 
the form of services. 

To continue reading, go to I .  column on nextpage. 
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Section 8: General Information about When 
Coverage Ends 

When Coverage Ends w e  may discontinue this Benefit Plan and/or all similar benefit 
Plans at any time, as permitted or required by law. 

This section provides you with information about all 
of the following: 

Events that cause coverage to end. 

a The date your coverage ends. 

a Continuation of coverage under federal law 
(COBRA). 

To continue reading, go to night column on thispage. 

If your coverage should end, your entitlement to Benefits 
automatically ends on the date that coverage ends, even if you are 
hospitalized or are otherwise receiving medical treatment on that 
date. 

When your coverage ends, we will still pay claims for Covered 
Health Services that you received before your coverage ended. 
However, once your coverage ends, we do not provide Benefits for 
health services that you receive for medical conditions that occurred 
before your coverage ended, even if the underlying medical 
condition occurred before your coverage ended. 

With the exception of a surviving spouse of the Participant, an 
Enrolled Dependent's coverage ends on the date the Participant's 
,coverage ends or sooner if the Participant chooses to end the 
Dependent's coverage or as otherwise set forth in this SPD. 

In some cases, you may have the right and option to choose to 
continue coverage at your expense, even though you may no longer 
qualify as an Employee, Retiree or Dependent. For more 
information on this issue, see this section's discussion of 
Continuation of coverage under federal law (COBRA). 

To continue reading go to fefi column on nextpage. 
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Events Ending Your Coverage 

Coverage ends on the earliest of the dates specified in the following table: 

Ending Event What Happens 

The Entire Plan Ends Your $overage ends on the date the Plan ends. We are responsible for notifyug you that your 
coverage has ended. 

YOU Are NO Longer Your coverage ends on the last day of the calendar month in which you are no longer eligible to be a 

Eligible Participant or Enrolled Dependent. Please refer to (Section 10: Glossary of Defined Terms) for a 
more complete dehnition of the terms "Eligible Person", "Participant", "Dependent" and "Enrolled 
Dependent." 

The Claims Your coverage ends on the last day of the calendar month in which the Claims Administrator receives 
written notice from us instructing the Claims Administrator to end your coverage, or the date tiator Receives requested in the notice, if later. 

Notice to End 
Coverage a 

The coverage that you have as an ]Employee may be available to you in retirement. The Cinergy 
Participant Retires or iPeople Center can provide you with this information as well as explain how to elect coverage as a - 
Is Pensioned retiree. 

2 2 3  
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Other Events Ending Your Coverage 

When any of the following happen, we will provide written notice to the Participant that coverage has ended on the date the Plan Administrator 
identifies in the notice: 

Fraud, Misrepresentation Fraud or misrepresentation, or because the Participant knowingly gave us or the Claims 
Administrator false material information. Examples include false information relating to 1 

or False Information another person's ebbility or status as a Dependent. During the lirst two years the Plan is in 
effect, we have the right to demand that you pay back all Benefits we paid to you, or paid in 
ydur name, during the time you were incorrectly covered under the Plan. After the &st two 
years, we can only demand that you pay back these Benefits if the written application contained 
a fraudulent misstatement. 

Material Violation There was a material violation of the terms of the Plan. 

Improper Use of ID Card You permitted an unauthorized person to use your ID card, or you used another person's card. 

Failure to Pay You failed to pay a required contribution. 

Threatening Behavior YOU committed acts of physical or verbal abuse that pose a threat to our staff, the Claims 
Administrator's staff, a provider, or other Covered Persons. 

% o;, 
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For purposes of the Plan, a person who meets the defulition of a 

Coverage for a Handicapped Child 
Coverage for an unmarried Enrolled Dependent child who is not 

~ a n d i c a ~ ~ e d  Child, as just explained, shall be considered a 
Dependent for coverage purposes. 

'2 

able to be self-supporting because of mental retardation or a physical 
handicap will noiind just because the child has reached a cer-& 
age. We will extend the coverage for that child beyond the limiting 

Continuation of Coverage 
age if both of the following are true regarding the Enrolled If your coverage ends under the Plan, you may be entitled to elect 

Dependent child: continuation coverage (coverage that continues on in some form) in 
accordance with federal law. 

Is not able to be self-supporting because of mental retardation Continuation coverage under COBRA (the federal Consolidated 
or physical handcap. Omnibus Budget Reconciliation Act) is available only to Plans that 
Depends d y  on the Participant for support. are subject to the terms of COBRA. You can contact your Plan 

Administrator to determine if we are subject to the provisions of 
Coverage will continue as long as the Enrolled Dependent is COBRA. 
incapacitated and Dependent unless coverage is otherwise 
terminated in accordance with the terms of the Plan. If you selected continuation coverage under a prior Plan which was 

then replaced by coverage under this Plan, continuation coverage 
We will ask you to furnish the Claims Administrator with proof of will end as scheduled under the prior Plan or in accordance with the 
the child's incapacity and dependency within 31 days of the date terminating events listed below, whichever is earlier. 
coverage would otherwise have ended because the child reached a 
certain age. Before the Claims Administrator agrees to this extension 
of coverage for the child, the claims Administrator may require that Continuation Coverage under Federal 
a Physician chosen by us examine the child. We will pay for that 
examination. Law (COBRA) 

Much of the language in this section comes from the federal law that 
The Claims Administrator may continue to ask you for proof that governs continuation coverage. You should call your Plan 
the child continues to meet these conditions of incapacity and Administrator if you have questions about your right to continue 
dependency. Such proof might include medical examinations at our coverage. 
expense. However, we will not ask for this information more than 
once a year. In order to be eligible for continuation coverage under federal law, 

you must meet the dehnition of a "Qualified Beneficiary". A 
If you do not provide proof of the child's incapacity and dependency Qualified Beneficiary is any of the following persons who was 
within 31 days of the Claims Administrator's request as described covered under the Plan on the day before a qualifjmg event: 
above, coverage for that child will end. 
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A Participant. 

A Participant's Enrolled Dependent, including with respect to 
the Participant's children, a child born to or placed for adoption 
with the Participant during a period of continuation coverage 
under Federal Law. 

A Participant's former spouse. 

Qualifying Events for Continuation 
Coverage under COBRA 
If the coverage of a Qualified Beneficiary would ordinarily terminate 
due to one of the following qualifying events, then the Qualified 
Beneficiary is entitled to continue coverage. The Qualified 
~eneficiary is entitled to elect the same coverage that she or he had 
on the day before the qualifylng event. 

A. Termination of the Employee from employment with us, for any 
reason other than gross misconduct, or reduction of hours; or 

B. Death of the Participant; or 
C. Divorce or legal separation of the Participant; or 

D. Loss of eligibility by an Enrolled Dependent who is a child; or 

E. Entitlement of the Participant to Medicare Benefits; or 

F, The Plan Sponsor filing for bankruptcy, under Title XI, United 
States Code, on or after July 1, 1986, but only for a retired 
Participant and his or her Enrolled Dependents. This is also a 
qualifyrng event for any retired Participant and his or her 
Enrolled Dependents if there is a substantial elimination of 
coverage within one year before or after the date the bankruptcy 
was filed. 

To continue reading, go to right column on this page. 

Notification Requirements and Election 
Period for Continuation Coverage under 
COBRA 
The Participant or other Qualified Beneficiary must notify the Plan 
Administrator within 60 days of the Participant's divorce, legal 
separation or an Enrolled Dependent's loss of eligibility as an 
Enrolled Dependent. If the Participant or other Qualified 
Beneficiary fails to notify the Plan Administrator of these events 
within the 60 day period, the Plan Administrator is not obligated to 
provide continued coverage to the affected Qualified Beneficiary. If 
a Participant is continuing coverage under federal law, the 
Participant must notify the Plan Administrator within 60 days of the 
birth or adoption of a child. 

Continuation must be elected by the later of GO days after the 
qualifyrng event occurs; or 60 days after the Qualified Beneficiary 
receives notice of the continuation right from the Plan 
Administrator. 

If the Qualified Beneficiary's coverage was terminated due to a 
qualifyrng event, then the initial premium due to the Plan 
Administrator must be paid on or before the 45th day after electing 
continuation. 

COBRA Terminating Events 
COBRA continuation coverage under the Plan will end on the 
earliest of the following dates: 

A. Eighteen months from the date of the qualifylng event, if the 
Qualified Beneficiary's coverage would have ended because the 
Participant's employment was terminated or hours were reduced 
(i.e., qualifyrng event A.). 

To continue reading, go to fey c o f m  on nextpage. 
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If a Qualified Beneficiary is determined to have been disabled 
under the Social Security Act at anytime within the first 60 days of 
continuation coverage for qualifylng event A. then the Qualified 
Beneficiary may elect an additional 11 months of continuation 
coverage (for a total of 29 months of continued coverage) 
subject to the following condition: (i) notice of such disability 
must be provided within 60 days after the determination of the 
disability, and in no event later than the end of the fist 18 months; 
(ii) the Qualified Beneficiary must agree to pay any increase in the 
required premium for the additional 11 months; and (iii) if the 
Qualified Beneficiary entitled to the 11 months of coverage has 
non-disabled family members who are also Qualified Beneficiaries, 
then those non-disabled Qualified Benefidaries are also entitled to 
the additional 11 months of continuation coverage. Notice of any 
final determination that the Qualified Beneficky is no longer 
disabled must be provided within 30 days of such determination. 
Thereafter, continuation coverage may be terminated on the &st 
day of the month that begins more than 30 days after the date of 
that deterrnination. 

B. Thirty-six months from the date of the qualifying event for an 
Enrolled Dependent whose coverage ended because of the death 
of the Participant, divorce or legal separation of the Participant, 
loss of eligibility by an Enrolled Dependent who is a child (i.e. 
qualifying events B., C., or D.). 

C. For the Enrolled Dependents of a Participant who was entitled 
to Medicare prior to a qualifylng event that was due to either the 
termination of employment or work hours being reduced, 
eighteen months from the date of the qualifymg event, or, if 
later, 36 months from the date of the Participant's Medicare 
entitlement. 

D. The date coverage terminates under the Plan for failure to make 
timely payment of the premium. 

To continue reading, go to right column on tbispage. 

E. The date, after electing continuation coverage, that coverage is 
first obtained under any other group health Plan. 

F. The date, after electing continuation coverage, that the Qualified 
Beneficiary &st becomes entitled to Medicare, except that this 
shall not apply in the event that coverage was terminated 
because the Plan Sponsor filed for bankruptcy, (i.e. quafifjmg 
event F.). 

G. The date the entire Plan ends. 
H. The date coverage would othenwise terminate under the Plan as 

described in this section under the heading Events Ending Your 
Coverage. 

If a Qualified Beneficiary is entitled to 18 months of continuation 
and a second qualifyrng event occurs during that time, the Qualified 
Beneficiary's coverage may be extended up to a maximum of 36 
months from the date coverage ended because employment was 
terminated or hours were reduced. If the Qualified Beneficiary was 
entitled to continuation because the Plan Sponsor filed for 
bankruptcy, (i.e. qualifyrng event F.) and the retired Participant dies 
during the continuation period, then the other Qualified 
Beneficiaries shall be entitled to continue coverage for 36 months 
from the date of the Employee's or Retiree's death. Terminating 
events B through G described in this section will apply during the 
extended continuation period. 

Continuation coverage for Qualified Beneficiaries whose 
continuation coverage terminates because the Participant becomes 
entitled to Medicare may be extended for an additional period of 
time. Such Qualified Beneficiaries shouId.contact the Plan 
Administrator for information regarding the continuation period. 

To continue reading, go to h j  coIutlln on nextpage. 
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Section 9: 
General Legal Provisions 

This section provides you with information about: 
General legal provisions concerning your Plan. 

Plan Document 
This document is the Plan document and the Summary Plan 
Description. 

~e la i ionsh i~  with Providers 
The relationships between us, the Claims Administrator, and 
Network providers are solely contractual relationships between 
independent contractors. Network providers are not our agents or 
employees. Nor are they agents or employees of the Claims 
Administrator. Neither we nor any of our employees are agents or 
employees of Network providers. Neither we nor the Claims 
Administrator are liable for any act or omission of any provider. 

The Claims Administrator is not considered to be an employer or 
Plan Administrator for any purpose with respect to the 
administration or provision of Benefits under this Plan. 

The Plan Administrator is solely responsible for all of the following: 

0 Enrollment and classification changes (including classification 
changes resulting in your enrollment or the termination of your 
coverage). 

The timely payment of Benefits. 

Notifying you of the termination or modifications to the Plan. 

Your Relationship with Providers 
The relationship betiveen you and any provider is that of provider 
and patient. 

You are responsible for choosing your own provider. 

You must decide if any provider treating you is right for you. 
This includes Network providers you choose and providers to 

, whom you have been referred. 

You must decide with your provider what care you should 
receive. 

Your provider is solely responsible for the quality of the s e ~ c e s  
provided to you. 

We do not provide health care services or supplies, nor do we 
practice medicine. Instead, we pay Benefits. Network providers are 
independent practitioners who run their own offices and facilities. Incentives to Providers 
The credentialing process confirms public information about the The Claims Administrator pays Network providers through various 

providers' licenses and other credentials, but does not assure the types of contractual arrangements, some of which may include 

quality of the services provided. Gnancial incentives to promote the delivery of health care in a cost 
efficient and effective manner. These financial incentives are not 
intended to affect your access to health care. x B 

*% 2 e E o  
VW C J .  To continue reading, go to night column on thi~page. To continue reading, go to /ej9 column on nextpage. o 1 t a  - t l o  
g?'? 

United Healthcare &h PPO Plan for Cinergy Corp. - 01/01/04 ~ F c  
65 (S~CUO. 9: cenerd led P~O&O~S) $ $ 



Examples of financial incentives for Network providers are: 

Bonuses for performance based on factors that may include 
quality, member satisfaction, and/or cost effectiveness. 

Capitation - a group of Network providers receives a monthly 
payment from the Claims Administrator for each Covered 
Person who selects a Network provider within the group to 
perform or coordinate certain health services. The Network 
providers receive this monthly payment regardless of whether 
the cost of providing or arranging to provide the Covered 
Person's health care is Iess than or more than the payment. 

The methods used to pay specific Network providers may vary. 
From time to time, the payment method may change. If you have 
questions about whether your Network provider's contract includes 
any £inancia1 incentives, we encourage you to discuss those questions 
with your provider. You may also contact the Claims Administrator 
at the telephone number on your ID card. They can advise whether 
your Network provider is paid by any financial incentive, including 
those listed above; however, the specific terms of the contract, 
including rates of payment, are confidential and cannot be disclosed. 

Incentives to You 
Sometimes the Claims Administrator may offer coupons or other 
incentives to encourage you to participate in various wellness 
programs or certain disease management programs. The decision 
about whether or not to participate is yours alone but we 
recommend that you discuss participating in such programs with 
your Physician. These incentives are not Benefits and do not alter or 
affect your Benefits. Contact the Claims Administrator if you have 
any questions. 

Interpretation of Benefits 
We and the Claims Administrator have sole and excIusive discretion 
to do all of the following: 

Interpret Benefits under the Plan. 

Interpret the other terms, conditions, lumtations and exclusions 
of the Plan, including this SPD and any Riders and 
Amendments. 

o Make factual determinations related to the Plan and its Benefits. 

We and the Claims Administrator may delegate this discretionary 
authority to other persons or entities who provide services in regard 
to the administration of the Plan. 

In certain circumstances, for purposes of overall cost savings or 
efficiency, we may, in our sole discretion, offer Benefits for services 
that wodd otherwise not be Covered Health Services. The fact that 
we do so in any particular case shall not in any way be deemed to 
require us to do so in other similar cases. 

Administrative S e ~ c e s  
We may, in our sole discretion, arrange for various persons or 
entities to provide administrative services in regard to the Plan, such 
as claims processing. The identity of the service providers and the 
nature of the services they provide may be changed from time to 
time in our sole discretion. We are not required to give you prior 
notice of any such change, nor are we required to obtain your 
approval. You must cooperate with those persons or entities in the 
performance of their responsibilities. 
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Amendments to the Plan 
We reserve the right, in our sole discretion and without your 
approval, to change, interpret, modify, withdraw or add Benefits or 
terminate the Plan. Plan Amendments and Riders are effective on 
the date we specify. 

Any provision of the Plan which, on its effective date, is in conflict 
with the requirements of federal statutes or regulations, or applicable 
state law provisions not otherwise preempted by ERISA (of the 
jurisdiction in which the Plan is delivered) is hereby amended to 
conform to the minimum requirements of such statutes and 
regulations. 

Any change or Amendment to or termination of the Plan, its 
Benefits or its terms and conditions, in whole or in part, shall be 
made solely in a written Amendment (in the case of a change or 
Amendment) or in a written resolution (in the case of a termination), 
whether prospective or retroactive, to the Plan, in accordance with 
the procedures established by us. Covered Persons will receive 
notice of any material modification to the Plan. No one has the 
authority to make any oral modification to the SPD. 

Clerical Error 
If a clerical error or other mistake occurs, that error does not create 
a right to Benefits. These errors include, but are not limited to, 
providing misinformation on eligibility or Benefit coverages or 
entitlements. The terms of this Plan may not be amended by oral 
statements made by the Plan Sponsor, the Plan Administrative 
Committee, the Claims Administrator, or any other person. In the 
event an oral statement conflicts with any term of the Plan, the Plan 
terms will control. It is your responsibility to confirm the accuracy of 
statements made by us or our designees, including the Claims 

To continue reading, go to nght column on this page. 

Admmistrator, in accordance with the terms of this SPD and other 
Plan documents. 

Information and Records 
At times we or the Claims Administrator may need additional 
information from you. You agree to furnish us and/or the Claims 
Administrator with all information and proofs that we may 
reasonably require regarding any matters pertaining to the Plan. If 
you do not provide this information when we request it we may 
delay or deny payment of your Benefits. 

By accepting Benefits under the Plan, you authorize and direct any 
person or institution that has provided senices to you to furnish us 
or the Claims Administrator with all information or copies of 
records relating to the services provided to you. We or the Claims 
Administrator have the right to request this information at any 
reasonabl~ time. This applies to aU Covered Persons, including 
Enrolled Dependents whether or not they have signed the 
Participant's enrollment form. We and the Clairns Administrator 
agree that such information and records will be considered 
confidential. 

We and the Claims Administrator have the right to release any and 
all records concerning health care services which are necessary to 
implement and administer the terms of the Plan, for appropriate 
medical review or quality assessment, or as we are required to do by 
law or regulation. During and after the term of the Plan, we, the 
Claims Administrator, and our related entities may use and transfer 
the information gathered under the Plan for research and analpc 
purposes. 

For complete listings of your medical records or billing statements 
we recommend that you contact your health care provider. Providers 

To conrinue reading, go to hj? column on nextpage. 
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may charge you reasonable fees to cover their costs for providing 
records or completing requested forms. 

If you request medical forms or records from us, we also may charge 
you reasonable fees to cover costs for completing the forms or 
providing the records. 

In some cases, we or the Claims Administrator will designate other 
persons or entities to request records or information from or related 
to you, and to release those records as necessary. Such designees 
have the same rights to this information as the Plan Administrator. 

Examination of Covered Persons 
In the event of a question or dispute regarding your right to 
Benefits, we may require that a Network Physician of our choice 
examine you at our expense. 

Workers' Compensation not Affected 
Benefits provided under the Plan do not substitute for and do not 
affect any requirements for coverage by workers' compensation 
insurance. 

Medicare Eligibility 
Benefits under the Plan are not intended to supplement any 
coverage provided by Medicare.  everth he less,& some 
circumstances Covered Persons who are eligible for or enrolled in 
Medicare may also be enrolled under the Plan. 

Ifyou are elig;r'bIe for or enrolled in Medicare, please 
read the following information carefdIy. 

If you are eligible for Medicare on a primary basis (Medicare pays 
before Benefits under the Plan), you should enroll for and maintain 
coverage under both Medicare Part A and Part B. If you don't enroll 
and maintain that coverage, and if we are the secondary payer as 
described in (Section 7': Coordination of Benefits), we will pay 
Benefits under the Plan as if you were covered under both Medicare 
Part A and Part B. As a result, you will be responsible for the costs 
that Medicare would have paid and you will incur a larger out-of- 
pocket cost. 

If you are enrolled in a Medicare+Choice (Medicare Part C) Plan on 
a primary basis (Medicare pays before Benefits under the Plan), you 
should follow all rules of that Plan that require you to seek services 
from that Plan's participating providers. When we are the secondary 
payer, we will pay any Benefits available to you under the Plan as if 
you had followed all d e s  of the MedicareiChoice Plan. You will be 
responsible for any additional costs or reduced Benefits that result 
from your failure to follow these rules, and you will incur a larger 
out-of-pocket cost. 

Subrogation and Reimbursement 
Subrogation is the substitution of one person or entity in the place 
of another with reference to a lawful claim, demand or right. 
Immediately upon paying or providing any Benefit, the Plan shall be 
subrogated to and shall succeed to all rights of recovery, under any 
legal theory of any type for the reasonable value of any services and 
Benefits the Plan provided to Covered Persons, from any or all of 
the following listed below. 

In addition to any subrogation rights and in consideration of the 0 
8 fi 

. coverage provided by this Summary Plan Description, the Plan shall -5 % 
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also have an independent right to be reimbursed by Covered 
Persons for the reasonable value of any services and Benefits the 
Plan provides to Covered Persons, from any or all of the following 
listed below. 

Third parties, including any person alleged to have caused a 
Covered Person to suffer injuries or damages. 

Any person or entity who is or may be obligated to provide 
Benefits or payments to a Covered Person, including Benefits or 
payments for underinsured or uninsured motorist protection, 
no-fault or traditional auto insurance, medical payment coverage a 

(auto, homeowners or otherwise), workers' compensation 
coverage, otha insurance carriers or third party administrators. 

a Any person or entity who is liable for payment to a Covered a 

Person on any equitable or legal liability theory. 

These third parties and persons or entities are collectively referred to 
as 'Third Parties". 

Covered Persons agree as follows: 

* That a Covered Person will cooperate with the Plan in a timely 
manner in protecting our legal and equitable rights to 
subrogation and reimbursement, including, but not limited to: 

providing any relevant information requested by the Plan, 

signing and/or delivering such documents as the Plan or its 
agents reasonably request to secure the subrogation and 
reimbursement claim, 

responding to requests for information about any accident 
or injuries, a 

To continue reading, go to nght column on thispage. 

a appearing at depositions and in court, and 

a obtaining the consent of the Plan or its agents before 
releasing any party from liability or payment of medical 
expenses. 

That faiIure to cooperate in this manner shall be deemed a 
breach of contract, and may result in the termination of health 
benefits and/or the institution of legal action against a Covered 
Person. 

That the Plan has the sole authority and discretion to resolve all 
disputes regarding the interpretation of the language stated 
herein. 

That no court costs or attorneys' fees may be deducted from the 
Plan's recovery without the Plan's express written consent; any 
so-called "Fund Doctrine" or "Common Fund Doctrine" or 
"Attorney's Fund Docuine" shall not defeat this right, and the 
Plan is not requited to participate in or pay court costs or 
attorneys' fees to the attorney hired by a Covered Person to 
pursue his or her darnage/personal injury claim. 

That regardless of whether a Covered Person have been hlIy 
compensated or made whole, the Plan may collect fiom Covered 
Persons the proceeds of any full or partial recovery that a 
Covered Person or his or her legal representative obtain, 
whether in the form of a settlement (either before or after any 
determination of liability) or judgment. The proceeds available 
for collection shall include, but not be limited to any and all 
amounts earmarked as non-economic damage settlement or 
judgment. 

That benefits paid by the Plan may also be considered to be 
benefits advanced. 

To ~onrinue reading, go to l@ colzmn on nextpage. 
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That Covered Persons agree that if they receive any payment That the Plan's rights will be considered as the fist  priority claim 
from any potentially responsible party as a result of an injury or against Third Parties, including tortfeasors for whom Covered 
illness, whether by settlement (either before or after any Persons are seeking recovery, to be paid before any other of the 
determination of liability), or judgment, the Covered Person will Covered Person's claims are paid. 
serve as a constructive Gstee over the funds and failure to hold 
such funds in trust will be deemed as a breach of the Covered That the Plan's rights will not be reduced due to the Covered 

Persons duties hereunder. Person's own negligence. 

That Covered Persons or an authorized agent, such as the o That the Plan may, at its option, take necessary and appropriate 

Covered Person's attorney, must hold any funds received from action to preserve its rights under these subrogation provisions, 

any potentially responsible party that are due and owed to the including filing suit in the Covered Persons name, which does 

Plan, as stated herein, separately and alone, and failure to hold not obligate the Plan in any way to pay the Covered Person part 

b d s  as such will be deemed as a breach of contract, and may of any recovery the Plan might obtain. 

result in the termination of health benefits or the institution of 
legal action against the Covered Person. 

That the Plan shall not be obhgated in any way to pursue this 
right independently or on behalf of the Covered Person. 

That the Plan shall be entitled to recover reasonable attorney 
0 That if the injury or condition giving rise to subrogation or 

fees from Covered Persons incurred in collecting from the 
Covered Person any funds held by the Covered Person that he reimbursement involves a minor child, this section applies to the 

or she recovered from any Third Party. 
parents or guardian of the minor child. 

That the Plan may set off from any future benefits otherwise 
allowed by the Plan the value of benefits paid or advanced under 
this section to the extent not recovered by the Plan. 

That Covered Persons will neither accept any settlement that 
does not fully compensate or reimburse the Plan without the 
Plan's written approval, nor will the Covered Person do anything 
to prejudice the Plan's rights under this section. 

That Covered Persons will assign to the Plan all rights of 
recovery against Third Parties, to the extent of the reasonable 
value of s e ~ c e s  and Benefits the Plan provided, plus reasonable 
costs of collection. 

o That if the injury or condition giving rise to subrogation or 
reimbursement involves the wrongful death of a Plan 
beneficiary, this section applies to the personal representative of 
the deceased Plan beneficiary. 

Refund of Overpayments 
If we pay Benefits for expenses incurred on account of a Covered 
Person, that Covered Person, or any othe; person or organization 
that was paid, must make a refund to us if either of the following 

apply: 

All or some of the expenses were not paid by the Covered 
-Person or did not legaUy have to be paid by the Covered Person. 
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* All or some of the payment we made exceeded the Benefits 
under the Plan. 

The refund equals the amount we paid in excess of the amount we 
should have paid under the Plan. If the refund is due from another 
person or organization, the Covered Person agrees to help us get the 
refund when requested. 

If the Covered Person, or any other person or organization that was 
paid, does not promptly refund the full amount, we may reduce the 
amount of any future Benefits that are payable under the Plan. The 
reductions will equal the amount of the required refund. We may 
have other rights in addition to the right to reduce future Benefits. 

Limitation of Action 
You cannot bring any legal action against us or the Claim 
~dmidstrator to recover reimbursement until 90 days after you have 
properly submitted a request for reimbursement as described in 
(Section 5: How to File a Claim) and all required reviews of your 
claim have been completed. If you want to bring a legal action 
against us or the Claims Administrator you must do so within three 
years from the expiration of the time period in which a request for 
reimbursement must be submitted or you lose any rights to bring 
such an action against us or the Claims Administrator. 

You cannot bring any legal action against us or the Claims 
Administrator for any other reason unless you first complete all the 
steps in the appeal process described in this document. Aftex 
completing that process, if you want to bring a legal action against us 
or the Claims Administrator you must do so within three years of 
the date you are notified of our final decision on your appeal or you 
lose any rights to bring such an action against us or the Claims 
Administrator. 
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alDeductibk - the amount you must pay for Covered Health 

Section 10: Services in a calendar year before we will begin paying for Benefits 
in that calendar year. 

Gloss ary of Defined penem - Your right to payment for Covered Health Services that 
are available under the Plan. Your riffht to Benefits is subject to the - 

Terms terms, conditions, limitations and exclusions of the Plan, &cluding 
this SPD and any applicable Riders and Amendments. 

Defines the terms used throughout this SPD. 

Is not intended to describe Benefits. 

$are ~oord&#ior#~ - a program provided by the Claims 
' 

Administrator designed to encourage an efficient system of care for 
Covered Persons by identifying and addressing possible unrnet 
covered health care needs. 

. . Ad-- the company, or its affiliate, that provides 
certain claim administration services for the Plan. 

Nternate Fac&- a health care facility that is not a Hospital, or a 
facility that is attached to a Hospital and that is designated by the 

- a physical developmental defect that is 

Hospital as an Alternate Facility. This facility provides one or more 
present at birth, and is identified within the first twelve months of 

of the following services on an outpatient basis, as permitted by law: 
birth. 

* Pre-scheduled surgical services. 
-- the charge you are required to pay for certain Covered 
Health Services. A Copayment may be either a set dollar amount or 

Emergency Health Services. a percentage of ~ l i ~ i b i e  Expenses.. 

Pre-scheduled rehabilitative, laboratory or diagnostic services. Cosmetic Procedures - procedures or services that change or 

An Alternate Facility may also provide Mental Health Services or 
Substance Abuse Services on an outpatient or inpatient basis. 

- 
improve appearance without significantly improving physiological 
function, as determined by Care CoordinationSM on our behalf. 

Semkefsl -those health services provided for the 
Amendment- any attached written description of additional or purpose of preventing, diagnosing or treating a Sickness, Injury, 
revised provisions or Benefits to the Plan. Amendments are subject Mental Illness, substance abuse, or their symptoms. 
to all coditions, limitations and exclusions of the Plan, except ior 
those that are specifically amended. A Covered Health Service is a health care service or supply 

described in (Section 1: What's Covered--Benefits) as a Covered 
Health ~e&e, which is not excluded under (secbon 2: What's Not 

C1 
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Covered--Exclusions), including Experimental or Investigational 
Services and Unproven Services. 

Covered Health Services must be provided: 

When the Plan is in effect; 

Prior to the effective date of any of the individual termination 
conditions set forth in this Summary Plan Description; and 

* Only when the person who receives services is a Covered Person 
and meets all eligibility requirements specified in the Plan. 

Decisions about whether to cover new technologies', procedures and 
treatments will be consistent with conclusions of prevailing medical 
research, based on well-conducted randomized trials or cohort 
studies, as described. 

Covered Person - either the Participant or an Enrolled Dependent, 
but this term applies only while the person is enrolled under the 
Plan. References to and "your" throughout this SPD are 
references to a Covered Person. 

Custodial C m  - services that: 

* Are non-health related services, such as assistance in activities of 
daily living (including but not limited to feeding, dressing, 
bathing, transferring and ambulating); or 

* Are health-related services which do not seek to cure, or which 
are provided during periods when the medical condition of the 
patient who requires the service is not changing; or 

Do not require continued administration by trained medical 
personnel in order to be delivered safely and effectively. 

+Dependen#- the Participant's legal spouse or an unmarried 
Dependent chiId of the Participant or the Participant's spouse, 

To continue reading, go to ttght cohmn on this page. 

including a surviving spouse, if such spouse remains unmarried from 
the time of the Employee's or Retiree's death. The term child 
includes any of the following: 

A natural child. 

A stepchild. 

A legally adopted child. 

A child placed for adoption. I 

A Handicapped Child, as described in (Section 8: When 
Coverage Ends). 

* A child for whom legal guardianship has been awarded to the 
Participant or the Participant's spouse. 

The definition of Dependent is subject to the following conditions 
and limitations: 

A Dependent includes any unmarried Dependent child under 19 
years of age. 

A Dependent includes an unmarried Dependent child who is 19 
years of age or older, but less than 25 years of age only if you 
furnish evidence upon our request, satisfactory to us, of all the 
following conditions: 

- The child must not be regularly employed on a full-time 
basis. 

- The child must be a Full-time Student. 

- The child must be primarily Dependent upon the Participant 
for support and maintenance. 

The Participant must reimburse us for any Benefits that we pay for a 
child at a time when the child did not satisfy these conditions. 

To continue reading, go to /@ column on nextpage. 
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A Dependent also includes a child for whom health care coverage is 
required through a 'Qualified Medical Child Support Order' or other 
court or administrative order, including a National Medical Support 
Notice. We are responsible for determining if an order meets the 
criteria of a Qualified Medical Child Support Order or a National 
Medical Support Notice. 

pesjmated - Unired Resource Network Facili& - a ~ospi ta l  that 
the Claims Administrator names as a Designated United Resource 
Network Facility. A Designated United Resource Network Facility 
has entered into an agreement with the Claims Administrator to 
render Covered Health Services for the treatment of specified 
diseases or conditions. A Designated United Resource Network 
Facility may or may not be located within our geographic area. The 
fact that a Hospital is a Network Hospital does not mean that it is a 
Designated United Resource Network Facility. 

Durable Medical Eaui~rnent- medical equipment that is all of the 
following: 

Can withstand repeated use. 

Is not disposable. 

a Is used to serve a medical purpose with respect to treatment of a 
Sickness, Injury or their symptoms. 

Is generally not useful to a person in the absence of a Sickness, 
Injury or their symptoms. 

Is appropriate for use in the home. 

Fxgense~ - the amount we will pay for Covered Health - 
Services, incurred while the Plan is in effect, which are determined as 
stated below: 

Eligible Expenses are based on either of the following: 

To continue reading, go to right co/umn on this page. 

When Covered Health Services are received from Network 
providers, Eligible Expenses are the contracted fee(s) with that 
provider. 

When Covered Health Services are received fiorn non-Network 
providers, unless you receive services as a result of an 
Emergency, EIigible Expenses are determined at the Claims 
Adrninistrator's discretion by either (1) calculating Eligible 
Expenses based on available data resources of competitive fees 
in that geographic area, or (2) applying the negotiated rates 
agreed to by the non-Network provider and either the Claims 
Administrator or one of its vendors, affiliates or subcontractors. 

EQble Expenses are determined solely in accordance with the 
Claim Administrator's reimbursement policy guidelines. The 
reimbursement policy guidelines are developed, in the Claim 
Administrator's discretion, following evaluation and validation of all 
provider billings in accordance with one or more of the following 
methodologies: 

e As indicated in the most recent edition of the Current 
Procedural Terminology (CPT), a publication of the American 
Medical Association. 

e As reported by generally recognized professionals or 
publications. 

a As used for Medicare. 

As determined by medical staff and outside medical consultants 
pursuant to other appropriate source or determination that the 
Claims Administrator accepts. 

- a regular full-time Employee of the Plan Sponsor 
who is scheduled to work at his or her job at least 20 hours per week 
or otherwise considered by the Plan Sponsor to be an Employee for 

To continue reading, go to ( e j  column on nextpage. - 
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Plan coverage purposes; or a person who retires while covered under 
the Plan. 

- g v -  a serious medical condition or symptom resulting 
from Injury, Sickness or Mental Ihess  which is both of the 
following: 

e Arises suddenly. 

In the judgment of a reasonable person, requires immediate care 
and treatment, generally received within 24 hours of onset, to 
avoid jeopardy to life or health. 

Pmewencv - .  Health Services - health care services and supplies 
necessary for the treatment of an Emergency. 

Em-~fovee - an Eligible Person who is properly enrolled under the 
Plan. The Employee is the person (who is not a Dependent) on 
whose behalf the Plan is established. 

_EnroffedDeoende&- a Dependent who is properly enrolled under 
the Plan. 

.E'.'.erimet&af or In ves@-onal Sem 
. . 'ceS - medical, surgical, 

diagnostic, psychiatric, substance abuse or other health care services, 
technologies, supplies, treatments, procedures, drug therapies or 
devices that, at the time we make a determination regarding coverage 
in a particular case, are determined to be any of the following: 

Not approved by the U.S. Food and Drug Administration 
(FDA) to be lawfully marketed for the proposed use and not 
identified in the American Hos~ital Forrnularv Service or the 
United States Pharmaco~oeia Dis~ensing. Information as 
appropriate for the proposed use. 

o Subject to review and approval by any institutional review board 
for the proposed use. 

To continue readin& go to night column on this page. 
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The subject of an ongoing clinical trial that meets the definition 
of a Phase 1,2 or 3 clinical trial set forth in the FDA regulations, 
regardless of whether the trial is actually subject to FDA 
oversight. 

If you have a Life-threatening Sickness or condition (one which is 
likely to cause death within one year of the request for treatment) we 
may, in our discretion, determine that an Experimental or 
Investigational Service meets the definition of a Covered Health 
Service for that Sickness or condition. For this to take place, we 
must determine that the procedure or treatment is promising, but 
unproven, and that the service uses a specific research protocol that 
meets standards equivalent to those defined by the National 
Institutes of Health. 

d ; d - b e  Student- a person who is enrolled in and attending, full- 
time, a recognized course of study or training at one of the 
following: 

. An accredited high school. 

- An accredited college or university. 

A licensed vocational school, tkchnical school, beautician school 
automotive school or similar training school. 

Full-time Student status is determined in accordance with the 
standards set forth by the educational institution. You are no longer 
a Full-time Student at the end of the calendar month you graduate or 
otherwise cease to be enrolled and in attendance at the institution on 
a full-time basis. 

You continue to be a Full-time Student during periods of regular 
vacation established by the institution. If you do not continue as a 
Full-time Student immediately following the period of vacation, the 
Full-time Student designation will end as deskbed above. 0 
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me Health k e n c v -  - - a program or organization authorized by 
law to provide health care services in the home. 

Nos-~ital- an institution, operated as required by law, that is both of 
the following: 

Is primarily engaged in providing health services, on an inpatient 
basis, for the acute care and treatment of injured or sick 
individuals. Care is provided through medical, diagnostic and 
surgical facilities, by or under the supervision of a staff of 
Physicians. 

e Has 24 hour nursing services. 

A Hospital is not primarily a place for rest, Custodial Care or care of 
the aged and is not a nursing home, convalescent home or similar 
institution. 

~alEnrollment Period- the initial period of time, as 
determined by the Plan Administrator, during which Eligible 
Persons may enroll themselves and their Dependents under the Plan. 

Iniug?- bodily damage other than Sickness, including all related 
conditions and recurrent symptoms. 

.. . hoatient Rehabllltatzon Facility- a Hospital (or a special unit of 
a Hospital that is designated as an Inpatient Rehabilitation Facility) 
that provides rehabilitation health services (physical therapy, 
occupational therapy and/or speech therapy) on an inpatient basis, 
as authorized by law. 

&~arient Stav- an uninterrupted conhement, following formal 
admission to a Hospital, Skilled Nursing Facility or Inpatient 
Rehabilitation Facility. 

To continue reading, go to right column on this page. 

Plan Benefit- the maximum amount that we will pay 
for Benefits during the entire period of time that you are enrolled 
under the Plan, or any other Plan of the Plan Sponsor. When the 
Maximum Plan Benefit applies, it is described in (Section 1: What's 
Covered--Benefits). 

M e d i m  - Parts A, B, and C of the insurance program established 
by Title XVIII, United States Social Security Act, as amended by 
42 U.S.C. Sections 1394, et seq. and as later amended. 

- Covered Health Services for the 
diagnosis and treatment of Mental Illnesses. The fact that a 
condition is listed in the current Diagnostic and Statistical Manual of 
the American Psychiatric Association does not mean that treatment 
for the condition is a Covered Health Service. 

- the organization or 
individual, designated by us, that provides or arranges Mental Health 
Services and Substance Abuse Services for which Benefits are 
available under the Plan. 

,Me- - those mental health or psychiatric diagnostic 
categories that are listed in the current Diagnostic and Statistical 
Manual of the American Psychiatric Association, unless those 
services are specifically excluded under the Plan. 

Netwo&- when used to describe a provider of health care S ~ M C ~ S ,  
this means a provider that has a participation agreement in effect 
with the Claims Administrator or an affiliate (directly or through one 
or mote other organizations) to provide Covered Health Services to 
Covered Persons. 

A provider may enter into an agreement to provide only certain 
Covered Health Services, but not all Covered Health Services, or to 
be a Network provider for only some of our products. In this case, 

To continue reading, go to left column on nextpage. 
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the provider will be a Network provider for the Health Services and The following costs will never apply to the Out-of-Pocket 
products included in the participation agreement, and a non- Maximum: 
Network provider for other Health Services and products. The 
participation status of providers will change from time to time. Any charges for non-Covered Health Services. 

Network Benefits - Benefits for Covered Health Services that are Copayments for Covered Health S ~ M C ~ S  available by an 

provided by a Network Physician or other Network provider. optional Rider. 

Any Copayments for Covered Health Services in (Section 1: 
yon-NerworkBenefits - Benefits for Covered Health Services that What's Covered--Benefits) that do not apply to the Out-of- 
are provided by a non-Network Physician or other non-Network Pocket Maximum. 
provider. 

o The amount of any reduced Benefits if you don't notify Care 
6, -d- a period of time that follows the Initial coordinationSM as described in (Section 1: What's Covered-- 
Enrollment Period during which Eligible Persons may enroll Benefits) under the Must YOH NOt i i  Can coordinatiod"? column. 
themselves and Dependents under the Plan. The Plan Administtator Charges that exceed Eligible Expenses. 
will determine the period of time that is the Open Enrollment 
Period. Any amounts applied towards meeting your Annual Deductible. 

et M- - the maximum amount you pay out-of- 
pocket every calendar year after the Annual Deductible is met. If you 
use both Network Benefits and Non-Network Benefits, two separate 
Out-of-Pocket Maximums apply. Depending on the geographic area 
and the service you receive, you may have access to non-Network. 
providers who have agreed to discount their charges for Covered 
Health Services. If you receive Covered Health Services from these 
providers, your Coinsurance for Non-Network Benefits will remain 
the same, however the total amount that you owe may be less than if 
you received services from other non-Network providers because 
the Eligible Expenses may be a lesser amount. 

Once you reach the Out-of-Pocket Maximum, Benefits for those 
Covered Health Services that apply to the Out-of-Pocket Maximum 
are payable at 100% of Eligible Expenses during the rest of that 
calendar year. 

Even when the Out-of-Pocket Maximum has been reached, the 
following will not be paid at 100%: 

o Any charges for non-Covered Health Services. 

The amount of any reduced Benefits if you don't notify Care 
coordinationSM as described in (Section 1: What's Covered-- 
Benefits) under the Must You No&i Care ~ o o r ~ n a t i o d ~ ?  column. 

Charges that exceed Eligible Expenses. 

- an Eligible Person who is properly enrolled under the - 
Plan. The Participant is the person (who is not a Dependent) on 
whose behalf the Plan is established. 

- any Doctor of Medicine, "M.D.", or Doctor of 
Osteopathy, "D.O.", who is properly licensed and qualified by law. 
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Please Note: Any podiatrist, dentist, psychologist, chiropractor, 
optometrist, or other provider who acts within the scope of his or 
her license will be considered on the same basis as a Physician. The 
fact that we describe a provider as a Physician does not mean that 
Benefits for services from that provider are available to you under 
the Plan. 

- United Healthcare High PPO Plan for Cinergy Corp. Health 
Benefit Plan. 

$fan Administrator- is the Cinergy Corp. or its designee as that 
term is dehned under ERISA. 

onsog- Cinergy Corp.. References to "we", "us", and "our" 
throughout the SPD refer to the Plan Sponsor. 

-ancy- includes all of the following: 

Prenatal care. 

Postnatal care. 

@ Childbirth. 

* Any complications associated with Pregnancy. 

- any person who retires from Cinergy and is determined 
and approved by the Plan Sponsor to be eligible to receive coverage 
under the Plan as a Retiree. 

Rider- any attached written description of additional Covered 
Health Services not described in this SPD. Riders are subject to all 
conditions, limitations and exclusions of the Plan except for those 
that are specifically amended in the Rider. 

Semi-nrivate Room - a room with two or more beds. When an 
Inpatient Stay in a Semi-private Room is a Covered Health Service, 
the difference in cost between a Semi-private Room and a private 

To continue reading, go to right cofumn on thispage. 
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room is a Benefit only when a private room is necessary in terms of 
generally accepted medical practice, or when a Semi-private Room is 
not available. 

,%chess - physical illness, disease or Pregnancy. The term Sickness 
as used in this SPD does not include Mental Illness or substance 
abuse, regardless of the cause or origm of the Mental Illness or 
substance abuse. 

- a Hospital or nursing facility that is 
licensed and operated as required by law. 

af T r e ~ -  detection or correction (by manual or 
mechanical means) of subluxation(s) in the body to remove nerve 
interference or its effects. The interference must be the result of, or 
related to, distortion, misalignment or subluxation of, or in, the 
vertebral column. 

use Serviceg - Covered Health Services for the 
diagnosis and treatment of alcoholism and substance abuse disorders 
that are listed in the current Diagnostic and Statistical Manual of the 
American Psychiatric Association, unless those services are 
specifically excluded. The fact that a disorder is listed in the 
Diagnostic and Statistical Manual of the American Psychiatric 
Association does not mean that treatment of the disorder is a 
Covered Health Service. 

maven Semkes - services that are not consistent with 
conclusions of prevading medical research which demonstrate that 
the health service has a beneficial effect on health outcomes and that 
are not based on trials that meet either of the following designs. 

e Well-conducted randomized controlled uials. (Two or more 
treatments are compared to each other, and the patient is not 
allowed to choose which treatment is received.) 
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Well-conducted cohort studies. (Patients who receive study 
treatment are compared to a group of patients who receive 
standard therapy. The comparison group must be nearly identical 
to the study treatment group.) 

Decisions about whether to cover new technologies, procedures and 
treatments will be consistent with conclusions of prevailing medical 
research, based on well-conducted randomized trials or cohort 
studies, as described. 

If you have a life-threatening Sickness or condition (one that is likely 
to cause death within one year of the request for treatment) we and 
the Claims Administrator may, in our discretion, determine that an 
Unproven Service meets the definition of a Covered Health Service 
for that Sickness or condition. For this to take place, we and the 
Claims Administrator must determine that the procedure or 
treatment is promising, but unproven, and that the service uses a 
specific research protocol that meets standards equivalent to those 
defined by the National Institutes of Health. 

Urpent Care Center - a facility, other than a Hospital, that provides 
Covered Health Services that are required to prevent serious 
deterioration of your health, and that are required as a result of an 
unforeseen Sickness, Injury, or the onset of acute or severe 
symptoms. 
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Attachment 

Women's Health and Cancer Rights Act 
of 1998 
As required by the Women's Health and Cancer Rights Act of 1998, 
we provide Benefits under the Plan for mastectomy, including 
reconstruction and surgery to achieve symmetry between the breasts, 
prostheses, and complications resulting from a mastectomy 
(including lymphedema). 

If you are receiving Benefits in connection with a mastectomy, 
Benefits are also provided for the following Covered Health 
Services, as you determine appropriate with your attending 
Physician: 

All stages of reconstruction of the breast on which the 
mastectomy was performed; 

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

Prostheses and treatment of physical complications of the 
mastectomy, including lymphedema. 

The amount you must pay for such Covered Health Services 
(includmg Copayments and any Annual Deductible) are the same as 
are required ior any other Covered Health Service. Limitations on 
Benefits are the same as for any other Covered Health Service. 

To continue readitg, go to ngbt column on this page. 

Statement of Rights under the Newborns' 
and Mothers' Health Protection Act 
Group health Plans and health insurance issuers generally may not, 
under Federal law, restrict Benefits for any Hospital length of stay in 
connection yith childbirth for the mother or newborn child to less 
than 48 hours following a vaginal delivery, or less than 96 hours 
following a cesarean section. However, Federal law generally does 
not prohibit the mother's or newborn's attending provider, after 
consulting with the mother, from discharging the mother or her 
newborn earlier than 48 hours (or 96 hours as applicable). In any 
case, Plans and issuers may not, under Federal law, require than a 
provider obtain authorization from the Plan or the insurance issuer 
for prescribing a length of stay not in excess of 48 hours (or 96 
hours). 

To continue reading, go to lef' column on nextpage. 
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Type of Plan: Self-insured health and welfare benefits plan, 

Attachment offering group health plan benefits to Employees, ~etirges and their 
Dependents 

I1 Name, Business address, and Business Telephone Number of 
Plan Administrator: 

Summary Plan Description 

Name of Plan: Cinergy Corp. Health & Welfare Benefits Plan, as it 
relates to the United Healthcare High PPO Plan for Cinergy Corp; 
Group Number 239203 

Name, Address and Telephone Number of Plan Sponsor and 
Named Fiduciary: 

Cinergy Corp. 
139 East Fourth Street 
Cincinnati, OH 45202 
(513) 287-3333 

The Plan Sponsor retains all fiduciary responsibilities with respect to 
the Plan except to the extent the Plan Sponsor has delegated or 
allocated to other persons or entities one or more fiduciary 
responsibility with respect to the Plan. 

Employer Identification Number (EIN): 31-1 385023 

IRS Plan Number: 506 

Effective Date of Plan: January 1,2004 

Cinergy Corp. 
139 East Fourth Street 
Cincinnati, OH 45202 
(513) 287-3333 

Claims Administrator: The following entity provides certain 
administrative services for the Plan. 

United HealthCare Insurance Company 
450 Columbus Blvd. 
Hartford, CT 061 15-0450 

Type of Administration of the Plan: The Plan Sponsor provides 
certain administrative services in connection with its Plan. The Plan 
Sponsor may, from time to time in its sole discretion, contract with 
outside parties to arrange for the provision of other administrative 
services including arrangement of access to a Network Provider; 
claims processing services, including coordination of Benefits and 
subrogation; utilization management and complaint resolution 
assistance. This external administrator is referred to as the Claims 
Administrator. The Plan Sponsor also has selected a Provider 
Network established by United HealthCare Insurance Company. 
The named fiduciary of Plan is Cinergy Corporation, the Plan 
Sponsor. 
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Person designated as agent for service of legal process: of the Plan, its Benefits or its terms and condition, in whole or in 
Service of process may also be made upon the Plan Administrator. part, shall be made solely in a written Amendment (in the case of a 

change or Amendment) or in a written resolution (in the case of 

Source of contributions under the Plan: There are no 
contributions to the Plan. All Benefits under the Plan are paid from 
the general assets of the Plan Sponsor. Any required Participant 
contributions are used to partially reimburse the Plan Sponsor for 
Benefits under the Plan. 

Method of calculating the amount of contribution: Participant- 
required contributions to the Plan Sponsor are the Participant's 
share of costs as determined by Plan Sponsor. From time to time, 
the Plan Sponsor will determine the required Participant 
contributions for reimbursement to the Plan Sponsor and distribute 
a schedule of such required contributions to Participants. 

Date of the end of the year for purposes of maintaining Plan's 
fiscal records: Plan year shall be a twelve month period ending 
December 31. 

Determinations of Qualified Medical Child Support Orders. 

The Plan's procedures for handling qualified medical child support 
orders are available without charge upon request to the Plan 
Administtator. 

Although the Plan Sponsor currently intends to continue the 
Benefits provided by this Plan, the Plan Sponsor reserves the right, 
at any time and for any reason or no reason at all, to change, amend, 
interpret, modify, withdraw or add Benefits or terminate this Plan or 
ths  Summary Plan Description, in whole or in part and in its sole 
discretion, without prior notice to or approval by Plan participants 
and their beneficiaries. Any change or Amendment to or termination 

To continue reading, go to right column on this page. 

ter-ation), whether prospective or retroactive, to the Plan. The 
Amendment or resolution is effective only when approved by the 
body or person to whom such authority is formally granted by the 
terms of the Plan. No person or entity has any authority to make any 
oral changes or Amendments to the Plan. 

Benefits under the Plan are furnished in accordance with the Plan 
Description issued by the Plan Sponsor, including this Summary 
Plan Description. 

Participant's rights under the Employee Retirement Income Security 
Act of 1974 (ERISA) and the procedures to be followed in regard to 
denied claims or other complaints relating to the Plan are set forth in 
the body of this Summary Plan Description. 

Statement of Employee Retirement 
Income Security Act of 1974 (ERISA) 
.Rights 

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

Receive Information About Your Plan and Benefits 

Examine, without charge, at the Plan Administrator's office and at 
other specified locations, such as worksites and union halls, all 
documents governing the Plan, including insurance contracts and 
collective bargaining agreements, and a copy of the latest annual 
report (Form 5500 Series) filed by the Plan with the U.S. 

C3 
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Department of Labor and available at the Public Disclosure Room coverage. you should know that, currently, the Plan does not 
of the Pension and Welfare Benefit Administration. impose any pre-existing condition limitations or exclusions. 

Obtain, upon written request to the Plan Administrator, copies of 
documents governing the operation of the Plan, including insurance 
contracts and collective bargaining agreements, and copies of the 
latest annual report (Form 5500 Series) and updated Summary Plan 
Description. The Plan Administrator may make a reasonable charge 
for the copies. 

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

Continue Group Health Plan Coverage 

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

Reduction or elimination of exclusionary periods of coverage for 
preexisting conditions under your group health Plan, if you have 
creditable coverage from another group health Plan. In addition, if 
your Plan coverage ceases, you have the right to be provided a 
certificate of creditable coverage, free of charge, from the Plan, as 
well as any other group health plan or health insurance issuer when 
you become entitled to elect COBRA continuation coverage, when 
your COBRA continuation coverage ceases, if you request it before 
losing coverage, or if you request it up to 24 months after losing 
coverage. Without evidence of creditable coverage, you may be 
subject to a preexisting condition exclusion for 12 months (18 
months for late enrollees) after your enrollment date in your 

To continue reading, go to nght column on this page. 

Prudent Actions by Plan Fiduciaries 

In addition to creating rights for Plan participants, ERISA imposes 
duties upon the people who are responsible for the operation of the 
Plan. The people who operate your Plan, called "fiduciaries" of the 
Plan, have a duty to do so prudently and in the interest of you and . 
other Plan participants and beneficiaries. No one, including yoiz 
employer, your union, or any other person may fire you or otherwise 
discriminate against you in any way to prevent you from obtaining a 
welfare benefit or exercising your rights under ERISA. 

Enforce Your Rights 

If your claim for a welfare benefit is denied or ignored, in whole or 
in part, you have a right to know why this was done, to obtain copies 
of documents relating to the decision without charge, and to appeal 
any denial, all within certain time schedules. Under ERISA, there are 
steps you can take to enforce the above rights. For instance, if you 
request a copy of Plan documents or the latest annual report from 
the Plan and do not receive them within 30 days, you may file suit in 
a Federal court. In such a case, the court may require the Plan 
Administrator to provide the materials and pay you up to $110 a day 
until you receive the materials, unless the materials were not sent 
because of reasons beyond the control of the Plan Administrator. If 
you have a claim for Benefits which is denied or ignored, in whole or 
in part, you may file s,uit in a state or Federal court. In addition, if 
you disagree with the Plan's decision or lack thereof concerning the 
quaIified status of a domestic relations order or a medical child 
support order, you may file suit in Federal court after all required 
reviews of your claim have been completed. If it should happen that 
Plan fiduciaries misuse the Plan's money, or if you are discriminated 
against for asserting your rights, you may reek assistance from the C] 
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U.S. Department of Labor, or you may file suit in a Federal court. 
The court will decide who should pay court costs and legal fees. If 
you are  success^ the court may order the person you have sued to 
pay these costs and fees. If you lose, the court may order you to pay 
these costs and fees, for example, if it finds your claim is frivolous. 

Assistance with Your Questions 

If you have any questions about your Plan, you should contact the 
Plan Administrator. If you have any questions about this statement 
or about your rights under ERISA, or if you need assistance in 
obtaining documents from the Plan Administrator, you should 
contact the nearest office of the Pension and Welfare Benefits 
Administration, United States Department of Labor listed in your. 
telephone directory or the Division of Technical Assistance and 
Inquiries, Pension and Welfare Benefits Administration, U.S. 
Department of Labor, 200 Constitution Avenue, N.W., Washington, 
D.C. 20210. You may also obtain certain publications about your 
rights and responsibilities under ERISA by calling the publication 
hotline of the Pension and Welfare Benefits Administration. 
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Information about Defined Terms 
Introduction Because this SPD is a legal document, we want to give YOU 

information about the document that will help you understand it. 

We are pleased to provide you with this Summary Plan Description 
(SPD). This SPD describes your Benefits, as well as your rights and 
responsibilities, under the Plan. 

How to Use this Document 
We encourage you to read your SPD and any attached Riders and/or 
Amendments carefully. 

We especially encourage you to review the Benefit limitation of this 
SPD by reading (Section 1: What's Covered--Benefits) and (Section 
2: What's Not Covered--Exclusions). You should also carefully read 
(Section 9: General Legal Provisions) to better understand how this 
SPD and your Benefits work. You should call the Claims 
Administrator if you have questions about the limits of the coverage 
available to you. 

Many of the sections of the SPD are related to other sections of the 
document. You may not have all of the information you need by 
reading just one section. We encourage you to keep your SPD and 
any attachments for your hture reference. 

Please be aware that your Physician does not have a copy of your 
SPD, and is not responsible for knowing or communicating your 
Benefits. 

Certain capitahed words have special meanings. We have defined 
these words in (Section 10: Glossary of Defined Terms). You can 
refer to Section 10 as you read this document to have a clearer 
understanding of your SPD. 

When we use the words "we," "us," and "our" in this document, we 
are referring to the Plan Sponsor. When we use the words "you" and 
"your" we are referring to people who are Covered Persons as the 
term is defined in (Section 10: Glossary of Defined Terms). 

Your Contribution to the Benefit Costs 
The Plan may requke the Participant to contribute to the cost of 
coverage. Contact your Benefits representative for information 
about any part of this cost you may be responsible for paying. 

Customer Service and Claims Submittal 
Please make note of the following information that contains Claims 
Administrator department names and telephone numbers. 

Custorner S e ~ c e  Representative (questions reg.arding Coverage 
or procedures): As shown on your ID card. 

Cate CoordinationSM/Notification: As shown on your ID card. 

Mental Health/Substance Abuse Services Designee: As shown 
on your ID card. 

To continue reading, go to I$ column on nextpage. 
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Claims Submittal Address: 

United HealthCare Insurance Company 

PO Box 740800 

Atlanta, GA 30374-0800 

Requests for Review of Denied Claims and Notice of 
Complaints: 

Name and Address For Submitting Requests: 

United HealthCare Insurance Company 

PO Box 740816 

Atlanta, GA 30374-0816 

Internet: 

We also encourage you to visit the Claims Administrator's website, 
www.mvuhc.com, to take advantage of several self-service features 
including: viewing your claims' status, ordering ID cards and tinding 
Network Physicians in your area. 

*. 0 
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Network Benefits apply, see (Section 3: Description of Network and 

Section 1: Non-Network ~enefiti). 

Benefits are available only if all of the following are true: 

What's Covered--Benefits 
Covered Health Services are received while the Plan is in effect. 

Copayments and Eligible Expenses. 

Annual Deductible, Out-of-Pocket Maximum 
and Maximum Plan Benefit. 

Covered Health Services. We pay Benefits for the 
Covered Health Services described in this section 
unless they are listed as not covered in (Section 2: 
What's Not Covered--Exclusions). 

Covered Health Services that require you to 

Accessing Benefits 
You can choose to receive either Network Benefits or Non-Network 
Benefits. To obtain Network Benefits you must see a Network 
Physician or other Network provider. 

You must show your identification card (ID card) every time you 
request health care services from a Network provider. If you do not 
show your ID card, Network providers have no way of knowing that 
you are enrolled under the Plan. As a result, they may bill you for the 
entire cost of the services you receive. For details about when 

Covered Health Services are received prior to the date that any 
of the individual termination conditions listed in (Section 8: 
When Coverage Ends) occurs. 

The person who receives Covered Health Services is a Covered 
Person and meets all ebbility requirements specified in the 
Plan. 

Copayment 
Copayment is the amount you pay each time you receive certain 
Covered Health Services. For a complete definition of Copayment, 
see (Section 10: Glossary of D e h e d  Terms). Copayment amounts 
are listed on the following pages next to the description for each 
Covered Health Service. Please note that when Copayments are 
calculated as a percentage (rather than as a set dollar amount) the 
percentage is based on Filqqble Expenses. 

Eligible Expenses 
Eligible Expenses are the amount that we will pay for Benefits as 
determined by us or by our designee once you have met your Annual 
Deductible. In almost all cases our designee is the Claims 
Administrator. For a complete definition of Eligible Expenses that 
describes how payment is determined, see (Section 10: Glossary of 
Dehned Terms). 

We have delegated to the Claims Administrator the discretion and 
authority to initially determine on our behalf whether a treatment or 

n 
7c e 
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supply is a Covered Health Service and how the Eligible Expense 
will be determined and otherwise covered under the Plan. 

For Network Benefits, you are not responsible for any difference 
between the Eligible Expenses and the amount the provider bills, 
unless you agreed to reimburse the provider for such services. For 
non-Network Benefits, except for fees that are negotiated by a non- 
Network provider and either the Claims Administrator or one of its 
vendors, affrlates or subcontractors, you are responsible for paying, 
directly to the non-Network provider, any difference between the 
amount the provider bills you and the amount we will pay for 
Eligible Expenses. 

Notification Requirements 
Prior notification is required before you receive certain Covered 
Health Services. You are responsible for not i fpg Care 
coordinationSM before you receive these Covered Health Services. 

For Mental HealthISubstance Abuse Services you are responsible 
for notifymg the Mental Health/Substance Abuse Designee. 

Services for which you must provide prior notification appear in this 
section under the Must You Nohz  Care ~oordinatiod~? column in the 
table labeled Bent$ Infomation. Some of the services requiring 
notification include: 

Accidental Dental Services. 

Durable Medical Equipment over $1,000. 

Home Health Care. 

Hospice Care. 

Hospital Confinements. 

Inpatient Mental Health and Substance Abuse Services. 

Reconstructive Procedures. 

Skilled NursinglInpatient Rehabilitation Facility Conhnement. 

Transplant Services. 

Breast reduction and reconstruction (except for afier cancer 
surgery), vein stripping, ligation and sclerothetapy, and upper lid 
blepharoplasty. These services will not be covered when 
considered cosmetic in nature. 

To notify Care coordinationSM or the Mental Health/Substance 
Abuse Designee, call the telephone number on your ID card for 
CIairns Administration. 

We urge you to c o n h  with Care ~oordmat ion~~ '  that the services 
you plan to receive are Covered Health Services, even if not 
indicated in the Must You Notid, Care ~oordinatiod~'? column. That's 
because in some instances, certain procedures may not meet the 
definition of a Coveted Health Service and therefore are excluded. 
In other instances, the same procedure may meet the definition of 
Covered Health Services. By calling before you receive treatment, 
you can check to see if the service is subject to limitations or 
exclusions such as: 

The Cosmetic Procedures exclusion. Examples of procedures 
that may or may not be considered Cosmetic include: breast 
reduction and reconstruction (except for after cancer surgery 
when it is always considered a Coveted Health Service); vein 
stripping, ligation and sclerotherapy, and upper lid 
blepharoplas ty. 

The Experimental or Investigational Services or Unproven 
Services exclusion. 

Any other limitation or exclusion of the Plan. 

Maternity Care that exceeds 48 hours for normal delivery and 96 
0 

hours for Caesarian birth. .X  g 
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Special Note Regardie Medicare 
If you are enrolled for Medicare on a primary basis (Medicare pays 
before we pay Benehts under the Plan), the notification 
requirements described in this SPD do not apply to you. Since 
Medicare is the primary payer, we will pay as secondary payer as 
described in (Section 7: Coordination of Benefits). You are not 
required to notify Care coordinationSM before receiving Covered 
Health Services when Medicare is the primary payer. 

0 
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Payment Information 

Pavment Term Descti~tion Amounts 

Annual The amount you pay for Covered Network 
Health Services before you are eligible $500 per Covered Person per calendar year, not to exceed $1,000 for all 
to receive Benefits. For a complete Covered Persons in a family. 
definition of Annual Deductible, see 
(Section 10: Glossary of Defined 
Terms). 

Covered Expenses charged by both 
Network and non-network Providers Non-Network 

apply towards both the Network $1,000 per Covered Person per calendar year, not to exceed $2,000 for all 

Individual and Family Deductibles and Covered Persons in a family. 

the non-network ~ndividual and 
Family Deductibles. 

Copayment The charge you are required to pay for Network and Non-Network 
certain Covered Health S e ~ c e s .  A See each Benefit in Section 1: What's Covered - - Benefits for further 
Copayment may be either a set dollar 
amount or a percentage of Eligible 
Expenses. 

information. 

Out-of- The maximum you pay, out of your Network 

Pocket pocket, in a calendar year for $1,500 per Covered Person per calendar year, not to exceed $3,000 for all 
Copayments. For a complete deftnition Covered Persons in a family. 

Maximum of Out-of-Pocket Maximum, see The Out-of-Pocket Maximum does include the Annual Deductible. 
(Section 10: Glossary of Defined 
Terms). 

Covered Expenses charged by both 
Network and non-network Providers Non-Network 

$3,000 per Covered Person per calendar year, not to exceed $6,000 for all 

- - - - - 
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Payment Term Description 
apply towards both the Network 
Individual and Family Out-of-Pocket 
Maximums and the non-network 
Individual Family Out-of-Pocket 
Maximums. 

Amounts 
Covered Persons in a f d y .  

The Out-of-Pocket Maximum does include the Annual Deductible. 

Maximum 
Plan Benefit 

The maximum amount we will pay for 
Benefits during the entire period of 
time you are enrolled under the Plan. 
For a complete definition of Maximum 
Plan Benefit, see (Section 10: Glossary 
of Defined Terms). 

Network and Non-Network 
$2,000,000 per Covered Person. 
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Benefit Information 
Description of 

Covered Health Service 
Must Your Copayrnent Does Do You Need 
You Amount Copayment to Meet Annual 

N o w  Care % Copaymmts are H& Meet Deductible? 
~oordi&tions~ based On a percent out-if-pocket 

W b l e  Expenses 
? Maximum? 

1. Acupuncture Services Network I 

Acupuncture Services for pain therapy when both of the following No $20 per visit No No 

are true: 

Another method of pain management has failed. Non-Network 

The service is performed by a provider in the provider's office. No 

Where such Benefits are available, acupuncture is a Covered Health 
Senrice for the treatment of: 

Nausea of Chemotherapy, or 

Post-operative nausea, or 

Nausea of early Pregnancy. 

Any combination of Network and Non-Network Benefits is limited 
to 20 visits per calendar year. 

Yes Yes 

2. Ambulance Services - Emergency only Network 

Emergency ambulance transportation by a licensed ambulance No Ground Yes 
service to the nearest Hospital where Emergency Health Services Tra1UpoItation: 

can be performed. 20% 

Yes 

Air Transportation: 
20% 

T +J Z: 
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Description of 
Covered Health Senrice 

Must Your Copayment Does Do You Need 
You Amount Copayment to Meet Annual 

Notify Care % Copayrnents are ' Help Meet Deductible? 

Non-Nemk 
No Same as Same as Same as 

Network Network Network 

3. Ambulance S e ~ c e s  - Non-Emergency Network 

Transportation by professional ambulance, other than air No Gro~nd Yes 

ambulance, to and from a medical facility. 
Traqbodation: 

20% 
Transportation by replady-scheduled airline, railroad or air 
ambulance, to the nearest medical facility qualified to give the 
required treatment. 

Air Trangortaton: 
20% 

Note: Except in life threatening circumstances, notification for Ait 
Ambulance ttansport is required Non-Network 

No 20% Yes 

Yes 

Yes 

4. Christian Science Practitioner 
Covered Health Services rendered when: 

Network 
Not Not Not Not 

Covered Covered Covered Covered 

The frequency is reasonable and comparable to treatment by 
another health care provider. 

* The Christian Science Nurse or Practitioner is listed in the Non-Network 
Christian Science Journal at the time the charge is made. No 40% Yes Yes (3 

3 u CD 
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Description of 
Covered Health S e ~ c e  

Must Your Copayment Does Do You Need 
You Amount Copayment to Meet Annual 

Notify Care % Copayments are Help Meet Deductible? 
~ o o r d i i a t i o n ~ ~  based Eligible On a Expenses percent of out-of-pocket 

? Maximum? 

5. Dental Services - Accident only 
Dental services when all of the following are true: 

Treatment is necessary because of accidental damage. 

Dental services are received from a Doctor of Dental Surgery, 
"D.D.S." or Doctor of Medical Dentistry, "D.M.D." 

The dental damage is severe enough that initial contact with a 
Physician or dentist occurred within 48 hours of the accident. 

Network . 
Yes Ofice Visit: 

$20 Yes 

Benefits are available only for treatment of a sound, natural tooth. Non-Network 
The Physician or dentist must certify that the injured tooth was: Yes 

A virgin or unrestored tooth, or 

A tooth that has no decay, no £illing on more than two surfaces, 
no gum disease associated with bone loss, no root canal therapy, 
is not a dental implant and functions normally in chewing and 
speech. 

Dental services for final treatment to repair the damage must be 
both of the following: 

Started within three months of the accident. 

Completed within 12 months of the accident. 

Please note that dental damage that occurs as a result of normal 
activities of daily living or extraordinary use of the teeth is not 
considered an "accident". Benefits are not available for repairs to 

Alternate Setting: 
20% Yes 

Yes 

Yes 

Yes 

Yes 
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Description of 
Covered Health Service 

Must Your Copayment Does Do You Need 
You Amount Copayment to Meet Annual 

Notifv Care % Copayments are Help Meet Deductible? 
coordi&tion~~ based on a ~ ~ ~ c e n t o ~  ~ ~ ~ - ~ f - ~ ~ ~ k ~ ~  

3 Ehgible Expenses Maximum? 

teeth that are injured as; result of such activities. 

Notify Care CoordinationSM 
Please remember that you should notify Care coordinationSM as 
soon as possible, but at least five business days before follow-up 
(post-Emergency) treatment begins. (You do not have to provide 
notification before the initial Emergency treatment.) When you 
provide notification, Care ~ 6 o r d i n a t i o n ~ ~  can verifg that the service 
is a Covered Health Service. 

6. Diagnostic and Therapeutic Services Network 
Covered Health Services received on an outpatient basis including: No 20% Yes Yes 

Lab and radiology/X-ray. 

I~farnmogi-aphy testing. 

Other diagnostic tests and therapeutic treatments (including 
cancer chemotherapy or intravenous infusion therapy). 

A standard test (such as a Mammogram, PSA or Pap Smear) 
associated with an annual preventative screening will be covered at 
100%. If additional follow-up testing is required, the standard Non-Network 
Copayrnent will apply. No Yes Yes 

When these services are performed in a Physician's office, Benefits 
are described under Physiczan? O@ce Seruie~ below. 

.cl+z 
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Description of 
Covered Health Sefvice 

Must Your Copayment Does Do You Need 
You Amount Copayment to Meet Annual 

Notifv Care YO Copayments are Help Meet Deductible? 
~oordidations~ On a percent out-if-pocket 

Eligible Expenses 
1 Maximum? 

7. Durable Medical Equipment Network 
Durable Medical Equipment that meets each of the following Yes, for items 20% 

criteria: more than 
$1,000. 

Ordered or provided by a Physician for outpatient use. Non-Network 
Used for medical purposes. Yes, for items 

more than 
Not consumable or disposable. $1,000. 
Not of use to a person in the absence of a disease or disability. 

If more than one piece of Durable Medical Equipment can meet 
your hnctional needs, Benefits are available only for the most 
cost-effective piece of equipment. 

Examples of Durable Medical Equipment include: 

Equipment to assist mobility, such as a standard wheelchair. 

A standard Hospital-type bed. 

Oxygen concentrator units and the rental of equipment to 
administer oxygen. 

Delivery pumps for tube feedings. 

Braces that stabilize an Injured body part are considered Durable 
Medical Equipment and are a Covered Health Service, including 
necessary adjustments to shoes to accommodate braces. 

Mechanical equipment necessary for the treatment of chronic or 
acute respiratory failure or conditions. 

Yes Yes 

Yes Yes 

United Healthcare Medium PPO Plan for Cinergy Corp. - 01/01/04 
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Description of 
Covered Health Service 

Must Your Copayment Does Do You Need 
You Amount Copayment to Meet Annual 

Notify Care % Copayments are Help Meet Deductible? 
~ o o r d i d a t i o n ~ ~  based On a percent Out-of-pocket 

EligibIe Expenses 
? Maximum? 

Diabetic pumps. 

We provide Benefits for a single unit of Durable Medical Equipment 
(cxample one insulin pump) and provide repair for that unit. 

Benefits are provided for the replacement of a type of Durable 
Medical Equipment once every three calendar years. 

Care coordinationSM will decide if the equipment should be 
purchased or rented. You must purchase or rent the Durable 
Medical Equipment from the vendor Care ~ o o r d i n a t i o n ~ ~  identifies. 

Notify Care ~ o o t d i n a t i o n ~ ~  
Please remember that you must notify Care coordinationSM before 
obtaining any single item of DurabIe Medical Equipment that costs 
more than $1,000 (either purchase price or cumulative rental of a 
single item). If you don't notify Care ~oord ina t ion~~,  Benefits for 
Durable Medical Equipment will be subject to a $300 penalty. 

8. Emergency Health Services 
Services that are required to stabilize or initiate treatment in an 
Emergency. Emergency Health Services must be received on an 
outpatient basis at a Hospital or Alternate Facility. 

You will find more information about Benefits for Emergency 
Health Services in (Section 3: Description of Network and Non- 
Network Benefits). 

The $75 Emergency Health Services Copayment is waived if the 
Covered Person is admitted to a Hospital. Additionally, no Benefits 

Network 
Yes, but only $75 per visit No 

for an Inpatient 
Stay. 

Non-Network 
Yes, but only Same as Same as Same as 

for an Inpatient Network Network Network 
Stay. 
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Description of 
Covered Health Service 

Must Your Copayment Does Do You Need 
You Amount Copayment to Meet Annual 

Notify Care YO Copayments ace Help Meet Deductible? 
~ ~ ~ ~ d i & ~ t i ~ ~ ~ ~  based on a percent of Out-of-Pocket 

Eligible Expenses ? Maximum? 

are provided if the service is deemed to be non-Emergency in 
nature. 

Notify Care ~ o o r d i n a t i o n ~ ~  
To ensure prompt and accurate payment of your claim as a Network 
Benefit, notify Care coordinationSM within two business days or as 
soon as possible after you receive outpatient Emergency Health 
Services at a non-Network Hospital or Alternate Facility. 

Please remember that if you are admitted to a Hospital as a result of 
an Emergency, you must notify Care coordinationSM within two 
business days or the same day of admission, or as soon as reasonably 
possible. 

If you don't notify Care ~oord ina t ion~~ ,  Benefits for the Hospital 
Inpatient Stay will be subject to a $300 penalty. Benefits will not be 
reduced for the outpatient Emergency Health Services. 

9. Home Health Care Network 
Services received from a Home Health Agency that are both of the Yes 20% Yes Yes 

following: 

Ordered by a Physician. 

Provided by or supervised by a registered nurse in your home. 

Benefits are available only when the Home Health Agency services Non-Network 
are provided on a part-time, intermittent schedule and whetl skilled Yes 
home health care is required. 

Yes Yes 

United Healthcare Medium PPO Plan for Cinergy Corp. - 01/01 /04 
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Description of 
Covered Health Service 

Must You  Copayment Does Do You Need 
You Amount Copayment to Meet Annual 

Notifv Care % Copayments are Helti Meet Deductible? 

EQble Expenses 
? Maximum? 

10. Hospice Care Network , 

Hospice care that is recommended by a Physician. Hospice care is an Yes 20% Yes Yes 

integrated program that provides comfort and support services for 
the terminally ill. Hospice care includes physical, psychological, 
social and spiritual care for the terminally ill person, and short-term 
grief counseling for immediate family members. Benefits are 
available when hospice care is received from a licensed hospice , 

?gencY. 

Notify Care coordinationSM 
Please remember that you must notify Care ~oordination~" five Non-Nemk 

business days before receiving services. If you don't notify Care Yes 40% Yes Yes 

~oordination~", Benefits will be subject to a $300 penalty. 

11. Hospital - Inpatient Stay 
Inpatient Stay in a Hospital. Benefits are available for: 

Services and supplies received during the Inpatient Stay. 

Network 
Yes 

Room and board in a Semi-private Room (a room with 
two or more beds). 

Notify Care CoordinationSM 
Please remember that you must notify Care coordinationSM as Nun-Network 

follows: Yes 

For elective admissions: five business days before admission. 

For non-elective admissions: within one business day or the 
same day of admission. 

Yes 

Yes 

Yes 

Yes 

" 7 

0 'I' h) 
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Description of 
Coveted Health Senrice 

Must Your Copayment Does Do You Need 
You Amount Copayment to Meet Annual 

Notifv Care % Copayments are Help Meet Deductible? 
~ o o r d i i a t i o n ~ ~  based Eligible On a Expenses percmr out-if-pocket 

? Maximum? 

For Emergency admissions: within two business days or the 
same day of admission, or as soon as is reasonably possible. 

If you don't notify Care Coordinations", Benefits will be subject to a 
$300 penalty. 

12. Infertility Services Network 
Covered Health Services for the diagnosis and treatment of the No 20% Yes Yes 

underlying medical condition causing infertility when provided by or 
under the direction of a Physician. 

Non-Network 
No 40°/o Yes Yes 

13. Injections received in a Physician's Network 

Office No Ofice Vbik 
$20 per visit No No 

Benefits are available for injections received in a Physician's office 
when no other health service is received, for example allergy Iybctioon Onb: 
imrnuno therapy. 20% Yes Yes 

Non-Network 
No 40% per injection Yes Yes 

v % z  
W ' = o  B 0, 
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Description of Must Your Copayment Does Do You Need 
Covered Health S e ~ c e  You Amount Copayment to Meet Annual 

Notify Care % Copayments are Help Meet Deductible? 
~ ~ ~ ~ d i ~ ~ t i ~ ~ ~ ~  based on a percent o f  Out-of-Pocke t 

Ehgible Expenses 
? Maximum? 

14. Maternity Services Network 

~ ~ ~ ~ f i ~ ~  for Pregnancy will be paid at the same level as ~ ~ ~ ~ f i ~ ~  for Yes if Inpatient Same as Physician's Office Services, Professional Fees, 

any other condition, Sickness or Injury. This includes all maternity- exceeds Hospital-Inpatient Stay, Outpatient Diagnostic and 

related medical services for prenatal care, postnatal care, delivery, time frames. Therapeutic Services. 

and.any related complications. 

There is a special prenatal program to help during Pregnancy. It is 
completely voluntary and there is no extra cost for participating in 
the program. To sign up, you should notify Care coordinationSM 
during the first trimester, but no later than one month prior to the 
anticipated childbirth. 
We will pay Benefits for an Inpatient Stay of at least: 

48 hours for the mother and newborn child following 
a vaginal delivery. 

96 hours for the mother and newborn child following 
a cesarean section delivery. 

If the mother agrees, the attending provider may discharge the Non-Network 

mother and/or the newborn earlier than these am time Yes if Inpatient Same as Physician's Office Services, Professional Fees, 
frames. Stay exceeds Hospital-Inpatient Stay, Outpatient Diagnostic and 

time frames. Therapeutic S e ~ c e s .  
Notify Cate ~ o o t d i n a t i o n ' ~  

Please remember that you must notify Care ~ o o r d i n a t i o n ~ ~  as soon 
as reasonably possible if the Inpatient Stay for the mother and/or 
the newborn will be more than the time frames described. If you 
don't noti@ Care coordinationSM that the Inpatient Stay will be 
extended, your Benefits for the extended stay will be subject to a 
$300 penalty. 

- - ; & g  
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Description of Must Your Copayment Does Do You Need 
Covered Health Service You Amount Copayment to Meet Annual 

~ ~ t i f ~  Care % Copayments are Help Meet Deductible? 
 coordination^^ based on a percent of Out-of-Pocket 

EIigible Expenses 
? Maximum? 

15. Mental Health and Substance Abuse Network 
No 20% 

Services - Outpatient * 

Mental Health Services and Substance Abuse Services received on an 
outpatient basis in a provider's office or at an Alternate Facility, 
including: 

Mental health, substance abuse and chemical dependency 
evaluations and assessment. 

Diagnosis. 

Treatment planning. 

Referral services. 

Medication management. 

Short-term individual, family and group therapeutic services 
(including intensive outpatient therapy). 

Crisis intervention. 

Psychological testing. 

Non-Ne twork 
Any combination of Network and Non-Network Benehts for No 
Mental Health Services and/or Substance Abuse Services is limited 
to 50 visits per calendar year. 

Yes Yes 

Yes Yes 
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Description of 
Covered Health Service 

Must Your Copayment Does Do You Need 
You Amount Copayment to Meet Annual 

N o  tifv Care % Copayments are Help Meet Deductible? 

16. Mental Health and Substance Abuse Nerwork 
You must call 20% Yes Services - Inpatient and Intermediate the Mental 

Mental Health Services and Substance Abuse Services received on an Health/ 
inpatient or intermediate care basis in a Hospital or an Alternate Substance 
FaciLity. Benefits include detoxification from abusive chemicals or ~b~~~ Designee 
substances that is limited to physical detoxification when necessary to receive the 
to protect your physical health and well-being. Benefits. 

The Mental Health/Substance Abuse Designee, who will authorize 
the Services, will determifie the appropriate setting for the ueatment. 
If an Inpatient Stay is required, it is coveted on a Semi-private Room 
basis. At the discretion of the Mental Health/Substance Abuse 
Designee, two sessions of intermediate care (such as partial 
hospitalization) may be substituted for one inpatient day. 

Network Benefits for Mental Health Services and Substance Abuse 
Services must be provided by or under the direction of the Mental 
Health/Substance Abuse Designee. For Network Benefits, referrals 
to a Mental Health/Substance Abuse provider are at the sole 
discretion of the Mental Health/Substance Abuse Designee, who is 
responsible for coordinating all of your care. Contact the Mental 
Health/Substance Abuse Designee regarding Benefits for 
inpatient/intermediate Mental Health Services and Substance Abuse 
Services. 

Any combination of Network and Non-Network Benefits for 
Mental Health Services and/or Substance Abuse Services is limited 
to 30 days per calendar year. 

Nun-Network 
You must call 

the Mental , 

Health/ 
Substance 

Abuse Designee 
to receive the 

Benefits. 

Yes 

Yes 

I 

Yes 
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Description of 
Covered Health Service 

Must Your Copayment Does Do You Need 
You Amount Copayment to Meet Annual 

Notifv Care % Copayments are H e l ~  Meet Deductible? 
~ o o r d i i a t i o n ~ ~  based On a percent out-if-~ocket 

Eligible Expenses ? Maximum? 

Authorization Required - 
Please remember that you muse call and get authorization to receive 
these Benefits in advance of any treatment through the Mental 
Health/Substance Abuse Designee. The Mental HeaIth/Substance 
Abuse Designee phone number appears on your ID card. 

Without authorization, you will be responsible for paying all charges. 
and no Benefits will be paid. 

17. Nutritional Counseling Network 
Covered Health Services provided by a registered dietician in an No 20% 

individual session for Covered Persons with medical conditions that 
require a special diet. Some examples of such medical conditions 
include: 

Diabetes mellitus. 

Coronary artery disease. 

Congestive heart failure. 

Severe obstructive airway disease. 

Gout. 

Renal failure. 

Phenylketonuria. 

Hyperlipidemias. 

Benefits are limited to three individual sessions during a Covered 
Person's lifetime for each medical condition. 

Yes Yes 

Yes Yes 

United Healthcare Medium PPO Pian for Cinergy Corp. - 01 /01/04 
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Description of Must Your Copayment Does Do You Need 
Covered Health Service You Amount Copayment to Meet Annual 

Notify Care % Copa~ments are Help Meet Deductible? 
CootdifiationSM based Euble On a Expenses percent of Out-of-pocket 

? Maximum? 

18. Outpatient Surgery Network 
No 20°/0 Yes Yes 

Covered Health Services received on an outpatient basis at a 
Hospital or Alternate Facility including surgery and related services. 

Benefits under this section include only the facility charge and the Non-Network 

charge for required services, supplies and equipment. Benefits for No 40% 

the professional fees related to outpatient surgery are described . 

under PresJional Feesfor Surgical and Medical Services below. 

Yes Yes 

When these Services are performed in a Physician's office, Benefits 
are described under PLysin'an's O@ce Services below. 

19. Physician's Office S ~ M C ~ S  Nerwark 

Covered Health Services received in a Physician's office including: No $20 per visit 

Treatment of a Sickness or Injury. 
Preventive medical care. 
Voluntary family planning. 
Well-baby and well-child care. 
Routine well woman examinations, including pap smears, pelvic 
examinations and mammograms. 
Routine well man examinations, including PSA examinations. 

Routine physical examinations, including vision and hearing 
screenings. (Vision screenings do not include refractive 
examinations to detect vision impairment or the fitting or 
purchase of eyeglasses or contact lenses.) 
Immunizations. 

No Copayment - 
applies when no 
Physician charge 

is assessed. 

- 
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Description of 
Covered Health Service 

Must Your Copayrnent Does Do You Need 
You Amount Copayment to Meet Annual 

Notifv Care % Copayments are Help Meet Deductible? 
~ o o r d i & t i o n ~ ~  based On a percent of out-if-pocket 

3 Ehgib1.e Expenses 
Maximum? 

Network Benefits for immunizations where there is no Physician Non-Network 
charge assessed are 20%. No 40% Yes Yes 

No Benefits for 
preventive care. 

20. Private Duty Nursing Network 
Covered Health Services for private duty nursing care given on an No 20% Yes Yes 

outpatient basis when provi&d by a licensed nurse (R.N., L.P.N., or 
L.V.N.). 

Benefits are limited to a maximum of $5,000 per Covered Person Non-Network 
per calendar year. No 40% Yes Yes 

21. Professional Fees for Surgical and Network 
. No 20% Medical Services 

Professional fees for surgical procedures and other medical care 
received in a Hospital, Skilled Nursing Facility, Inpatient 
Rehabilitation Facility or Alternate Facility. 

When these services are performed in a Physician's office, Benefits 
are described under Physin'an'~ O#ce Services above. Non-Network 

No 40% 

Yes Yes 

Yes Yes 

" - ;zg 
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Description of 
Covered Health Service 

MUG t Your Copayment Does Do You Need 
You Amount Copayment to Meet Annual 

Notifv Care YO Copayments are Help Meet Deductible? 
coordi&tions~ based On a percent out-;f-~ocket 

W b l e  Expenses 
? Maximum? 

22. Prosthetic Devices Network 

Prosthetic devices that replace a limb or body part including: No 20% 

Artificial limbs. 

.Artificial eyes. 

Breast prosthesis as required by the Women's Health and 
Cancer Rights Act of 1998. 

If more than one prosthetic device can meet your functional needs, Non-Network 
Benefits are available only for the most cost-effective prosthetic No 
device. 

The prosthetic device must be ordered or provided by, or under the 
direction of a Physician. We provide Benefits for a single purchase, 
including repairs, of a type of prosthetic device. Benefits are 
provided for the replacement of each type of prosthetic device every 
five calendar years. 

Yes Yes 

Yes Yes 

23. Reconstructive Procedures Network Same as Physician's Office Services, Professional Fees, 
Reconstructive procedures - services are considered reconstructive Yes Hospital-Inpatient Stay, Outpatient Diagnostic and . 
procedures when a physical impairment exists and the primary Therapeutic Services, and Prosthetic Devices. 
purpose of the procedure is to improve or restore physiologic 
function for an organ or body part. By improving or restoring 
physiologic function it is meant that the target organ or body part is 
made to work better. An example of a reconstructive procedure is 
surgery on the inside of the nose so that a person's breathing can be 
improved or restored. 

United Healthcare Medium PPO Plan for Cinergy Corp. - 01/01/04 
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Description of 
Covered Health Service 

Must Your Copayment Does Do You Need 
You Amount Copayment to Meet Annual 

Notify Care % Copayments are Help Meet Deductible? 
cootdifiation~~ based on a Percent Out-of-Poc~t 

Eligible Expenses 
? Maximum? 

Cosmetic Procedures - services are considered Cosmetic Procedures 
when they improve appearance without making an organ or body 
part work better. The fact that a person may suffer psychological 
consequences from the impairment does not classify surgery and 
other procedures done to relieve such consequences as a 
reconstructive procedure. Reshaping a nose with a prominent 
"bump" would be a good example of a Cosmetic Procedure because 
appearance would be improved, but there would be no effect on 
function like breathg. This Plan does not provide Benefits for 
Cosmetic Procedures. 

Some services are considered cosmetic in some circumstances and 
reconstructive in others. This means that there may be situations in 
which the primary purpose of the service is to make a body part 
work better, whereas in other situations, the purpose would be to 
improve appearance and function (such as vision) is not affected. A 
good example is upper eyelid surgery. At times, this procedure will 
improve vision, while on other occasions improvement in 
appearance is the primary purpose of the procedure. 

Please note that Benefits for reconstructive procedures include 
breast reconstruction foJlowing a mastectomy and reconstruction of 
the non-affected breast to achieve symmetry. Other services 
mandated by the Women's Health and Cancer Rights Act of 1998, 
including breast prostheses and treatment of complications, are 
provided in the same manner and at the same level as those for any 
Covered Health Service. You can contact Care coordinationSM at the 
telephone number on your ID card for more information about 
Benefits for mastectomy-related services. 

Non-Network 
Yes Same as Physician's Office Services, Professional Fees, 

Hospital-Inpatient Stay, Outpatient Diagnostic,and 
Therapeutic Services, and Prosthetic Devices. 
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Description of 
Covered Health Service 

Must Your Copayment Does Do You Need 
You Amount Copayment to Meet Annual 

Notifv Care % Copayments are Help Meet Deductible? 
coot did at ion^^ based on a Percent out-~ffpocket 

Ebble Expenses 
? Maximum? 

Notifv Cate coordinationSM 
Please remember that yo; should notify Care ~ o o r d i n a t i o n ~ ~  five 
business days before receiving services. When you provide 
notification, Care coordinationSM can verify that the service is a I 

reconstructive procedure rather than a Cosmetic Procedure. 
Cosmetic Procedures are always excluded from coverage. 

24. Rehabilitation S e ~ c e s  - -Outpatient Network 
No Ofice Visit: 

Therapy $20 NO NO 
Short-term outpatient rehabilitation services for: 

Alternate Setting 
Physical therapy. 20% Yes Yes 

Occupational therapy. 

Speech therapy. 

Pulmonary rehabilitation therapy. 

Cardiac rehabilitation therapy. 

Rehabilitation services must be performed by a licensed therapy Non-Network 
provider, under the direction of a Physician. No 

Benefits are available only for rehabilitation services that are 
expected to result in significant physical improvement in your 
condition within two months of the start of treatment. Please note 
that we will pay Benefits for speech therapy only when the speech 
impediment or speech dysfunction results from Injury, stroke or a 
Congenital Anomaly. 

Yes Yes 
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Description of 
Covered Health Service 

Must Your Copayment Does Do You Need 
You Amount Copayment to Meet Annual 

Notifv Cate % Copayments are ' Help Meet Deductible? 
COOrdi~at ion~~  based On a Percmt of ~ ~ ~ - c ~ - f - p o c k e t  

2 Eligtble Expenses Maximum? 

Speech Therapy for Children under Age Thee 
Services of a licensed speech therapist for treatment given to a child 
under age three whose speech is impaired due to one of the 
following conditions: 

8 Infantile autism. 

8 Development delay or cerebral palsy. 

8 Hearing impairment. 
Major congenital anomalies that affect speech such as, but not 
limited to, cleft lip and cleft palate. 

Please note that the Plan excludes any type of therapy, service or 
supply for the treatment of a condition which ceases to be 
therapeutic treatment and is instead administered to maintain a level 
of functioning or to prevent a medical problem from occurring or 
reoccurring. 

Any combination of Network and Non-Network Benefits is limited 
as follows: 

20 visits of physical therapy per calendar year. 

20 visits of occupational therapy per calendar year. 

20 visits of speech therapy per calendar year. 

0 g 
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Description of 
Covered Health Service 

Must Your Copayment Does Do You Need 
You Amount Copayment to Meet Annual 

Notify Care % Copayments are ~ ; l g  Meet Deductible? 
COOtdi~ationSM based on a percent of Out-of-Pocket 

Eligible Expenses 
? Maximum? 

25. Skilled Nursing Facility/Inpatient 
Rehabilitation Facility Services 

Network , 

Yes 20% 

Services for an Inpatient Stay in a skilled Nursing Facility or 
Inpatient Rehabilitation Facility. Benefits are available for: 

Services and supplies received during the Inpatient Stay. 

Room and board in a Semi-private Room (a room with two or 
morebeds). 

Any combination of Network and Non-Network Benefits is limited 
to 120 days per calendar year. 

Please note that, in general, the intent of skilled nursing is to provide 
Benefits for Covered Persons who are convalescing from an Injury 
or illness that requires an intensity of care or a combination of 
skilled nursing, rehabilitation and facility services which are less than 
those of a general acute Hospital but greater than those available in 
the home setting. 

The Covered Person is expected to improve to a predictable level of 
recovery. 

Benefits are available when skilled nursing and/or rehabilitation 
services are needed on a daily basis. Accordingly, Benefits are NOT 
available when these services are required intermittently (such as 
physical therapy three times a week). 

Benefits are NOT available for custodial, domiciliary or maintenance 
care (including administration of enteral feeds) which, even if it is 

Yes Yes 

- 
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Description of 
Covered Health Service 

Must Your Copayment Does Do You Need 
You Amount Copayment to Meet Annual 

Notifv Care % Copayments are ~ d l b ~ e e t  Deductible? 
Coordi&tionS~ based on a percent of 

I 

Out-of-Pocket - Eligible Expenses 

ordered by a physician, is primarily for the purpose of meeting 
personal needs of the Covered Person or maintaining a level of 
function, as opposed to improving that function to an extent that 
might allow for a more independent existence. 

(Custodial, domiciliary or maintenance care may be provided by 
persons without special skill or training. It may include, but is not 
limited to, help in getting in and out of bed, walking, bathing, 
dressing, eating and taking medication, as well as ostomy care, 
hygiene or incontinence care, and checking of routine vital signs.) 

Notify Care coordinationSM 
Please remember that you must notify Care coordinationSM as Nun-Network 

follows: Yes 

For elective admissions: five business days before admission. 

For non-elective admission: within one business day or the same 
day of admission. 

For Emergency admissions: within two business days or the 
same day of admission, or as soon as is reasonably possible. 

If you don't notify Care Coordinations", Benefits will be subject to a 
$300 penalty. 

Yes Yes 
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Description of 
Covered Health Senrice 

Must Your Copayment Does Do You Need 
You Amount Copayment to Meet Annual 

Notifv Care % Copayments are Help Meet Deductible? 

26. Spinal Treatment, Chiropractic and Network 
No Osteopathic Manipulative Therapy $20 

Benefits for Spinal Treatment include chiropractic and osteopathic 
manipulative therapy. Benefits for Spinal Treatment when provided 
by a Network or non-Network Spinal Treatment provider in the 
provider's office. 

Benefits include diagnosis and related services and are limited to one 
visit and treatment per day. Non-Network 

No 
Please note that the Plan excludes any type of therapy, service or 
suppljr including, but not limited to spinal manipulations by a 
chiropractor or other doctor for the treatment of a condition which 
ceases to be therapeutic treatment and is instead administered to 
maintain a level of functioning or to prevent a medical problem 
from occurring or reoccurring. 

Any combination of Network and Non-Network Benefits for Spinal 
Treatment is limited to 20 visits per calendar year. 

Yes Yes 

27. Temporomandibular Joint 
Dysfunction (TM J) 

Covered Health Services for diagnostic and sutgical treatment of 
conditions affecting the temporomandibular joint when provided by 
or under the direction of a Physician. Coverage includes necessary 

Network 
No Office Visit: 

$20 No 

Alternate Setting: 
20% Yes 

No 

Yes 

- - -  - - - -- - - - 
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Description of 
Covered Health Service 

Must Your Copayment Does Do You Need 
You Amount Copayment to Meet Annual 

Notify Care % Copayments ace Help Meet Deductible? 
coordi&tions~ based On a penent Out-of-Pocket 

Ehgtble Expenses 
? Maximum? 

- - . -  
diagnostic or surgical treatment required as a result of accident, 
trauma, congenial defect, developmental defect, or orpathology. 

Please note that Benefits are not available for charges of services 
that are Dental in nature. 

A combination of Network and Non-Network Benefits is limited to Non-Network 
a maxiinum of $1,500 per Covered Person per lifetime for non- No 40% Yes Yes 
surgical services and supplies relating to TMJ. 

28. Transplantation Services Network 
Covered Health Services for the following organ and tissue Yes 20% Yes Yes 

transplants when ordered by a Physician. For the highest level of 
Benefits, transplantation services must be received at a Designated 
United Resource Network Facility. Benefits are available for the 
transplants listed below when the transplant meets the definition of 
a Covered Health Service, and is not an Experimental or 
Investigational Service or an Unproven Service. 

Care coordinationSM notification is required for ali transplant 
services. 

The services described under Transportation and Lodging below 
are Covered Health Services ONLY in connection with a transplant 
received at a Designated United Resource Network Facility. 

Bone marrow transplants (either from you or from a compatible 
donor) and peripheral stem cell transplants, with or without high 
dose chemotherapy. Not all bone marrow transplants meet the 

- - Egg 
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Description of 
Covered Health Service 

Must Your Copayment Does Do You Need 
You Amount Copayment to Meet Annual 

Notifv Care % Copayments are Help Meet Deductible? 
~ o o r d i i a t i o n ~ ~  based Eligible On a Expenses percent of out-if-pocket 

? Maximum? 

definition of a Covered Health Service. The search for bone 
marrow/stem cell from a donor who is not biologically related 
to the patient is a Covered Health Service only for a transplant 
received at a Designated United Resource Network Facility. If a 
separate charge is made for bone marrow/stem cell search, a 
Maximum Benefit of $25,000 is payable for all charges made in 
connection with the search. 

Heart transplants. 

Heart/lung transplants. 

Lung transplants. 

Kidney transplants. 

Kidney/pancreas transplants. 

fiver transplants. 

Liver/small bowel transplants. 

* Pancreas transplants. 

Small bowel transplants. 

Benefits for cornea transplants that are provided by a Physician at a Non-Network 
Network Hospital are paid as if the transplant was received at a Yes 40% 
Designated United Resource Network Facility. We do not require 
that cornea transplants be performed at a Designated United 
Resource Network Facility in order for you to receive the highest 
level of Network Benefits. 

Yes Yes 

Organ or tissue transplants or multiple organ transplants other than 0 

those listed above are excluded from coverage, unless determined by 3c E 
Y 0 

Care Coordination to be a proven procedure for the involved m? B?, 
m u 0  
Z ? %  
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Description of Must Your Copayrnent Does Do You Need 
Coveted Health S e ~ c e  You Amount Copayment to Meet Annual 

Notify Care % Copayments are Help Meet Deductible? 
CooidinationSM based w b i e  On a Expenses percent Out-of-Pocket 

? Maximum? 

diagnoses. 

Under the Plan there are specific guidelines regarding Benefits for 
transplant services. Contact Care coordinationSM at the telephone 
number on your ID card for information about these guidelines. 

Transportation and Lodging 
Care ~ootdination~" will assist the patient and family with travel and 
lodging arrangements only when services are received from a 
Designated United Resource Network Facility. Expenses for travel, 
lodging and meals for the transplant recipient and a companion are 
available under this Plan as follows: 

Transportation of the patient and one companion who is 
traveling on the same day(s) to and/or from the site of the 
transplant for the purposes of an evaluation, the transplant 
procedure or necessary post-discharge follow-up. 

Eligible Expenses for lodging and meals for the patient (while 
not confmed) and one companion. Benefits are paid at a per 
diem rate of up to $50 for one person or up to $100 for two 
people. 

Travel and lodging expenses are only available if the transplant 
recipient resides more than 50 miles from the Designated United 
Resource Network Facility. 

If the patient is an Enrolled Dependent minor child, the 
transportation expenses of two companions will be covered and 
lodgmg and meal expenses will be reimbursed up to the $100 per 
diem rate. 

C d % %  $ . g o  
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Description of Must Your Copayment Does Do You Need 
Covered Health Service You Amount Copayment to Meet Annual 

No ti@ Care % copayments are Help Meet Deductible? 
CoordinationSM based Eligible On a Expenses percent Out-of-Pocket 

? Maximum? 

There is a combined overall lifetime maximum Benefit of $10,000 
per Covered Person for all transportation, lodging and meal 
expenses incurred by the transplant recipient and companion(s) and 
reimbursed under this Plan in connection with all transplant 
procedures. 

Notify Care coordinationSM 
You must notify Care coordinationSM as soon as the possibility of a,  
transplant arises (and before the time a pre-transplantation 
evaluation is performed at a transplant center). If you don't notifp 
Care coordinationSM, Benefits will be subject to a $300 penalty. 

29. Urgent Care Center Services Network 

Covered Health Services received at an Urgent Care Center. When No 20% Yes Yes 

services to treat urgent health care needs are provided in a 
Physician's office, Benefits are available as described under Physin'aank 
Of i e  Services earlier in this section. 

Non-Network 
No 40% Yes Yes 

cs*z 
g 80 
Zelg 

United Healthcare Medium PPO Plan for Cinergy Corp. - 01 /01/04 S F $  
34 (Section 1 : What's Covered--Benefits) S ~ O  + 2 

A N 4  
V ) w N  



The services, treatments, items or supplies listed in this section are 

Section 2: not Covered Health Services, except as may be specifically provided 
for in (Section 1: Covered Health Services) or through a Rider to the 

What's Not Covered-- 
Exclusions 

SPD. 

A. Alternative Treatments 
1. Acupressure. 

2. Aroma therapy. 

This section contains information about: 
0 How headings are used in this section. 

Medical services that are not covered. We call 
these Exclusions. It's important for you to know 
what services and supplies are not covered under 
the Plan. 

3. Hypnotism. 

4. Massage Therapy. 
5. Rolfing. 
6. S e ~ c e s  and supplies provided by a naturopath. 

7. Other forms of alternative treatment as defined by the Office of 
Alternative Medicine of the National Institutes of Health. 

B. Comfort or Convenience 
How We Use Headings in this Section 

I. Television. 
To help you find specific exclusions more easily, we use headings. 
The headings group services, treatments, items, or supplies that fall 2. Telephone. 

into a similar category. Actual exclusions appear underneath 3. Beauty/Barber service. 
headings. A heading does not create, define, modify, limit or expand 4. Guest service. 
an exclusion. All exclusions in this section apply to you. 5. Supplies, equipment and similar incidental services and supplies 

for personal comfort. Examples include: 

Plan Exclusions - Air conditioners. 

We will not pay Benefits for any of the services, treatments, items or - Air purifiers and filters. 
supplies described in this section, even if either of the following is - Batteries and battery chargers. 
true: 

- Dehumidifiers. 

It is recommended or prescribed by a Physician. 

It is the only available treatment for your condition. 

- Humidifiers. 
h 
IJ 

6. Devices and computers to assist in communication and speech. W E  
'4 

To continue reading, go to night column on this page. To continue reading go to hfr column on nextpage. cd%z 
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7,  Home remodeling to accommodate a health need (such as, but 4. Over the counter drugs and treatments. - 
not limited to, ramps and swimming pools). 

C. Dental 
1. Dental care except as described in (Section 1: What's Covered-- 

Benefits) under the heading DentalServices - Accident Onb. 
2. Preventive care, diagnosis, treatment of or related to the teeth, 

jawbones or gums. Examples include all of the following: 

- Extraction, restoration and replacement of teeth. 

- Medical or surgical treatments of dental conditions. 

- Services to improve dental clinical outcomes. 
3. Dental implants. 

4. Dental braces. 

5. Dental X-rays, supplies and appliances and all associated 
expenses, including hospitalizations and anesthesia. The only 
exceptions to this are for any of the following: 

- Transplant preparation. 

- Initiation of immunosuppressives. 

- The direct treatment of acute traumatic Injury, cancer or 
cleft palate. 

6. Treatment of congenitally missing, malpositioned, or super 
numerary teeth, even if part of a Congenital Anomaly. 

D. Drugs 
1. Prescription drug products for outpatient use that are a e d  by a 

prescription order or refill. 
2. Self-injectable medications. 
3. Non-injectable medications given in a Physician's office except 

as required in an Emergency. 

To continue reading, go to right column on this page. 

E. Experimental or Investigational 
Services or Unproven S e ~ c e s  
Experimental or Investigational Services and Unproven Services are 
excluded. The fact that an Experimental or Investigational Service or 
an Unproven Service, treatment, device or pharmacological regimen 
is the only available treatment for a particdar condition will not 
result in Benefits if the procedure is considered to be Experimental 
or Investigational or Unproven in the treatment of that particular 
condition. 

F. Foot Care 
1. Except when needed for severe systemic disease: 

- Routine foot care (including the cutting or removal of corns 
and calluses). 

- Nail trimming, cutting, or debriding. 

2. Hygienic and preventive maintenance foot care. Examples 
include the following: 

- Cleaning and soaking the feet. 

- Applying skin creams in order to maintain sku1 tone. 

- Other services that are performed when there is not a 
localized illness, Injuty or symptom involving the foot. 

3. Treatment of flat feet. 

4. Treatment of subluxation of the foot. 

G. Medical Supplies and Appliances 
1. Devices used specifically as safety items or to affect performance 

in sports-related activities. 

To confinue readng, go to lej2 column on nextpage. 
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2. Prescribed or non-prescribed medical supplies and disposable 
supplies. Examples include: 

- Elastic stockings. 

- Ace bandages. 

- Gauze and dressings. 

- Syringes. 

- Diabetic test stkips, monitors, and supplies (except for 

pumps). 
3. Orthotic appliances that straighten or re-shape a body part 

(including some types of braces). 

4. Tubings, nasal cannulas, connectors and masks are not covered 
except when used with Durable Medical Equipment (as 
described in Section 1: What's Covered--Benefits). 

H. Mental Health/Substance Abuse 
1. Services performed in connection with conditions not classified 

in the current edition of the Diagnostic and Statistical Manual of 
the American Psychiatric Association. 

2. Services for Mental Health and Substance Abuse that extend 
beyond the period necessary for short-term evaluation, 
diagnosis, treatment or crisis intervention. 

3. Treatment for insomnia and other sleep disorders, dementia, 
neurological disorders and other disorders with a known physical 
basis. 

4. Treatment for conduct and impulse control disorders, 
personality disorders, paraphilias and other Mental Illnesses that 
will not substantially improve beyond the current level of 
functioning, or that are not subject to favorable modification or 
management according to prevailing national standards of 
clinical practice, as reasonably determined by the Mental 
Health/Substance Abuse Designee. 

To continue reading, go to night column on this page. 

5. Services utilizing methadone treatment as maintenance, 
L.A.A.M. (1-Alpha-Acetyl-Methadol), Cyclazocine, or their 
equivalents. 

6. Treatment provided in connection with or to comply with 
involuntary commitments, police detentions and other similar 
arrangements, unless authorized by the Mental 
Health/Substance Abuse Designee. 

7. Residential treatment services. 

8. Services or supplies for the diagnosis or treatment of ~ e n & l  
Illness, alcoholism or substance abuse disorders that, in the 
reasonable judgment of the Mental Health/Substance Abuse 
Designee, are any of the following: 

- Not consistent with prevailing national standards of clinical 
practice for the treatment of such conditions. 

- Not consistent with prevailing professional research 
demonstrating that the services or supplies will have a 
measurable and beneficial health outcome. 

- Typically do not result in outcomes demonstrably better than 
other available treatment alternatives that are less intensive 
or more cost effective. 

- Not consistent with the Mental Health/Substance Abuse 
Designee's guidelines or best practices as modified from time 
to time. 

The Mental Health/Substance Abuse Designee may consult with 
professional clinical consultants, peer review committees or 
other appropriate sources for recommendations and information 
regarding whether a service or supply meets any of these criteria. 

9. Pastoral counselors. 

10. Treatment provided in connection with autism provided under 
the MentalNealth/Substat~ce Abuse portion of the Plan. However, 

To continue readng, go to h j  column on nextpage. 
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any services, treatments, items or supplies provided for in 
(Section I: Covered Health Services) may be covered. 

11. Treatment provided in connection with tobacco dependency. 

12. Routine use of psychological testing without specific 
authorization. 

I. Nutrition 
1. Megavitamin and nutrition based therapy. 

2. Except as described in (Section 1: What's Covered -- Benefits) 
under Nutritional Counse&ng, nutritional counselkg for either 
individuals or groups, including weight loss programs, health 
clubs and spa programs. 

J. Physical Appearance 
1. Cosmetic Procedures. See the definition in (Section 10: Glossaty 

of Defined Terms.) Examples include: 

- Pharmacological regimens, nutritional procedures or 
treatments. 

- Scar or tattoo removal or revision procedures (such as 
salabrasion, chemosurgery and other such skin abrasion 
procedures). 

- Skin abrasion procedures performed as a treatment for acne. 

2. Replacement of an existing breast implant if the earlier breast 
implant was performed as a Cosmetic Procedure. 
Note: Replacement of an existing breast implant is considered 
reconstructive if the initial breast implant followed mastectomy. 
See Reconsfructive Procedures in (Section I: What's Covered-- 
Benefits). 

To continue reading, go to night column on thispage. 

3. Physical conditioning programs such as athletic training, body- 
building, exercise, fitness, flexibility, and diversion or general 
motivation. 

4. Weight loss programs whether or not they are under medical 
supervision. Weight loss programs for medical reasons are also 
excluded. 

5. Wigs regardless of the reason for the hair loss except for loss of 
hair resulting from treatment of a malignancy or permanent loss 
of hair from an accidental Injury in excess of one per lifetime, up 
to a maximum of $500. 

K. Providers 
1. Services performed by a provider who is a family member by 

birth or marriage, including spouse, brother, sister, parent or 
child. This includes any service the provider may perform on 
himself or herself. 

2. Servides performed by a provider with your same legal residence. 

3. Services provided at a free-standing or Hospital-based diagnostic 
facility without an order written by a Physician or other provider. 
Services that are self-directed to a free-standing or Hospital- 
based diagnostic facility. Services ordered by a Physician or other 
provider who is an employee or representative of a free-standing 
or Hospital-based diagnostic facility, when that Physician or 
other provider: 

- Has not been actively involved in your medical care prior to 
ordering the service, or 

- Is not actively involved in your medical care after the service 
is received. 

This exclusion does not apply to mammography testing. 

To continue reading, go to left column on nextpage. 
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1. Surrogate parenting. 

2. The reversal of voluntary sterilization. 

3. Fees or direct payment to a donor for sperm or ovum donations. 

4. Fees relating to Assisted Reproductive Technology. (Such as 
Artificial Insemination, Invitro Fertilization, GIFT & ZIFT) 

5. Monthly fees for maintenance and/or storage of frozen 
embryos. 

6. Health services associated with an elective abortion or the use of 
non-surgical or drug-induced Pregnancy termination. 

7. Contraceptive supplies and services. 

8. Fetal reduction surgery. 

9. Health services associated with the use of non-surgical or drug- 
induced Pregnancy termination. 

M. Services Provided under Another Plan 
1. Health services for which other coverage is required by federal, 

state or local law to be purchased or provided through other 
arrangements. This includes, but is not limited to, coverage 
required by workers' compensation, no-fault auto insurance, or 
similar legislation. 

If coverage under workers' compensation or similar legislation is 
optional for you because you could elect it, or could have it 
elected for you, Benefits will not be paid for any Injury, Sickness 
or Mental Illness that would have been covered under workers' 
compensation or similar legislation had that coverage been 
elected. 

2. Health services for treatment of military service-related 
disabilities, when you are legally entitled to other coverage and 
facilities are reasonably available to you. 

To contin~e reading, go to night column on this page. 

3. Health services while on active military duty. 

N. Transplants 
1. Health services for organ and tissue transplants, except those 

described in (Section 1: What's Covered--Benefits). 

2. Health services connected with the removal of an organ or tissue 
from you for purposes of a transplant to another person. (Donor 
costs for removal are payable for a transplant through the organ 
recipient's Benefits under the Plan). 

3. Health Services for transplants involving mechanical or animal 
organs. 

4. Any solid organ transplant that is performed as a treatment for 
cancer. 

5. Any multiple organ transplant not listed as a Covered Health 
Service under the heading Tranqhntation Health Services in 
(Section 1: What's Covered--Benefits), unless determined by 
Care Coordination to be a proven procedure for the involved 
diagnoses. 

0. Travel 
1. Health services provided in a foreign country, unless required as 

Emergency Health Services. 

2. Travel or transportation expenses, even though prescribed by a 
Physician. Some travel expenses related to covered services 
rendered at United Resource Networks participating programs 
or Designated Facilities may be reimbursed at our discretion. 

P. Vision and Hearing 
1. Purchase cost of eye glasses, contact lenses, or hearing aids. 

2. Fitting charge for hearing aids, eye glasses or contact lenses. 

3. Eye exercise therapy. 
To continue reading, go to lej? column on nextpage. 
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4. Routine vision examinations. 

5. Surgery that is intended to allow you to see better without 
glasses or other vision correction including radial keratotomy, 
laser, and other refractive eye surgery. 

Q. All Other Exclusions 
1. Health services and supplies that do not meet the definition of a 

Covered Health Service - see the definition in (Section 10: 
Glossary of D e h e d  Terms). 

2. Physical, psychiatric or psychological exams, testing, 
vaccinations, immunizations or treatments that are otherwise 
covered under the Plan when: 

- Required solely for purposes of career, education, sports or 
camp, travel, employment, insurance, marriage or adoption. 

- Related to judicial or administrative proceedings or orders. 

- Conducted for purposes of medical research. 

- Required to obtain or maintain a license of any type. 
3. Health services received as a result of war or any act of war, 

whether declared or undeclared or caused during service in the 
armed forces of any country. 

4. Health services received after the date your coverage under the 
Plan ends, including health services for medical conditions 
arising before the date your coverage under the Plan ends. 

5. Health services for which you have no legal responsibility to pay, 
or for which a charge would not ordinarily be made in the 
absence of coverage under the Plan. 

6. In the event that a Non-Network provider waives Copayments 
and/or the Annual Deductible for a particular health service, no 
Benefits are provided for the health service for which the 
Copayments and/or Annual Deductible are waived. 

To continue reading, go to night column on this page. 

7. Charges in excess of Eligible Expenses or in excess of any 
specified limitation. 

8. Services for the evaluation and treatment of temporomandibular 
joint syndrome w, when the services are considered to be 
dental in nature, including oral appliances. 

9. Speech therapy except as required for treatment of a speech 
impediment or speech dysfunction that results from Injury, 
stroke, or a Congenital Anomaly. 

10. Upper and lower jawbone surgery except as required for direct 
treatment of acute traumatic Injury or cancer. Orthognathic 
surgery, jaw alignment except m a treatment of 
temporomandibular joint or obstructive sleep apnea. 

11. Non-surgical treatment of obesity, including morbid obesity. 

12. Surgical treatment of obesity including severe morbid obesity 
(with a BMI greater than 35). 

13. Growth hormone therapy. 

14. Sex transformation operations. 
. 15. Custodial Care. 

16. Domiciliary care. 

17. Private duty nursing received on an inpatient basis. 

18. Respite care. 

19. Rest cures. 
20. Psychosurgery. 

21. Treatment of benign gynecomastia (abnormal breast 
enlargement in males). 

22. Medical and surgical treatment of excessive sweating 
(hyperhidrosis). 

23. Medical and surgical treatment for snoring, except when 
provided as a part of treatment for documented obstructive 
sleep apnea. 

To continue read;& go to h,t? column on nextpage. 
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24. Appliances for snoring. 

25. Any charges for missed appointments, room or facility 
reservations, completion of claim forms or record processing. 

26. Any charges relating to a Physician visit that was performed in 
the Covered Person's home. 

27. Any charges higher than the actual charge. The actual charge is 
defined as the provider's lowest routine charge for the service, 
supply or equipment. 

28. Any charge for services, supplies or equipment advertised by the 
provider as free. 

29. Any charges by a provider sanctioned under a federal program 
for reason of fraud, abuse or medical competen cy. 

30. Any charges prohibited by federal anti-kickback or self-referral 
statutes. 

31. Any additional charges submitted after payment has been made 
and your account balance is zero. 

32. Any outpatient facility charge in excess of payable amounts 
under Medicare. 

33. Any charges by a resident in a teaching Hospital where a faculty 
Physician did not supervise services. 

34. Outpatient rehabilitation services, Spinal Treatment or supplies 
including, but not limited to spinal manipulations by a 
chiropractor or other doctor, for the treatment of a condition 
which ceases to be therapeutic treatment and is instead 
administered to maintain a level of functioning or to prevent a 
medical problem from occurring or reoccurring. 

35. Spinal treatment, including chiropractic and osteopathic 
manipulative treatment, to treat an illness, such as asthma or 
allergies. 

36. Speech therapy to treat stuttering, stammering, or other 
articulation disorders. 

To continue reading, go to nght column on this page. 

37. Liposuction 

38. Chelation therapy, except to treat heavy metal poisoning. 
39. Personal trainer. 

40. Naturalist. 

To continue reading, go to it$ column on nextpage. 
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Please see (Section 1: What's Covered--Benefits) under the heading 

Section 3: for Mental Health and Substance Abuse. 

Description of Network Compankon of Netwozk and fin-Network Benelits 
Network Non-Network 

and Non-Network Benefits A higher level of A lower level of 
Benefits means less Benefits means more 

. Benefits 

Network Benefits. 

Non-Network Benefits. 

Your responsibility for notification. 

Network Benefits 
Network Benefits are generally paid at a hgher level than Non- 
Network Benefits. Network Benefits are payable for Covered Health 
Services which are any of the following: 

Provided by a Network Physician or other Network provider. 

8 Emergency Health Services. 

cost to you. See cost to you. See 
(Section 1: What's (Section 1: What's 
Covered--Benefits). Covered--Benefits). 

Who Should You must notify Care You must notify Care 
Notify Care coordinationSM for coordinationSM for 

CoordinationSM certain Covered certain Covered 
Health Services. Health Services. 
Failure to notify Failure to notify 
results in reduced results in reduced 
Benefits or no Benefits or no 
Benefits. See (Section Benefits. See (Section 
1: What's Covered-- 1: What's Covered-- 
Benefits), under the Benefits), under the 
Must You Not@ Care M& You Not23 Care 
CoorcinatiodM ~oordinatiod~? 
column. column. 

Who Should Not required. We pay You must file claims. 
File Claims Network providers See (Section 5: How 

directly. to File a Claim). 

Covered Health Services that are described as Network Benefits 
in (Section 1: What's Covered--Benefits). 

Please note that Mental Health and Substance Abuse S ~ M C ~ S  must 
be authorized by the Mental Health/Substance Abuse Designee. ~1 

7~ E 
Y a  

To continue reading, go to right co/umn on this page. To continue readng, go to l@ column on nextpage. g g Z  6 ;; 
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Network Non-Network 
Outpatient Emergency Health Services are always paid as 
~mergency a Network Benefit @aid the same wheher you 

Health Services are in or out of the Network). That means that 
if you seek Emergency care at a non-Network 
facility, you are not required to meet the 
Annual Deductible or to pay any difference 
between E b b l e  Expenses and the amount the 
provider bills. 

Provider Network 
The Claims Administrator or its affaate arranges for health care 
providers to participate in a Network. Network providers are 
independent practitioners. They are not our employees or employees 
of the Claims Administrator. It is your responsibility to select your 
provider. 

The credentialing process c o n k s  public information about the 
providers' licenses and other credentials, but does not assure the 
quality of the services provided. 

Separately, you will automatically be given a directory of Network 
providers at no cost to you. However, before obtaining services you 
should always verify the Network status of a provider. A provider's 
status may change. You are responsible for verifyulg a provider's 
Network status prior to receiving services, even when you are 
referred by another Network provider. You can verify the provider's 
status by calling the Claims Administrator. 

It is possible that you might not be able to obtain services from a 
particular Network provider. The network of providers is subject to 
change. Or you might fmd that a particular Network provider may 
not be accepting new patients. If a provider leaves the Network or is 
otherwise not available to you, you must choose another Network 
provider to get Network Benefits. 

To continue reading, go to nght column on this page. 

United Healthcare Medium PPO Plan for Cinergy Corp. - 01/01/04 

Do not assume that a Network provider's agreement includes all 
Covered Health Services. Some Network providers agree to provide 
only certain Covered Health Services, but not all Covered Health 
Services. Some Network providers choose to be a Network provider 
for only some products. Refer to your provider directory or contact 
the Claims Administrator for assistance. 

Designated United Resource Network Faa'li'ties and 
Other Prov~~ders 
If you have a medical condition that Care coordinationSM believes 
needs special services, they may direct you to a Designated United 
Resource Network Facility or other provider chosen by them. If you 
require certain complex Covered Health Services for which expertise 
is limited, Care coordinationSM may direct you to a non-Network 
facility or provider. 

In both cases, Benefits will only be paid if your Covered Health 
Services for that condition are provided by or arranged by the 
Designated United Resource Network Facility or other provider 
chosen by Care ~oord ina t ion~~ .  

Non-Network Benefits 
Non-Network Benefits are generally paid at a lower level than 
Network Benefits. Non-Network Benefits are payable for Covered 
Health Services that are provided by non-Network Physicians or 
non-Network providers. Non-Network Benefits are also payable for 
Covered Health Services that are provided at non-Network facilities. 
If there is no Network Provider w i h  a 30 d e  radius of your 
home zip code or no Network Specialist within a 50 mile radius of 
your home zip code, you may be eligible to receive benefits for 
certain Covered Health Services paid at the Network level. You may 
check a provider's status in your area by visiting www.myuhc.com or 
by calling Customer Service at the number on the back of your ID w X i? a 

To continue reading, go to l e j  column on nextpage, w * z 
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card. All benefits that fall under this category must be approved 
prior to receipt of care and are subject to any plan limitations or 
exclusions set forth in this SPD. 

Your Responsibility for Notification 
You must notify Care coordinationSM before getting certain Covered 
Health Services from either Network or non-Network providers. 
The details are shown in the Must You Noh& Care Coordinatiootr'"? 
column in (Section 1: What's Covered--Benefits). If you fail to notify 
Care CoordinationSM, Benefits are reduced or denied. 

Prior notification does not mean Benefits are payable in all cases. 
Coverage depends on the Covered Health Services that are actually 
given, your eligibility status, and any benefit limitations. 

Care ~oordnation SM 

When you notify Care ~ o o r d i n a t i o n ~ ~  as described above, they will 
work with you to implement the Care ~ o o r d i n a t i o n ~ ~ ~  process and to 
provide you with information about additional services that are 
available to you, such as disease management programs, health 
education, pre-admission counseling and patient advocacy. 

Emergency Health Services 
We provide Benefits for Emergency Health S e ~ c e s  when required 
for stabilization and initiation of treatment as provided by or under 
the direction of a Physician. 

Network Benefits are paid for Emergency Health Services, even if 
the services are provided by a non-Network provider. 

If you are confined in a non-Network Hospital after you receive 
Emergency Health Services, Care CoordinationSM must be 

notified within two business days or on the same day of 
admission if reasonably possible. Care ~oordinat ion~~'  may elect 
to transfer you to a Network Hospital as soon as it is medically 
appropriate to do so. If you choose to stay in the non-Network 
Hospital after the date Care coordinationSM decides a transfer is 
medically appropriate, Non-Network Benefits may be available if 
the continued stay is determined to be a Covered Health Service. 

e If you are admitted as an inpatient to a Network Hospital within 
24 hours of receiving treatment for the same condition as an 
Emergency Health Service, you will not have to pay the 
Copayment for Emergency Health Services. The Copayment for 
an Inpatient Stay in a Network Hospital d apply instead. 

Note: Please note that the Copayment for Emergency Health 
Services will not be waived if you have been placed in an 
observation bed for the purpose of monitoring your condition, 
rather than being admitted as an inpatient in the Hospital. In this 
case, the Emergency Copayment will apply instead of the 
Copayment for an Inpatient Stay. 

- .  

alirz 
To continue reading, go to right column on this page. To continue reading, go to [eft column on nextpage. w m o  

% P U  
N U O  

United Healthcare Medium PPO Plan for Cinergy Corp. - 01/01/04 n,p? 
&-0 

44 (Section 3: Description of Network and Non-Network Benefits) o 8 i% z 
a-h, 



You should notify the Claims Administrator within 48 hours of the 

Section 4: day your coverage begins, or as soon as is reasonably possible. 
Network Benefits are available only if you receive Covered Health 

When Coverage Begins 

If you are hospitalized when this coverage 

Who is eligible for coverage. 

When to enroll. 

How to Enroll 
To enroll, the Eligible Person must complete an online enrollment 
through YBR (Your Benefits Resources) website or by calling the 
iPeople Center within 31 days of eligibility or during Annual 
Enrollment. We will not provide Benefits for health services that 
you receive before your effective date of coverage. 

If You Are Hospitalized When Your 
Coverage Begins 
If you are an inpatient in a Hospital, S u e d  Nutsing Facility or 
Inpatient Rehabilitation Facility on the day your coverage begins, we 
will pay Benefits for Covered Health Services related to that 
Inpatient Stay as long as you receive Covered Health Services in 
accordance with the terms of the Plan. 

To continue reading, go to right column on this page. 

Services from Network Providers. 

If You Are Eligible for Medicare 
You will be responsible for the costs that Medicate would have paid 
if you are eligible for Medicare but do not enroll in and maintain 
coverage under both Medicare Part A and Part B. 

If you are enrolled in a Medicare+Choice (Medicare Part C) plan, 
you will be responsible for any additional costs or reduced benefits 
that result if you fail to follow the requirements of the 
Medicare-tChoice plan. Please see Medicare Ehgibilip in (Section 9: 
General Legal Provisions) for more information about how 
Medicare may affect your Benefits. 

To continue reading, go to /eft column on nextpage. 
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Who is Eligible for Coverage 

Who Description Who Determines Eligibility 

Eligible Eligible Person usually refers to an Employee or Retiree who meets the Cinergy Corp. determines who is eligible 
eligibility rules of this Plan. When an Eligible Person actually enrolls, we to enroll under the Plan. 

Person refer to that person as a Participant. For a complete definition of Eligible 
Person and Participant, see (Section 10: Glossary of Defined Terms). 

If both spouses are Eligible Persons of the Plan Sponsor, each may 
enroll as a Participant or be covered as an Enrolled Dependent of the 
other, but not both. 

Except as we have described in (Section 4 When Coverage Begins), 
Eligible Persons may not enroll without our written permission. 

Dependent Dependent generally refers to the Participant's spouse and children. Cinergy Corp. determines who qualifies as 
When a Dependent actually enrolls, we refer to that person as an a Dependent. 
Enrolled Dependent. For a complete definition of Dependent and 
Enrolled Dependent, see (Section 10: Glossary of Defmed Terms). 

Dependents of an Eligible Person may not enroll unless the Eligible 
Person is also covered under the Plan. 

If both parents of a dependent child are enrolled as a Participant, only 
one parent may enroll the child as a Dependent. 
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When to Enroll and When Coverage Begins 

Initial Enrollment Eligible Persons may enroll themselves and their Coverage begins on the date of hire or qualified 
Dependents. status change if you complete an online 

Period enrollment through YBR (Your Benefits 
The Initial Enrollment Period is the Resource) or by calling the iPeople Center 
first period of time when Eligible within 31 days of the date the Eligible Person 
Persons can enroll. . becomes eligible to enroll. 

Open ~nrollment' Eligible Persons may enroll themselves and their Cinergy Corp. determines the Open Enrollment 

Period Dependents. Period. Coverage begins on the 1st day of the 
following calendar year. 

New Eligible Persons New E b b l e  Persons may enroll themselves and Coverage begins on the date of the qualified 
their Dependents. status change if you enroll through the YBR 

(Your Benetit Resource) website or by calling 
the iPeople Center within 31 days of the event. 

Adding New 
Dependents 

Participants may enroll Dependents who join their Coverage begins on the date of the qualified 
family because of any of the following events: status change if you enroll through the YBR 

(Your Benefit Resource) website or by calling 
Birth. the iPeopIe Center within 31 days of the event. 

Legal adoption. 

Placement for adoption. 
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When to Enroll Who Can Enroll Begin Date 

Special Enrollment A special enrollment period applies to an Eligible Event Takes Place (for example, a birth or 
Person and any Dependents when one of the marriage). Coverage begins on the date of the 

Period following events occurs: event if the Plan Administrator receives the 
An Eligible Person and/or completed enrollment form and any required 
Dependent may also be able to enroll . Birth. contribution within 31 days of the event. 
during a specid enrollment period. A 

Legal adoption. special enrollment period is not 
available to an Eligible Person and his Placement for adoption. Missed Initial Enrollment Period or Open 

Enrollment Period. Coverage begins on the 
or her Dependents if coverage under . ~ ~ ~ r i ~ ~ ~ .  day immediately following the day coverage 
the prior plan was terminated for under the prior plan ends if the Plan 
cause, or because required A special enrollment period applies for an Eligible 

Person and/or Dependent who did not enroll Administrator receives the completed 
contxibutions were not paid on a 

during the Initial Enrollment Period or Open 
enrollment form and any required contribution 

timely basis. 
Enrollment Period if the following are true: 

within 31 days of the date coverage under the 
prior plan ended. 

The Eligible Person and/or Dependent had 
existing health coverage under another plan 
at the time they had an opportunity to enroll 
during the Initial Enrollment Period or Open 
Enrollment Period; and 

Coverage under the prior plan ended because of 
any of the following: 

- Loss of eligibility (including, without 
limitation, legal separation, divorce or death). 

- The employer stopped paying the 
contributions. 

- In the case of COBRA continuation 
coverage, the coverage ended. 
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Section 5: 
How to File a Claim 

0 If you receive Covered Health Services from a 
Network provider, you do not have to file a 
claim. We pay these providers directly. 

If You Receive Covered Health S e ~ c e s  
from a Network Provider 
We pay Network providers directly for your Covered Health 
Services. If a Network provider bills you for any Covered Health 
Service, contact the Claims Administrator. However, you are 
responsible for meeting the Annual Deductible and for paying 
Copayments to a Network provider at the time of service, or when 
you receive a bill from the provider. 

Filing a Claim for Benefits 
Wheti you receive Covered Health Services from a non-Network 
provider, you are responsible for requesting payment from us 
through the Claims Administrator. You must file the claim in a 

To continue reading go to nght column on thispage. 

format that contains all of the information required, as described 
below. 

You must submit a request for payment of Benefits within one year 
after the date of service. If a non-Network provider submits a claim 
on your behalf, you will be responsible for the timeliness of the 
submission. If you don't provide this information to us within one 

of the date of service, Benefits for that health service wiu be 
denied or reduced, in our or the Claims Administrator's discretion. 
This time limit does not apply if you are legally incapacitated. 1f your 
claim relates to an Inpatient Stay, the date of service is the date your 
Inpatient Stay ends. 

If a Participant provides written authorization to allow direct 
payment to a provider, all or a portion of any Eligible Expenses due 
to a provider may be paid ditectly to the provider instead of being 
paid by the Participant. We will not reimburse third parties who have 
purchased or been assigned benefits by Physicians or other 
providers.' 

Required Infomation 
When you request payment of Benefits from us, you must provide 
us with all of the following information: 

A. Participant's name and address. 

B. The patient's name, age and relationship to the Participant. 

C. The member number stated on your ID card. 

D. An itemized bill &om your provider that includes the following: 

Patient Diagnosis 

Date(s) of service 

Procedure Code(s) and descriptions of service(s) rendered 

Charge for each service rendered 

To continue fluding, go to l$ column on nexfpuge. 
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Provider of service Name, Address and Tax Identification 
Number 

E. The date the Injury or Sickness began. 

F. A statement indicating either that you are, or you are not, 
enrolled for coverage under any other health insurance plan or 
program. If you are enrolled for other coverage you must include 
the name of the other carrier(s). 

Payment of Beneiits 
Through the Claims Administrator, we will make a benefit 
determination as set forth below. Benefits will be paid to you unless 
either of the following is true: 

A. The provider notifies the Claims Administrator that your 
signature is on file, assigning benefits directly to that provider. 

B. You make a written request for the non-Network provider to be 
paid directly at the time you submit your claim. 

Benefit Determinations 
Post-Setvice Claims 

Post-Service Claims are those claims that are fded for payment of 
benefits after medical care has been received. If your post-sdce 
claim is denied, you will receive a written notice from the Claims 
Administrator within 30 days of receipt of the claim, as long as aII 
needed infomation was provided with the claim. The Claims 
Administrator will notify you within this 30 day period if additional 
information is needed to process the claim, and may request a one 
time extension not longer than 15 days and pend your claim until all 
infomation is received. 

will notify you of the denial within 15 days after the information is 
received. If you don't provide the needed information within the 45 
day period, your claim will be denied. 

A denial notice will explain the reason for denial, refer to the part of 
the Plan on which the denial is based, and provide the claim appeal 
procedures. 

PR-Service Claims 

Pre-service claims are those claims that require notification or 
approval prior to receiving medical care. If your claim was a pre- 
service claim, and was submitted properly with all needed 
information, you will receive written notice of the claim decision 
from the Claims Administrator within 15 days of receipt of the 
claim. If you filed a pre-service claim improperly, the Claims 
Administrator will notify you of the improper iiling and how to 
correct it within 5 days after the pre-service claim was received. If 
additional information is needed to process the pre-service claim, the 
Claims Administrator will notify yon of the information needed 
within 15 days after the claim was received, and may request a one 
time extension not longer than 15 days and pend your claim until aU 
information is received. Once notified of the extension you then 
have 45 days to provide this information. If aU of the needed 
information is received within the 45 day time frame, the Claims 
Administrator will notify you of the determination within 15 days 
after the information is received. If you don't provide the needed 
information within the 45 days period, your claim will be denied. A 
denial notice will explain the reason for denial, refer to the part of 
the Plan on which the denial is based, and provide the claim appeal 
procedures. 

Once notified of the extension you then have 45 days to provide this Urgent Claims that Require I m e d a t e  Action 
information. If all of the needed information is received within the Urgent Care Claims are those claims that require notification or 
45 day time frame and the claim is denied, the Claims Administrator 

x P 
. approval prior to receiving medical care, where a delay in eeatment % 

To continue reading, go to night cofumn on thispage. To continue readin& go to left column on nextpage. & g? z u 
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could seriously jeopardize your life or health or the ability to regain 
maximum function or, in the opinion of a physician with knowledge 
of your medical condition could cause severe pain. In these 
situations: 

You will receive notice of the benefit determination in writing or 
electronically within 72-hours after the Claims Administrator 
receives all necessary information, taking into account the 
seriousness of your condition. 

Notice of denial may be oral with a written or electronic 
confirmation to follow within 3 days. 

If you Ned an urgent claim improperly, the Claims Administrator 
will notify you of the improper filing and how to correct it within 24 
hours after the urgent claim was received. If additional information 
is needed to process the claim, the Claims Administrator will notify 
you of the information needed within 24 hours after the claim was 
received. You then have 48 hours to provide the requested 
information. 

You will be notified of a determination no later than 48 hours after: 

The Claims Administrator's receipt of the requested information; 
or 

The end of the 48 hour period within which you were to provide 
the additional information, if the information is not received 
within that time. 

A denial notice will explain the reason for denial, refer to the part of 
the Plan on which the denial is based, and provide the claim appeal 
procedures. 

Concurrent Care Claims 

If an on-going course of treatment was previously approved for a 
specific period of time or number of treatments, and your request to 
extend the treatment is an Urgent Care Claim as defined above, your 
request will be decided within 24 hours, provided your request is 
made at leait 24 hours prior to the end of the approved treatment. 
The Claims Administrator will make a determination on your request 
for the extended treatment within 24 hours from receipt of your 
request. 

If your request for extended treatment is not made at least 24 hours 
prior to the end of the approved treatment, the request will be 
treated as an Urgent Care Claim and decided according to the 
timefrarnes described above. If an on-going course of treatment was 
previously approved for a specific period of time or number of 
treatments, and you request to extend treatment in a non-urgent 
circumstance, your request will be considered a new claim and 
decided according to post-service or pre-service timefrarnes, 
whichever applies. 

To continue trading, go to nght column on this page. To continue reading, go to /e$ col~mn on nextpage. 
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Section 6: 
Questions and Appeals 

This section provides you with information to help 
you with the following: 
a You have a question or concern about Covered 

Health Services or your Benefits. 

a You are notified that a claim has been denied 
because it has been determined that a service or 
supply is excluded under the Plan and you wish 
to appeal such determination. 

To resolve a question or appeal, just follow these steps: 

what to Do First 
If your question or concern is about a benefit determination, you 
may informally contact Customer Service before requesting a formal 
appeal. If the Customer Service representative cannot resolve the 
issue to your satisfaction over the phone, you may submit your 
question in writing. However, if you are not satisfied with a benefit 
determination as described in (How to File a Claim) you may appeal 
it as described below, without &st informally contacting Customer 
Service. If you &st informally contact Customer Service and later 
wish to request a formal appeal in writing, you should contact 
Customer Service and request an appeal. If you request a formal 
appeal, a Customer Service representative will provide you with the 
appropriate address of the Claims Administrator. 

If you are appealing an Urgent Care Claim denial, please refer to the 
"Urgent Claim Appeals that Require Immediate Action" section 
below and contact Customer Service immediately. 

The Customer Service telephone number is shown on your ID card. 
Customer Sercrice representatives are available to take your call 
during regular business hours, Monday through Friday. 

How to Appeal a Claim Decision 
If you disagree with a pre-service or post-service claim 
determination after following the above steps, you can contact the 
Claims Administrator in writing to formally request an appeal. Your 
request should include: 

The patient's name and the identification number from the 
ID card. 

a The date(s) of medical service(s). 

The provider's name. 

The reason you believe the claim should be paid. 

Any documentation or other written information to support 
your request for claim payment. 

Your first appeal request must be submitted to the Claims 
Administrator within 180 days after you receive the claim denial. 

Appeal Process 
A qualified individual who was not involved in the decision being 
appealed will be appointed to decide the appeal. If your appeal is 
related to clinical matters, the review will be done in consultation 
with a health care professional with appropriate expertise in the field 
who was not involved in the prior determination. The Claims B 
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Administrator may consult with, or seek the participation of, medical 
experts as part of the appeal resolution process. You consent to this 
referral and the sharing of pertinent medical claim inforrnation. 
Upon written request and free of charge you have the right to 
reasonable access to and copies of, all documents, records, and other 
inforrnation relevant to your claim for benefits. 

Appeals Determinations 
Pre-Service and Post-Service Claim Appeals 
You will be provided written or electronic notification of decision 
on your appeal as follows: 

For appeals ofpre-senrice claims (as defined in How to File a 
Claim), the first level appeal will be conducted and you will be 
notified by the Claims Administrator of the decision within 15 days 
from receipt of a request for appeal of a denied claim. The second 
level appeal will be conducted and you will be notified by us of the 
decision within 15 days from receipt of a request for review of the 
first level appeal decision. 

For appeals of post-service claims (as defined in How to File a 
Claim), the f ~ s t  level appeal will be conducted and you will be 
notified by the Claims Administrator of the decision within 30 days 
from receipt of a request for appeal of a denied claim. The second 
level appeal will be conducted and you will be notified by us of the 
decision within 30 days from receipt of a request for review of the 
first level appeal decision. 

request must be submitted to us in writing within 60 days from 
receipt of the first level appeal decision. 

The Plan Administrator has the exclusive right to interpret and 
administer the Plan, and these decisions are conclusive and binding. 

Please note that our decision is based onIy on whether or not 
Benefits are available under the Plan for the proposed treatment or 
procedure. The determination as to whether the pending health 
service is necessary or appropriate is between you and your 
Physician. 

Urgent Claim Appeals that Require 
Immediate Action 
Your appeal may require immediate action if a delay in treatment 
could significantly increase the risk to your health or the ability to 
regain maximum function or cause severe pain. In these urgent 
situations: 

,* The appeal does not need to be submitted in writing. You or 
your Physician should call the Claims Administrator as soon as 
possible. The Claims Administrator will provide you with a 
written or electronic determination within 72 hours following 
receipt by the Claims Administrator of your request for review 
of the determination taking into account the seriousness of your 
condition. 

For urgent claim appeals, we have delegated to the Claims 
Administrator the exclusive right to interpret and administer the 
provisions of the Plan. The Claims Administrator's decisions are 
conclusive and binding. 

For procedures associated with urgent claims, see "Urgent Claim 
Appeals that Require Immediate Action" below. 

If you are not satisfied with the first level appeal decision of the 
Claims Administrator, you have the right to request a second level 
appeal from us as the Plan Administrator. Your second level appeal n 
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Section 7: 
Coordination of Benefits 

under more than one plan. 

e Definitions specific to Coordination of Benefit 

Benefits When You Have Coverage under 
More than One Plan 
This section describes how Benefits under the Plan will be 
coordinated with those of any other plan that provides Benefits to 
you. The language in this section is from model laws drafted by the 
National Association of Insurance Commissioners (NAIC) and 
represents standard industry practice for coordinating Benefits. 

When Coordination of Benefits Applies 
This coordination of benefits (COB) provision applies when a person 
has health care coverage under more than one benefit plan. 

The order of benefit determination rules described in this section 
determine which Coverage Plan will pay as the Primary Coverage 
Plan. The Primary Coverage Plan that pays &st pays without regard 
to the possibility that another Coverage Plan may cover some 

To continue reading, go to ngbt column on this page. 

expenses. A Secondary Coverage Plan pays after the Primary 
Coverage Plan and may reduce the Benefits it pays. This is to prevent 
payments from all group Coverage Plans from exceeding 100 percent 
of the total Allowable Expense. 

Definitions 
For purposes of this section, terms are defined as follows: 

"Coverage Plan" is any of the following that provides Benefits or 
services for medical or dental care or treatment. However, if 
separate contracts are used to provide coordinated coverage for 
members of a group, the separate contracts are considered parts 
of the same Coverage Plan and there is no COB among those 
separate contracts. 

a. "Coverage Plan" includes: group insurance, closed panel or 
other forms of group or group-type coverage (whether 
insured or uninsured); medical care components of group 
long-term care contracts, such as skilled nursing care; medical 
Benefits under group or individual automobile contracts; and 
Medicare or other governmental Benefits, as permitted by 
law. 

b. "Coverage Plan" does not include: individual or family 
insurance; closed panel or other individual coverage (except 
for group-type coverage); school accident type coverage; 
Benefits for non-medical components of group long-term 
care policies; Medicare supplement policies, Medicaid policies 
and coverage under other governmental Plans, unless 
permitted by law. 
Each contract for coverage under a. or b. above is a separate 
Coverage Plan. If a Coverage Plan has two parts and COB 
rules apply only to one of the two, each of the parts is treated 
as a separate Coverage Plan. 

To continue reading, go to /eJ c o l m  on nextpage. 
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2. The order of benefit determination rules determine whether this 
Coverage Plan is a "Primary Coverage Plan" or "Secondary 
Coverage Plan" when compared to another Coverage Plan 
covering the person. 

When this Coverage Plan is primary, its Benefits are determined 
before those of any other Coverage Plan and without considering 
any other Coverage Plan's Benefits. When this Coverage Plan is 
secondary, its Benefits are determined after those of another 
Coverage Plan and may be reduced because of the Primary 
Coverage Plan's Benefits. 

3. "Allowable Expense" means a health care service or expense, 
including deductibles and Copayments, that is covered at least in 
part by any of the Coverage Plans covering the person. When a 
Coverage Plan provides Benefits in the form of services, (for 
example an HMO) the reasonable cash value of each service will 
be considered an Allowable Expense and a benefit paid. An 
expense or S ~ M C ~  that is not covered by any of the Coverage 
Plans is not an Allowable Expense. Dental care, routine vision 4. 
care, outpatient prescription drugs, and hearing aids are examples 
of expenses or services that are not Allowable Expenses under 
the Plan. The following are additional exarnpIes of expenses or 
services that are not Allowable Expenses: 

5. 
a. If a Covered Person is confined in a private Hospital room, 

the difference between the cost of a Semi-private Room in 
the Hospital and the private room, (unless the patient's stay in 
a private Hospital room is medically necessary in terms of 
generally accepted medical practice, or one of the Coverage 
Plans routinely provides coverage for Hospital private rooms) 
is not an Allowable Expense. 6. 

b. If a person is covered by two or more Coverage Plans that 
compute their benefit payments on the basis of usual and 
customary fees, any amount in excess of the highest of the 

To continue reading, go to right column on this page. 

usual and customary fees for a specific benefit is not an 
Allowable Expense. 

c. If a person is covered by two or more Coverage Plans that 
provide Benefits or services on the basis of negotiated fees, 
an amount in excess of the highest of the negotiated fees is 
not an Wowable Expense. 

d. If a person is covered by one Coverage Plan that calculates its 
Benefits or services on the basis of usual and customary fees 
and another Coverage Plan that provides its Benefits or ' 
services on the basis of negotiated fees, the Primary Coverage 
Plan's payment arrangements shall be the Allowable Expense 
for all Coverage Plans. 

e. The amount a benefit is reduced by the Primary Coverage 
Plan because a Covered Person does not comply with the 
Coverage Plan provisions. Examples of these provisions are 
second surgical opinions, precertification of admissions, and 
preferred provider arrangements. 

"Claim Determination Period" means a calendar year. However, 
it does not include any part of a year during which a person has 
no coverage under this Coverage Plan, or before the date this 
COB provision or a sunilar provision takes effect. 

"Closed Panel Plan" is a Coverage Plan that provides health 
Benefits to Covered Persons primarily in the form of services 
through a panel of providers that have contracted with or are 
employed by the Coverage Plan, and that limits or excludes 
Benefits for services provided by other providers, except in cases 
of Emergency or referral by a panel member. 

"Custodial Parent" means a parent awarded custody by a court 
decree. In the absence of a court decree, it is the parent with 
whom the child resides more than one half of the calendar year 
without regard to any temporary visitation. 

771 continue reading, go to left column on nextpage. 
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Order of Benefit Determination Rules 
When two or more Coverage Plans pay Benefits, the rules for 
determining the order of payment are as follows: 

A. The Primary Coverage Plan pays or provides its Benefits as if the 
Secondary Coverage Plan or Coverage Plans did not exist. 

B. A Coverage Plan that does not contain a coordination of Benefits 
provision that is consistent with this provision is always primary. 
There is one exception: coverage that is obtained by virtue of 
membership in a group that is designed to supplement a part of a 
basic package of Benefits may provide that the supplementary 
coverage shall be excess to any other parts of the Coverage Plan ' 
provided by the conttact holder. Examples of these types of 
situations are major medical coverages that are superimposed 
over base Coverage Plan Hospital and surgical Benefits, and 
insurance type coverages that are written in connection with a 
closed panel Coverage Plan to provide Non-Network Benefits. 

C. A Coverage Plan may consider the Benefits paid or provided by 
another Coverage Plan in determining its Benefits only when it is 
secondary to that other Coverage Plan. 

D. The first of the following rules that describes which Coverage 
Plan pays its Benefits before another Coverage Plan is the rule to 
use. 
1. Non-Dependent or Dependent. The Coverage Plan that 

covers the person other than as a Dependent, for example as 
an employee, member, subscriber or retiree is primary and the 
Coverage Plan that covers the person as a Dependent is 
secondary. However, if the person is a Medicare beneficiary 
and, as a result of federal law, Medicare is secondary to the 

. Coverage Plan covering the person as a Dependent; and 
primary to the Coverage Plan covering the person as other 
than a Dependent (e.g. a retired employee); then the order of 
Benefits between the two Coverage Plans is reversed so that 

To continue reading, go to nght column on this page. 

the Coverage Plan covering the person as an Employee, 
Retiree or Dependent is secondary and the other Coverage 
Plan is primary. 

2. Child Covered Under More Than One Coverage Plan. The 
order of Benefits when a chdd is covered by more than one 
Coverage Plan is: 
a. The Primary Coverage Plan is the Coverage Plan of the 

parent whose birthday is earlier in the year if: 

1) The parents are married; 

2) The parents are not separated (whether or not they 
ever have been married); or 

3) A court decree awards joint custody without 
specifying that one party has the responsibility to 
provide health care coverage. 

If both parents have the same birthday, the Coverage 
Plan that covered either of the parents longer is primary. 

b. If the specific terms of a court decree state that one of 
the parents is responsible for the child's health care 
expenses or health care coverage and the Coverage Plan 
of that parent has actual knowledge of those terms, that 
Coverage Plan is primary. This rule applies to claim 
determination periods or plan years commencing after the 
Coverage Plan is given notice of the court decree. 

c. If the parents are not married, or are separated (whether 
or not they ever have been married) or are divorced, the 
order of Benefits is: 

1) The Coverage Plan of the custodial parent; 

2) The Coverage Plan of the spouse of the custodial 
parent; 

3) The Coverage Plan of the noncustodial parent; and 
then 

To continue reading, go to Iej column on nextpage. 
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4) The Coverage Plan of the spouse of the noncustodial 
parent. 

3. Active or inactive employee. The Coverage Plan that covers a 
person as an employee who is neither laid off nor retired is 
primary. The same would hold true if a person is a 
Dependent of a person covered as a Retiree or an Employee. 
If the other Coverage Plan does not have this rule, and if, as a 
result, the Coverage Plans do not agree on the order of 
Benefits, this rule is ignored. Coverage provided an individual 
as a retired worker and as a Dependent of an actively working 
spouse will be determined under the rule labeled D(1). 

4. Continuation coverage. If a person whose coverage is 
provided under a right of continuation provided by federal or- 
state law also is covered under another Coverage Plan, the 
Coverage Plan covering the person as an Employee or Retiree 
(or as that person's Dependent) is primary, and the 
continuation coverage is secondary. If the other Coverage 
Plan does not have this rule, and if, as a result, the Coverage 
Plans do not agree on the order of Benefits, this rule is 
ignored. 

5. Longer or shorter length of coverage. The Coverage Plan that 
covered the person as an Employee or Retiree longer is 

p h a n ~ .  
6. If a husband or wife is covered under this Coverage Plan as a 

Participant and as an Enrolled Dependent, the Dependent 
Benefits will be coordinated as if they were provided under 
another Coverage Plan, this means the Participant's benefit 
will pay first. 

7. If the preceding N ~ S  do not determine the Primary Coverage 
Plan, the Allowable Expenses shall be shared equally between 
the Coverage Plans meeting the definition of Coverage Plan 
under this provision. In addition, this Coverage Plan will not 
pay more than it would have paid had it been primary. 

To contime reading, go to nght column on thispage. 

Effect on the Benefits of this Plan 
A. When this Coverage Plan is secondary, it may reduce its Benefits 

so that the total Benefits paid or provided by all Coverage Plans 
during a claim determination period are not more than 100 
percent of total Allowable Expenses. The difference between the 
benefit payments that this Coverage Plan would have paid had it 
been the Primary Coverage Plan, and the benefit payments that it 
actually paid or provided shall be recorded as a benefit reserve for 
the Covered Person and used by this Coverage Plan to pay any 
Allowable Expenses, not otherwise paid during the claim 
determination period. As each claim is submitted, this Coverage 
Plan will: 

1. Determine its obligation to pay or provide Benefits under its 
contract; 

2. Determine whether a benefit reserve has been recorded for 
the Covered Person; and 

3. Determine whether there are any unpaid Allowable Expenses 
during that claim determination period. 

If there is a benefit reserve, the Secondary Coverage Plan will use 
the Covered Person's benefit reserve to pay up to 100 percent of 
total Allowable Expenses incuried during the claim determination 
period. At the end of the claim determination period, the benefit 
reserve returns to zero. A new benefit reserve must be created for 
each new claim determination period. 

B. If a Covered Person is enrolled in two or more closed panel 
Coverage Plans and if, for any reason, including the provision of 
service by a non-panel provider, Benefits are not payable by one 
closed panel Coverage Plan, COB shall not apply between that 
Coverage Plan and other closed panel Coverage Plans. 

C. This Coverage Plan reduces its Benefits as described below for 
Covered Persons who are eligible for Medicare when Medicare 
would be the Primary Coverage Plan. 

To continue reading, go to iej column on nextpage. 
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Medicare Benefits are determined as if the full amount that would 
have been payable under Medicare was actually paid under 
Medicare, even if: 

The person is entitled but not enrolled for Medicare. 
Mehcare Benefits are determined as if the person were 
covered under Medicare Parts A and B. 

The person is enrolled in a Medicare-tChoice (Medicare Part 
C) plan and receives non-covered services because the person 
did not follow all rules of that plan. Medicare Benefits are 
determined as if the services were covered under Medicare 
Parts A and B. 

0 The person receives services Gom a provider who has elected 
to opt-out of Medicare. Medicare Benefits are determined as 
if the services were covered under Medicare Parts A and B 
and the provider had agreed to limit charges to the amount of 
charges allowed under Medicare rules. 

The services are provided in any facility that is not eligible for 
Medicare reimbursements, including a Veterans 
Administration facility, facility of the Uniformed Services, or 
other facility of the federal government. Medicare Benefits 
are determined as if the services were provided by a facility 
that is eligible for reimbursement under Medicare. 

The person is enrolled under a Plan with a Medicare Medical 
Savings Account. Medicare Benehts are determined as if the 
person were covered under Medicare Parts A and B. 

Right to Receive and Release Needed 
Information 
Certain facts about health care coverage and services are needed to 
apply these COB rules and to determine Benefits payable under this 
Coverage Plan and other Coverage Plans. The Claims Administrator 

To continue reading, go to night column on this page. 

may get the facts it needs from, or give them to, other organizations 
or persons for the purpose of applying these rules and determining 
Benefits payable under this Coverage Plan and other Coverage Plans 
covering the person claiming Benefits. 

The Claims Administrator need not tell, or get the consent of, any 
person to do this. Each person claiming Benefits under this Coverage 
Plan must give us any facts we need to apply those rules and 
determine Benefits payable. If you do not provide us the information 
we need to apply these rules and determine the Benefits payable, your 
claim for Benehts will be denied. 

Payments Made 
A payment made under another Coverage Plan may include an 
amount that should have been paid under this Coverage Plan. If it 
does, we may pay that amount to the organization that made the 
payment. That amount will then be treated as though it were a benefit 
paid under this Coverage Plan. We will not have to pay that amount 
again. The term "payment made" includes providing Benefits in the 
form of services, in which case "payment made" means reasonable 
cash value of the Benefits provided in the form of services. 

Right of Recovery 
If the amount of the payments we made is more than we should have 
paid under this COB provision, we may recover the excess from one 
or more of the persons we have paid or for whom we have paid; or 
any other person or organization that may be responsible for the 
Benefits or services provided for you. Th6"amount of the payments 
made" includes the reasonable cash value of any Benefits provided in 
the form of services. 

To continue reading, go to left column on nextpage. 
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Section 8: General Information about When 
Coverage Ends When Coverage Ends We may discontinue this Benefit Plan and/or all S* benefit 
Plans at any time, as permitted or required by law. 

e Events that cause coverage to end. 

The date your coverage ends. 

on of coverage under federal law 

If your coverage should end, your entitlement to Benefits 
automatically ends on the date that coverage ends, even if you are 
hospitalized or are otherwise receiving medical treatment on that 
date. 

When your coverage ends, we will still pay claims for Covered 
Health Services that you received before your coverage ended. 
However, once your coverage ends, we do not provide Benefits for 
health services that you receive for medical conditions that occurred 
before your coverage ended, even if the underlying medical 
condition occurred before your coverage ended. 

With the exception of a surviving spouse of the Participant, an 
Enrolled Dependent's coverage ends on the date the Participant's 
coverage ends or sooner if the Participant chooses to end the 
Dependent's coverage or as otherwise set forth in this SPD. 

In some cases, you may have the right and option to choose to 
continue coverage at your expense, even though you may no longer 
qualify as an Employee, Retiree or Dependent. For more 
information on this issue, see this section's discussion of 
Continuation of coverage under federal law (COBRA). 

~ $ 3  ru C/, 
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Events Ending Your Coverage 

Coverage ends on the earliest of the dates specified in the following table: 

Ending Event What Happens 

The Entire Plan Ends Your coverage ends on the date the Plan ends. We are responsible for notifying you that your 
coverage has ended. 

YOU Are NO Longer Your coverage ends on the last day of the calendar month in which you are no longer eligible to be a 

Eligible Participant or Enrolled Dependent. Please refer to (Section 10: Glossary of Defined Terms) for a 
more complete definition of the terms "Eligible Person", "Participant", "Dependent" and "Enrolled 
Dependent." 

The Claims Your coverage ends on the last day of the calendar month in which the Claims Administrator receives 
written notice from us instructing the Claims Administrator to end your coverage, or the date Receives requested in the notice, if later. 

Notice to End 
Coverage 

The coverage that you have as an Employee may be available to you in retirement. The Cinergy 
Participant Retires Or iPeopIe Center can provide YOU with this information as well as uplain how to elect coverage as a 

IS Pensioned retiree. 

-0 + z 
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Other Events Ending Your Coverage 

When any of the following happen, we will provide written notice to the Particticipant that coverage has ended on the date the Plan Administrator 
identifies in the notice: 

Ending Event What Happens 

Fraud, Misrepresentation Fraud or misrepresentation, or because the Participant knowingly gave us or the Claims 
Administrator false material information. Examples include false information relating to I 

or False Information another person's eligibility or status as a Dependent. During the first two years the Plan is in 
effect, we have the right to demand that you pay back all Benefits we paid to you, or paid in 
ydur name, during the time you were incorrectly covered under the Plan. After the first two 
years, we can only demand that you pay back these Benefits if the written application contained 
a fraudulent misstatement. 

Material Violation There was a material violation of the terms of the plan. 

Improper Use of ID Card You permitted an unauthorized person to use your ID card, or you used another person's card. 

Failure to Pay You failed to pay a required contribution. 

Threatening Behavior YOU committed acts of physical or verbal abuse that pose a threat to our staff, the Claims 
Administrator's staff, a provider, or other Covered Persons. 

Cd +J Z: 
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For pmoses of the Plan. a person who meets the defulition of a 

Coverage for a Handicapped Child 
Coverage for an unmarried Enrolled Dependent child who is not 
able to be self-supporting because of mental retardation or a physical 
handicap will not end just because the child has reached a certain 
age. We will extend the coverage for that child beyond the limiting 
age if both of the following are true regarding the Enrolled 
Dependent child: 

Is not able to be self-supporting because of mental retardation 
or physical handicap. 

Depends mainly on the Participant for support. 

Coverage will continue as long as the Enrolled Dependent is 
incapacitated and Dependent unless coverage is otherwise 
terminated in accordance with the terms of the Plan. 

We will ask you to furnish the Claims Administrator with proof of 
the child's incapacity and dependency within 31 days of the date 
coverage would otherwise have ended because the child reached a 
certain age. Before the Claims Administrator agrees to this extension 
of coverage for the child, the Claims Administrator may require that 
a Physician chosen by us examine the child. We will pay for that 
examination. 

The Claims Administrator may continue to ask you for proof that 
the child continues to meet these conditions of incapacity and 
dependency. Such proof might include medical examinations at our 
expense. However, we will not ask for this information more than 
once a year. 

If you do not provide proof of the child's incapacity and dependency 
within 31 days of the Claims Administrator's request as described 
above, coverage for that child will end. 

, L 

~ a d d i c a ~ ~ e d  Child, as just explained, shall be considered a 
Dependent for coverage purposes. 

Continuation of Coverage 
If your coverage ends under the Plan, you may be entitled to elect 
continuation coverage (coverage that continues on in some form) in 
accordance with federal law. 

Continuation coverage under COBRA (the federal Consolidated 
Omnibus Budget Reconciliation Act) is available only to Plans that 
are subject to the terms of COBRA. You can contact your Plan 
Administrator to determine if we are subject to the provisions of 
COBRA. 

If you selected continuation coverage under a prior Plan which was 
then replaced by coverage under this Plan, continuation coverage 
will end as scheduled under the prior Plan or in accordance with the 
terminating events listed below, whichever is earlier. 

Continuation Coverage under Federal 
Law (COBRA) 
Much of the language in this section comes from the federal law that 
governs continuation coverage. You should call your Plan 
Adrmnistrator if you have questions about your right to continue 
coverage. 

In order to be eligible for continuation coverage under federal law, 
you must meet the definition of a "Qualified Beneficiary". A 
Qualified Beneficiary is any of the following persons who was 
covered under the Plan on the day before a qualifjmg event: 

To continue reading, go to night column on tb.+ page. To conrinue reading, go to left column on nextpage. 
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A Participant. Notification Requirements and Election 
A Participant's Enrolled Dependent, including with respect to 
the Participant's children, a child born to or placed for adoption 
with the Participant during a period of continuation coverage 
under Federal Law. 

* A Participant's former spouse. 

Qualifying Events for Continuation 
Coverage under COBRA 
If the coverage of a Qualified Beneficiary would ordinarily terminate 
due to one of the following qualifying events, then the Qualified 
Beneficiary is entitled to continue coverage. The Qualified 
Beneficiaw is entitled to elect the same coverage that she or he had 
on the day before the quahfymg event. 

A. Termination of the Employee from employment with us, for any 
reason other than gross misconduct, or reduction of hours; or 

B. Death of the Participant; or 
C. Divorce or legal separation of the Participant; or 

D. Loss of eligibility by an Enrolled Dependent who is a child; or 

E. Entitlement of the Participant to Medicare Benefits; or 
F. The Plan Sponsor filing for bankruptcy, under Title XI, United 

States Code, on or after July 1, 1986, but only for a retired 
Participant and his or her Enrolled Dependents. This is also a 
qualifymg event for any retired Participant and his or her 
Enrolled Dependents if there is a substantial elimination of 
coverage within one year before or after the date the bankruptcy 
was Bed. 

To continue reading, go to nght column on this page. 

Period for Continuation Coverage under 
COBRA 
The Participant or other Qualified Beneficiary must notify the Plan 
Administrator within 60 days of the Participant's divorce, legal 
separation or an Enrolled Dependent's loss of eligibility as an 
Emolled Dependent. If the Participant or other Qualified 
Beneficiary fails to notify the Plan Administrator of these events 
w i b  the 60 day period, the Plan Administrator is not obligated to 
provide continued coverage to the affected Qualified Beneficiary. If 
a Participant is continuing coverage under federal law, the 
Participant must notify the Plan Administrator within 60 days of the 
birth or adoption of a child. 

Continuation must be elected by the later of 60 days after the 
qualifymg event occurs; or 60 days after the Qualified Beneficiary 
receives notice of the continuation right from the PIan 
Administrator. 

If the Qualified Beneficiary's coverage was terminated due to a 
qualifjmg event, then the initial premium due to the Plan 
Administrator must be paid on or before the 45th day after electing 
continua tion. 

COBRA Terminating Events 
COBRA continuation coverage under the Plan will end on the 
earliest of the following dates: 

A. Eighteen months from the date of the qualifjmg event, if the 
Qualified Beneficiary's coverage would have ended because the 
Participant's employment was terminated or horns were reduced 
(i.e., qualifylng event A.). 

To continue reading, go to It$ column on nextpage. 
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If a Qualified Beneficiary is determined to have been disabled 
under the Social Security Act at anytime within the first 60 days of 
continuation coverage for qualifpg event A. then the Qualified 
Beneficiary may elect an additional 11 months of continuation 
coverage (for a total of 29 months of continued coverage) 
subject to the following condition: (i) notice of such disability 
must be provided within 60 days after the determination of the 
disability, and in no event later than the end of the first 18 months; 
(ii) the Qualified Beneficiary must agree to pay any increase in the 
required premium for the additional 11 months; and (iii) if the 
Qualified Beneficiary entitled to the 11 months of coverage has 
non-disabled family members who are also Qualified Benefidaries, 
then those non-disabled Qualified Beneficiaries are also entitled to 
the additional 11 months of continuation coverage. Notice of any 
final determination that the Qualified Beneficiary is no longer 
disabled must be provided within 30 days of such determination. 
Thereafter, continuation coverage may be terminated on the first 
day of the month that begins more than 30 days after the date of 
that determination. 

B. Thirty-six months from the date of the qualifymg event for an 
Enrolled Dependent whose coverage ended because of the death 
of the Participant, divorce or legal separation of the Participant, 
loss of eligibility by an Enrolled Dependent who is a child (i.e. 
qualifymg events B., C., or D.). 

C. For the Enrolled Dependents of a Participant who was entitled 
to Medicare prior to a qualifymg event that was due to either the 
termination of employment or work hours being reduced, 
eighteen months from the date of the qualifjrlng event, or, if 
later, 36 months from the date of the Participant's Medicare 
entitlement. 

D. The date coverage terminates under the Plan for failure to make 
timely payment of the premium. 

To continue reaa?n& go to n@t column on this page. 

E. The date, after electing continuation coverage, that coverage is 
first obtained under any other group health Plan. 

F. The date, after electing continuation coverage, that the Qualified 
Beneficiary hrst becomes entitled to Medicare, except that this 
shall not apply in the event that coverage was terminated 
because the Plan Sponsor filed for banhptcy, (i.e. qualifying 
event F.). 

G. The date the entire Plan ends. 
H. The date coverage would otherwise terminate under the Plan as 

described in this section under the heading Events Ending Your 
Coverage. 

If a Qualified Beneficiary is entitled to 18 months of continuation 
and a second qualifpg event occurs during that time, the Qualified 
Beneficiary's coverage may be extended up to a maximum of 36 
months from the date coverage ended because employment was 
terminated or hours were reduced. If the Qualified Beneficiary was 
entitled to continuation because the Plan Sponsor filed for 
bankruptcy, (i.e. qualifying event F.) and the Participant dies during 
the continuation period, then the other Qualified Benefidaries shall 
be entitled to continue coverage for 36 months from the date of the 
Employee's or Retiree's death. Terminating events B through G 
described in this section will apply during the extended continuation 
period. 

Continuation coverage for Qualified Beneficiaries whose 
continuation coverage terminates because the Participant becomes 
entitled to Medicare may be extended for an additional period of 
time. Such Qualified Beneficiaries should contact the Plan 
Administrator for information regarding ;he continuation period. 

To continue reading, go to ley column on nextpage. 
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Section 9: 
General Legal Provisions 

This section provides you with information about: 
o General legal provisions concerning your Plan. 

Plan Document 
This document is the Plan document and the Summary Plan 
Description. 

 elations ship with Providers 
The relationships between us, the Claims Administrator, and 
Network providers are solely contractual relationships between 
independent conttactors. Network providers are not our agents or 
employees. Nor are they agents or employees of the Claims 
Administrator. Neither we nor any of our employees are agents or 
employees of Network providers. Neither we nor the Claims 
Administrator are liable for any act or omission of any provider. 

We do not provide health care services or supplies, nor do we 
practice medicine. Instead, we pay Benefits. Network providers are 
independent practitioners who run theit own offices and facilities. 
The credentialing process con£irms public information about the 
providers' licenses and other credentials, but does not assure the 
quality of the services provided. 

To continue reading, go to nght coIumn on this page. 

The Claims Administrator is not considered to be an employer or 
Plan Administrator for any purpose with respect to the 
administration or provision of Benefits under this Plan. 

The Plan Administrator is solely responsible for all of the following: 

Enrollment and classification changes (including classification 
changes resulting in your enrollment or the termination of your 
coverage). 

The timely payment of Benefits. 

Notifyulg you of the termination or modifications to the Plan. 

Your Relationship with Providers 
The relationship between you and any provider is that of provider 
and patient. 

You are responsible for choosing your own provider. 

o You must decide if any provider treating you is right for you. 
This includes Network providers you choose and providers to 

, whom you have been referred. 

e You must decide with your provider what care you should 
receive. 

e Your provider is solely responsible for the quality of the services 
provided to you. 

Incentives to Providers 
The Claims Administrator pays Network providers through various 
types of contractual arrangements, some of which may include 
financial incentives to promote the delivery of health care in a cost 
efficient and effective manner. These hancial incentives are not 
intended to affect your access to health care. 

To continue readng, go to l@ column on nextpage. 
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Examples of financial incentives for Network providers are: 

Bonuses for performance based on factors that may include 
quality, member satisfaction, and/or cost effectiveness. 

Capitation - a group of Network providers receives a monthly 
payment from the Claims Administrator for each Covered 
Person who selects a Network provider within the group to 
perform or coordinate certain health services. The Network 

- providers receive this monthly payment regardless of whether 
the cost of providing or arranging to provide the Covered 
Person's health care is less than or more than the payment. 

The methods used to pay specific Network providers may vary. 
From time to time, the payment method may change. If you have 
questions about whether your Network provider's contract includes 
any financial incentives, we encourage you to discuss those questions 
with your provider. You may also contact the Claims Administrator 
at the telephone number on your ID card. They can advise whether 
your Network provider is paid by any financial incentive, including 
those listed above; however, the specific terms of the contract, 
including rates of payment, are confidential and cannot be disclosed. 

Incentives to You 
Sometimes the Claims Administrator may offer coupons or other 
incentives to encourage you to participate in various wellness 
programs or certain disease management programs. The decision 
about whether or not to participate is yours alone but we 
recommend that you discuss participating in such programs with 
your Physician. These incentives are not Benefits and do not alter or 
affect your Benefits. Contact the Claims Administrator if you have 
any questions. 

Interpretation of Benefits 
We and the Claims Administrator have sole and exclusive discretion 
to do all of the following: 

Interpret Benefits under the Plan. 

Interpret the other terms, conditions, limitations and exclusions 
of the Plan, including this SPD and any Riders and 
Amendments. 

Make factual determinations related to the Plan and its Benefits. 

We and the Claims Administrator may delegate this discretionary 
authority to other persons or entities who provide services in regard 
to the administration of the Plan. 

In certain circurnstances, for purposes of overall cost savings or 
efficiency, we may, in our sole discretion, offer Benefits for services 
that would otherwise not be Covered Health Services. The fact that 
we do so in any particular case s h d  not in any way be deemed to 
require us to do so in other similar cases. 

Administrative Services 
We may, in our sole discretion, arrange for various persons or 
entities to provide administrative services in regard to the Plan, such 
as claims processing. The identity of the s e ~ c e  providers and the 
nature of the services they provide may be changed from time to 
time in our sole discretion. We are not required to give you prior 
notice of any such change, nor are we required to obtain your 
approval. You must cooperate with those persons or entities in the 
performance of their responsibilities. 

To continue reading, go to right column on thispage. To contime reading, go to l e j  column on nextpage. 
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Amendments to the Plan 
We reserve the right, in our sole discretion and without your 
approval, to change, interpret, modify, withdraw or add Benefits or 
terminate the Plan. Plan Amendments and Riders are effective on 
the date we specify. 

Any provision of the Plan which, on its effective date, is in conflict 
with the requirements of federal statutes or regulations, or applicable 
state law provisions not otherwise preempted by ERISA (of the 
jurisdiction in which the Plan is delivered) is hereby amended to 
conform to the minimum requirements of such statutes and 
regulations. 

Any change or Amendment to or termination of the Plan, its 
Benefits or its terms and conditions, in whole or in part, shall be 
made solely in a written Amendment (in the case of a change or 
Amendment) or in a written resolution (in the case of a termination), 
whether prospective or retroactive, to the Plan, in accordance with 
the procedures established by us. Covered Persons will receive 
notice of any material modification to the Plan. No one has the 
authority to make any oral modification to the SPD. 

Clerical Error 
If a clerical error or other mistake occurs, that error does not create 
a right to Benefits. These errors include, but are not limited to, 
providing misinformation on eligibility or Benefit coverages or 
entitlements. The terms of this Plan may not be amended by oral 
statements made by the Plan Sponsor, the Plan Administrative 
Committee, the Claims Administrator, or any other person. In the 
event an oral statement conflicts with any term of the Plan, the Plan 
terms will control. It is your responsibility to c o n h  the accuracy of 
statements made by us or our designees, including the Claims 

To continue reading, go to  night column on this page. 

Administrator, in accordance with the terms of this SPD and other 
Plan documents. 

Information and Records 
At times we or the Claims Administrator may need additional 
information from you. You agree to furnish us and/or the Claims 
Administrator with aU information and proofs that we may 
reasonably require regarding any matters pertaining to the Plan., If 
you do not provide this information when we request it we may 
delay or deny payment of your Benefits. 

By accepting Benefits under the Plan, you authorize and direct any 
person or institution that has provided services to you to furnish us 
or the Claims Administrator with aII information or copies of 
records relating to the services provided to you. We or the Claims 
Administrator have the right to request this information at any 
reasonable time. This applies to all Covered Persons, including 
Enrolled ~ e ~ e n d e n t s  whether or not they have signed the 
Participant's enrollment form. We and the Claims Administrator 
agree that such information and records will be considered 
confidential. 

We and the Claims Administrator have the right to release any and 
all records concerning health care services which are necessary to 
implement and administer the terms of the Plan, for appropriate 
medical review or quality assessment, or as we are required to do by 
law or regulation. During and after the term of the Plan, we, the 
Claims Administrator, and our related entities may use and transfer 
the information gathered under the Plan for research and analytic 
purposes. 

For complete listings of your medical records or billing statements 
we recommend that you contact your health care provider. Providers 
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may charge you reasonable fees to cover their costs for providing 
records or completing requested forms. 

If you request medical forms or records from us, we also may charge 
you reasonable fees to cover costs for completing the forms or 
providing the records. 

In some cases, we or the Claims Administrator will designate other 
persons or entities to request records or information from or related 
to you, and to release those records as necessary. Such designees 
have the same rights to this information as the Plan Administrator. 

Examination of Covered Persons 
In the event of a question or dispute regarding your right to 
Benefits, we may require that a Network Physician of our choice 
examine you at our expense. 

Workers' Compensation not Affected 
Benefits provided under the Plan do not substitute for and do not 
affect any requirements for coverage by workers' compensation 
insurance. 

Medicare Eligibility 
Benefits under the Plan are not intended to supplement any 
coverage provided by Medicare. Nevertheless, in some 
circumstances Covered Persons who are eligible for or enrolled in 
Medicare may also be enrolled under the Plan. 

Ifyou are elig'ble for or enrolled in Medicare, please 
read the folfow~~ng i.omaation carefully. 

If you are eligible for Medicare on a primary basis (Medicare pays 
before Benefits under the Plan), you should enroll for and maintain 
coverage under both Medicare Part A and Part B. If you don't enroll 
and maintain that coverage, and if we are the secondary payer as 
described in (Section 7: Coordination of Benefits), we will pay 
Benefits under the Plan as if you were covered under both Medicare 
Part A and Part B. As a result, you d be responsible for the costs 
that Medicare would have paid and you will incur a larger out-of- 
pocket cost. 

If you are enrolled in a Medicare+Choice (Medicare Part C) Plan on 
a primary basis (Medicare pays before Benefits under the Plan), you 
should follow all rules of that Plan that require you to seek services 
from that Plan's participating providers. When we are the secondary 
payer, we will pay any Benefits available to you under the Plan as if 
you had followed all rules of the Medicare+Choice Plan. You will be 
responsible for any additional costs or reduced Benefits that result 
from your failure to follow these rules, and you will incur a larger 
out-of-pocket cost. 

Subtogation and Reimbursement 
Subrogation is the substitution of one person or entity in the place 
of another with reference to a lawful claim, demand or right. 
Immediately upon paying or providing any Benefit, the Plan shall be 
subrogated to and shall succeed to all rights of recovery, under any 
legal theory of any type for the reasonable value of any services and 
Benefits the Plan provided to Covered Persons, from any or all of 
the following listed below. 

In addition to any subrogation rights and in consideration of the 
coverage provided by this Summary Plan Description, the Plan shall 
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also have an independent right to be reimbursed by Covered 
Persons for the reasonable value of any services and Benefits the 
Plan provides to Covered Persons, from any or all of the following 
listed below. 

Third parties, including any person alleged to have caused a 
Covered Person to suffer injuries or damages. 

* Any person or entity who is or may be obligated to provide 
Benefits or payments to a Covered Person, including Benefits or 
payments for underinsured or uninsured motorist protection, 
no-fault or traditional auto insurance, medical payment coverage 
(auto, homeowners or otherwise), workers' compensation 
coverage, other insurance carriers or third party administrators. 

' 

Any person or entity who is liable for payment to a Covered 
Person on any equitable or legal liability theory. 

These third parties and persons or entities are collectively referred to 
as 'Third Parties". 

Covered Persons agree as follows: 

That a Covered Person will cooperate with the Plan in a timely 
manner in protecting our legal and equitable rights to 
subrogation and reimbursement, including, but not limited to: 

providing any relevant information requested by the Plan, 

signing and/or delivering such documents as the Plan or its 
agents reasonably request to secure the subrogation and 
reimbursement claim, 

respondtng to requests for information about any accident 
or injuries, 

To continue reading, go to rJght column on this page. 

o appearing at depositions and in court, and 

0 obtaining the consent of the Plan or its agents before 
releasing any party from liability or payment of medical 
expenses. 

a That f h r e  to Cooperate in this manner shall be deemed a 
breach of contract, and may result in the termination of health 
benefits and/or the institution of legal action against a Covered 
Person. 

That the Plan has the sole authority and discretion to resolve all 
disputes regarding the interpretation of the language stated 
herein. 

That no court costs or,attomeysY fees may be deducted from the 
Plan's recovery without the Plan's express written consent; any 
so-called "Fund Doctrine" or "Common Fund Doctriney' or 
"Attorney's Fund Doctrine" shall not defeat this right, and the 
Plan is not required to participate in or pay court costs or 
attorneys' fees to the attorney hired by a Covered Person to 
pursue his or her darnage/personal injury claim. 

a That regardless of whether a Covered Person have been fully 
compensated or made whole, the Plan may collect from Covered 
Persons the proceeds of any full or partial recovery that a 
Covered Person or his or her legal representative obtain, 
whether in the form of a settlement (either before or after any 
determination of liability) or judgment. The proceeds available 
for collection shall include, but not be limited to any and all 
amounts earmarked as non-economic damage settlement or 
judgment. 

That benefits paid by the Plan may also be considered to be 
benefits advanced. 
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That Covered Persons agree that if they receive any payment That the Plan's rights will be considered as the first priority claim 
from any potentially responsible party as a result of an injury or against Third Parties, including tortfeasors for whom Covered 
illness, whether by settlement (either before or after any Persons are seeking recovery, to be paid before any other of the 
determination of liability), or judgment, the Covered Person will Covered Person's claims are paid. 
serve as a constructive trustee over the funds and failure to hold 
such funds in trust will be deemed as a breach of the Covered That the Plan's rights will not be reduced due to the Covered 

Persons duties hereunder. Person's own negligence. 

That Covered Persons or an authorized agent, such as the That the Plan may, at its option, take necessary and appropriate 

Covered Person's attorney, must hold any funds received from action to preserve its rights under these subrogation provisions, 

any potentially responsible party that are due and owed to the including filing suit in the Covered Persons name, which does 

Plan, as stated herein, separately and alone, and failure to hold not obligate the Plan in any way to pay the Covered Person part 

funds as such will be deemed as a breach of contract, and may of any recovery the Plan might obtain. 

result in the termination of health benefits or the institution of 
legal action against the Covered Person. That the Plan shall not be obligated in any way to pursue this 

right independently or on behalf of the Covered Person. 
e That the Plan shall be entitled to recover reasonable attorney 

e That if the injury or condition giving rise to subrogation or 
fees Erom Covered Persons incurred in collecting from the 
Covered Person any funds held by the Covered Person that he reimbursement involves a minor child, this section applies to the 

or she recovered from any Third Party. parents or guardian of the minor child. 

e That the Plan may set off from any future benefits otherwise That if the injury or condition giving rise to subrogation or 
allowed by the Plan the value of benefits paid or advanced under reimbursement involves the wrongful death of a Plan 
this section to the extent not recovered by the Plan. beneficiary, this section applies to the personal representative of 

the deceased Plan beneficiary. 
That Covered Persons will neither accept any settlement that 
does not fully compensate or reimburse the Plan without the Refund of Overpayments 
Plan's written approval, nor will the Covered Person do anything If we pay Benefits for expenses incurred on account of a Covered 
to prejudice the Plan's rights under this section. Person, that Covered Person, or any other person or organization 

That Covered Persons will assign to the Plan all rights of that was paid, must make a refund to us h either of the following 

recovery against Third Parties, to the extent of the reasonable apply: 
value of s;~ces and Benefits the Plan provided, plus reasonable All or some of the expenses were not paid by the Covered 
costs of collection. Person or did not legally have to be paid by the Covered Person. C) 
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All or some of the payment we made exceeded the Benefits 
under the Plan. 

The refund equals the amount we paid in excess of the amount we 
should have paid under the Plan. If the refund is due from another 
person or orgamzation, the Coveted Person agrees to help us get the 
refund when requested. 

If the Covered Person, or any other person or organization that was 
paid, does not promptly refund the full amount, we may reduce the 
amount of any future Benefits that are payable k d e r  the Plan. The 
reductions will equal the amount of the required refund. We may 
have other rights in addition to the right to reduce future Benefits. 

Limitation of Action 
You cannot bring any legal action against us or the Claim 
Administrator to recover reimbursement until 90 days after you have 
properly submitted a request for reimbursement as described in 
(Section 5: How to File a Claim) and all required reviews of your 
claim have been completed. If you want to bring a legal action 
against us or the Claims Administrator you must do so within three 
years from the expiration of the time period in which a request for 
reimbursement must be submitted or you lose any rights to bring 
such an action against us or the Claims Administrator. 

You cannot bring any legal action against us or the Claims 
Administrator for any other reason unless you fitst complete all the 
steps in the appeal process described in this document. After 
completing that process, if you want to bring a legal action against us 
or the Claims Administrator you must do so within three years of 
the date you are notified of our final decision on your appeal or you 
lose any rights to bring such an action against us or the Claims 
Administrator. 

' d%z  
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- the amount you must pay for Covered Health 

Section 10: Services in a calendar year before we will be& paying for Benefits 
in that calendar year. 

Glos s ary of Defined .~enef i& - your right to payment for Covered Health Services that 
are available under the Plan. Your right to Benefits is subject to the 

Defines the terms used throughout this SPD. 

Is not intended to describe Benefits. 

. Terms terms, conditions, limitations and exclusions of the Plan, including 
this SPD and any applicable Riders and Amendments. 

Care Co e o n S M  - a program provided by the Claims 
' 

Administrator designed to encourage an efficient system of care for 
Covered Persons by identifying and addressing possible unrnet 
covered health care needs. 

. , 
s A d w t . a t o ~ -  the company, or its aftiliate, that provides 

certain claim administration services for the Plan. 
&ternate Facility- a health care facility that is not a Hospital, or a 
facility that is attached to a Hospital and that is designated by the 

- a physical developmental defect that is 

Hospital as an Alternate Facility. This facility provides one or more present at birth, and is identified within the first twelve months of 

of the following services on an outpatient basis, as permitted by law birth. 

Pre-scheduled surgical services. 

Emergency Health Services. 

_Cooavmenr- the charge you are required to pay for certain Covered 
Health Services. A Copayment may be either a set dollar amount or 
a percentage of E b b l e  Expenses. 

Pre-scheduled rehabilitative, laboratory or diagnostic services. Cosmetic Procedures - procedures or services that change or 

An Alternate Facility may also provide Mental Health Services or 
Substance Abuse Services on an outpatient or inpatient basis. 

improve appearance without significantly improving physiological 
function, as determined by Care coordinationSM on our behalf. 

Covered Health Semkefs] -those health services provided for the 
h e n d m e n l -  any attached written description of additional or purpose of preventing, diagnosing or treating a Sickness, Injury, 
revised provisions or Benefits to the Plan. Amendments are subject Mental Illness, substance abuse, or their symptoms. 
to all conditions, limitations and exclusions of the Plan, except for 
those that are specifically amended. 

To continue reading, go to nght coigmn on this page. 

A Covered Health Service is a health care service or supply 
described in (Section 1: What's Covered--Benefits) as a Covered 
Health servide, which is not excluded under (section 2: What's Not w R a ii 
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Covered--Exclusions), including Experimental or Investigational 
Services and Unproven Services. 

Covered Health Services must be provided: 

When the Plan is in effect; 

Prior to the effective date of any of the individual termination 
conditions set forth in this Summary Plan Description; and 

0 Only when the person who receives s e ~ c e s  is a Covered Person 
and meets all eligibility requirements specified in the Plan. 

Decisions about whether to cover new technologies; procedures and 
treatments will be consistent with conclusions of prevailing medical 
research, based on well-conducted randomized trials or cohort 
studies, as described. 

Covered Person - either the Participant or an Enrolled Dependent, 
but this term applies only while the person is enrolled under the 
Plan. References to "you" and "your" throughout this SPD are 
references to a Covered Person. 

Custodial Care - services that: 

Are non-health related services, such as assistance in activities of 
daily living (including but not limited to feeding, dressing, 
bathing, transferring and ambulating); or 

Are health-related services which do not seek to cure, or which 
are provided during periods when the medical condition of the 
patient who requires the service is not changing, or 

Do not require continued administration by trained medical 
personnel in order to be delivered safely and effectively. 

De-  en dent- the Participant's legal spouse or an unmarried 
Dependent child of the Participant or the Participant's spouse, 

To continue reading, go to right column on this page. 
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including a surviving spouse, if such spouse remains unmarried from 
the time of the Employee's or Retiree's death. The term child 
includes any of the following: 

A natural child. 

A stepchild. 

A legally adopted child. 

A child placed for adoption. I 

A Handicapped Child, as described in (Section 8: When 
Coverage Ends). 

A child for whom legal guardianship has been awarded to the 
Participant or the Participant's spouse. 

The definition of Dependent is subject to the following conditions 
and limitations: 

A Dependent includes any unmarried Dependent child under 19 
years of age. 

A Dependent includes an unmarried Dependent child who is 19 
years of age or older, but less than 25 years of age only if you 
furnish evidence upon our request, satisfactory to us, of all the 
following conditions: 

- The child must not be regularly employed on a full-time 
basis. 

- The child must be a Full-time Student. 

- The child must be primarily Dependent upon the Participant 
for support and maintenance. 

The Participant must reimburse us for any Benefits that we pay for a 
child at a time when the child did not satisfy these conditions. 

x B w 0 
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A Dependent also includes a child for whom health care coverage is 
required through a 'Qualified Medical Child Support Order' or other 
court or administrative order, including a National Medical Support 
Notice. We are responsible for determining if an order meets the 
criteria of a Qualified Medical Child Support Order or a National 
Medical Support Notice. 

Desimated Unired Resource Network FaciIig- a Hospital that 
the Claims Administrator names as a Designated United Resource 
Network Facility. A Designated United Resource Network Facility 
has entered into an agreement with the Claims Administrator to 
render Covered Health Services for the treatment of specified 
diseases or conditions. A Designated United Resource Network 
Facility may or may not be located within our geographic area. The 
fact that a Hospital is a Network Hospital does not mean that it is a 
Designated United Resource Network Facility. 

Purable Medical E a u w -  medical equipment that is all of the 
following: 

Can withstand repeated use. 

Is not disposable. 

Is used to serve a medical purpose with respect to treatment of a 
Sickness, Injury or their symptoms. 

Is generally not useful to a person in the absence of a Sickness, 
Injury or their symptoms. 

Is appropriate for use in the home. 

E&ibIe Exoense~ - the amount we will pay for Covered Health 
Services, incurred while the Plan is in effect, which are determined as 
stated below: 

Eligible Expenses are based on either of the following: 

When Covered Health Services are received from Network 
providers, Eligible Expenses .ae the contracted fee(s) with that 
provider. 

When Covered Health Services are received &om non-Network 
providers, unless you receive services as a result of an 
Emergency, Eligible Expenses are determined at the Claims 
Administrator's discretion by either (1) calculating Eligible 
Expenses based on available data resources of competitive fees 
in that geographic area, or (2) applying the negotiated rates 
agreed to by the non-Network provider and either the Claims 
Administrator or one of its vendors, affiliates or subcontractors. 

Ehgble Expenses are determined solely in accordance with the 
Claim Administrator's reimbursement policy guidelines. The 
reimbursement policy guidehes are developed, in the Claim 
Administrator's discretion, following evaluation and validation of all 
provider billings in accordance with one or more of the following 
methodologies: 

0 As indicated in the most recent edition of the Current 
Procedural Terminology (CPT), a publication of the American 
Medical Association. 

As reported by generally recognized professionals or 
publications. 

As used for Medicare. 
* As determined by medical staff and outside medical consultants 

pursuant to other appropriate source of determination that the 
Claims Administrator accepts. 

- a regular full-time Employee of the Plan Sponsor 
who is scheduled to work at his or her job at least 20 hours per week 
or otherwise considered by the Plan Sponsor to be an Employee for 
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Plan Coverage purposes; or a person who retires while covered 
under the Plan. 

flmer~encv- a serious medical condition or symptom resulting 
from Injury, Sickness or Mental Illness which is both of the 
following: 

Arises suddenly. 

* In the judgment of a reasonable person, requires immediate care 
and treatment, generally received within 24 hours of onset, to 
avoid jeopardy to life or health. 

Emer~encv Health Servkee - health care services and supplies 
necessary for the treatment of an Emergency. 

The subject of an ongoing clinical trial that meets the definition 
of a Phase 1,2 or 3 clinical vial set forth in the FDA regulations, 
regardless of whether the trial is actually subject to FDA 
oversight. 

If you have a life-threatening Sickness or condition (one which is 
likely to cause death within one year of the request for treatment) we 
may, in our discretion, determine that an Experimental or 
Investigational Service meets the definition of a Covered Health 
Service for that Sickness or condition. For this to take place, we 
must determine that the procedure or treatment is promising, but 
unproven, and that the service uses a specific research protocol that 
meets standards equivalent to those defined by the National 
Institutes of Health. 

flrn~lo-vee - an Eligible Person who is properly enrolled under the pull-time Studea- a person who is enrolled in and attending, full- 
Plan. The Employee is the person (who is not a Dependent) on time, a recognited course of study or training at one of the 
whose behalf the Plan is established. following: 

firolled Deoendent- a Dependent who is properly enrolled under 
the Plan. 

- medical, surgical, 
diagnostic, psychiatric, substance abuse or other health care services, 
technologies, supplies, treatments, procedures, drug therapies or 
devices that, at the time we make a determination regarding coverage 
in a particular case, are determined to be any of the following: 

Not approved by the U.S. Food and Dmg Administration 
(FDA) to be lawfully marketed for the proposed use and not 
identified in the American Hos~ital Forrnularv Service or the 
United States Pharmacoooeia Disoensing. Information as 
appropriate for the proposed use. 

Subject to review and approval by any institutional review board 
for the proposed use. 

* An accredited high school. 

An accredited college or university. 

A licensed vocational school, technical school, beautician school 
automotive school or similar training school. 

Full-time Student status is determined in accordance with the 
standards set forth by the educational institution. You are no longer 
a Full-time Student at the end of the calendar month you graduate or 
otherwise cease to be enrolled and in attendance at the institution on 
a full-time basis. 

You continue to be a Full-time Student during periods of regular 
vacation established by the institution. If you do not continue as a 
Full-time Student immediately following the period of vacation, the 
Full-time Student designation will end as described above. 
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Home Health - Apency- - a program or organization authorized by 
law to provide health care services in the home. 

kfos~ital - an institution, operated as required by law, that is both of 
the following: 

* Is primarily engaged in providing health services, on an inpatient 
basis, for the acute care and treatment of injured or sick 
individuals. Care is provided through medical, diagnostic and 
surgical facilities, by or under the supervision of a staff of 
Physicians. 

* Has 24 hour nursing seMces. 

A Hospital is not primarily a place for rest, Custodial Care or care of 
the aged and is not a nursing home, convalescent home or similar 
institution. 

JnitialEnrollment Period- the initial period of time, as 
determined by the Plan Administrator, during which Eligible 
Persons may enroll themselves and their Dependents under the Plan. 

h i u q -  bodily damage other than Sickness, including all related 
conditions and recurrent symptoms. 

. .  . & p a d e n t @ -  a Hospital (or a special unit of 
a Hospital that is designated as an Inpatient Rehabilitation Facility) 
that provides rehabilitation health services (physical therapy, 
occupational therapy and/or speech therapy) on an inpatient basis, 
as authorized by law. 

dn-~atient St*- an uninterrupted confinement, following formal 
admission to a Hospital, Skilled Nursing Facility or Inpatient 
Rehabilttation Faciltty. 

To continue reading, go to night column on this page. 

- the maximum amount that we will pay 
for Benefits during the entire period of time that you are enrolled 
under the Plan, or any other Plan of the Plan Sponsor. When the 
Maximum Plan Benefit applies, it is described in (Section 1: What's 
Covered--Benefits). 

Medicarc: - Parts A, B, and C of the insurance program established 
by Title XVIII, United States Social Security Act, as amended by 
42 U.S.C. Sections 1394, et seq. and as later amended. 

Semikeg - Covered Health Services for the 
diagnosis and treatment of Mental Illnesses. The fact that a 
condition is listed in the current Diagnostic and Statistical Manual of 
the American Psychiatric Association does not mean that treatment 
for the condition is a Covered Health Service. 

- the organization or 
individual, designated by us, that provides or arranges Mental Health 
Services and Substance Abuse Services for which Benefits are 
available under the Plan. 

- those mental health or psychiatric diagnostic 
categories that are listed in the current Diagnostic and Statistical 
Manual of the American Psychiatric Association, unless those 
services are specifically excluded under the Plan. 

Netw&- when used to describe a provider of health care services, 
this means a provider that has a participation agreement in effect 
with the Claims Administrator or an affiliate (directly or through one 
or more other organizations) to provide Covered Health Services to 
Covered Persons. 

A provider may enter into an agreement to provide only certain 
Coveted Health Services, but not aII Covered Health Services, or to 
be a Network provider for only some of our products. In this case, 
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the provider will be a Network provider for the Health Services and The following costs will never apply to the Out-of-Pocket 
products included in the participation agreement, and a non- Maximum: 
Network provider for other Health Services and products. The 
participation status of providers will change from time to time. a Any charges for non-Covered Health Services. 

jUetwork3enefitg - Benefits for Covered Health Services that are 
provided by a Network Physician or other Network provider. 

,Nan-Network Benefit4 - Benefits for Covered Health Services that 
are provided by a non-Network Physician or other non-Network 
provider. 

O m  Enrollment Period- a period of time that follows the Initial 
Enrollment Period during which Eligible Persons may enroll 
themselves and Dependents under the Plan. The Plan Administrator 
will determine the period of time that is the Open Enrollment 
Period. 

a Copayrnents for Covered Health Services available by an 
optional Rider. 

Any Copayrnents for Covered Health S e ~ c e s  in (Section 1: 
What's Covered--Benefits) that do not apply to the Out-of- 
Pocket Maximum. 

The amount of any reduced Benefits if you don't notify Care 
coordinationSM as described in (Section 1: What's Covered-- 
Benefits) under the Must You Nofifj Care coordinatiodM? column. 

Charges that exceed Eligible Expenses. 

Any amounts applied towards meeting your Annual Deductible. 

- - ket M a x u  - the maximum amount you pay out-of- Even when the Out-of-Pocket Maximum has been reached, the 

pocket every calendar year after the Annual Deductible is met. If you following will not be paid at 100%: 

use both Network Benefits and Non-Network Benefits, two separate 
Out-of-Pocket Maximums apply. Depending on the geographic area a Any charges for non-Covered Health Services. 

and the service you receive, you may have access to non-Network ' The amount of any reduced Benefits if you don't notitjr Care 
providers who have agreed to discount their charges for Covered coordinationSM as described in (Section 1: What's Covered-- 
Health Services. If you receive Covered Health Services from these Benefits) under the Must You Nofzz Care coordinatiod"? column. 
providers, your Coinsurance for Non-Network Benefits will remain Charges that exceed Elqgble Expenses. 
the same, however the total amount that you owe may be less than if 
you received services from other non-Network providers because -- . . an Eligible Person who is properly enrolled under the . 
the Eligible Expenses may be a lesser amount. Plan. The Participant is the person (who is not a Dependent) on 

whose behalf the Plan is established. 
Once you reach the Out-of-Pocket Maximum, Benefits for those 
Covered Health Services that apply to the Out-of-Pocket hhximum 
are payable at 100°/o of Eligible Expenses during the rest of that - any Doctor of Medicine, "M.D.", or Doctor of 
calendar year. Osteopathy, "D.O.", who is properly licensed and qualified by law. 
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Please Note: Any podiatrist, dentist, psychologist, chiropractor, 
optometrist, or other provider who acts within the scope of his or 
her license wiU be considered on the same basis as a Physician. The 
fact that we describe a provider as a Physician does not mean that 
Benefits for services from that provider are available to you under 
the Plan. 

- United HealthCare Medium PPO Plan f6r Cinergy Corp. 
Health Benefit Plan. 

P/anAdministratczg- is the Cinergy Corp. or its designee as that 
term is defined under ERISA. 

PIan Svonsog - Cinergy Corp.. References to "we", "us", and "our" 
throughout the SPD refer to the Plan Sponsor. 

Prepnancv- includes all of the following: 

Prenatal care. 

e Postnatal care. 

e Childbirth. 

e Any complications associated with Pregnancy. 

- any person who retires from Cinergy and is determined 
and approved by the Plan Sponsor to be eligible to receive coverage 
under the Plan as a Retiree. 

Rider - any attached written description of additional Covered 
Health Services not described in this SPD. Riders are subject to all 
conditions, limitations and exclusions of the Plan except for those 
that are specifically amended in the Rider. 

Sernr- ' ~rivate Rooa - a room with two or more beds. When an 
Inpatient Stay in a Semi-private Room is a Covered Health Service, 
the difference in cost between a Semi-private Room and a private 

To continue reading, go to right column on this page, 

room is a Benefit only when a private room is necessary in terms of 
generally accepted medical practice, or when a Semi-private Room is 
not available. 

Sickness - physical illness, disease or Pregnancy. The term Sickness 
as used in this SPD does not include Mental Illness or substance 
abuse, regardless of the cause or origin of the Mental Illness or 
substance abuse. 

dNurskrr FaciYiiry- a Hospital or nursing facility that is 
licensed and operated as required by law. 

- detection or correction (by manual or 
mechanical means) of subluxation(s) in the body to remove nerve 
interference or its effects. The interference must be the result of, or 
related to, distortion, misalignment or subluxation of, or in, the 
vertebral column. 

stance Abuse Semceg - Covered Health Services for the 
diagnosis and treatment of alcoholism and substance abuse disorders 
that are listed in the current Diagnostic and Statistical Manual of the 
American Psychiatric Association, unless those services are 
specifically excluded. The fact that a disorder is listed in the 
Diagnostic and Statistical Manual of the American Psychiatric 
Association does not mean that treatment of the disorder is a 
Covered Health Service. 

ven Services - services that are not consistent with 
conclusions of prevailing medical research which demonstrate that 
the health service has a beneficial effect on health outcomes and that 
are not based on trials that meet either of the following designs. 

Well-conducted randomized controlled trials. (Two or more 
treatments are compared to each other, and the patient is not 
allowed to choose which treatment is received.) 

To continue reading, go to hft column on nextpage. 
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Well-conducted cohort studies. (Patients who receive study 
treatment are compared to a group of patients who receive 
standard therapy. The comparison group must be nearly identical 
to the study treatment group.) 

Decisions about whether to cover new technologies, procedures and 
treatments will be consistent with conclusions of prevailing medical 
research, based on well-conducted randomized trials or cohort 
studies, as described. 

If you have a life-threatening Sickness or condition (one that is likely 
to cause death within one year of the request for treatment) we and 
the Claims Administrator may, in our discretion, determine that an 
Unproven Service meets the definition of a Covered Health Service 
for that Sickness or condition. For this to take place, we and the 
Claims Administrator must determine that the procedure or 
treatment is promising, but unproven, and that the service uses a 
specific research protocol that meets standards equivalent to those 
defined by the National Institutes of Health. 

 are_- - a facility, other than a Hospital, that provides 
Covered Health Services that are required to prevent serious 
deterioration of your health, and that are required as a result of an 
unforeseen Sickness, Injury, or the onset of acute or severe 
symptoms. 

Z ~ Z  
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Attachment 
I 

Women's Health and Cancer Rights Act 
of 1998 
As required by the Women's Health and Cancer Rights Act of 1998, 
we provide Benefits under the Plan for mastectomy, including 
reconstruction and surgery to achieve symmetry between the breasts, 
prostheses, and complications resulting from a mastectomy 
(including lymphedema). 

If YOU are receiving Benefits in connection with a mastectomy, 
Benefits are also provided for the following Covered Health 
S e ~ c e s ,  as you determine appropriate with your attending 
Physician: 

All stages of reconstruction of the breast on which the 
mastectomy was performed; 

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

Prostheses and treatment of physical complications of the 
mastectomy, including lymphedema. 

The amount you must pay for such Covered Health Services 
(including Copayments and any Annual Deductible) are the same as 
are required for any other Covered Health Service. Limitations on 
Benefits are the same as for any other Covered Health Service. 

Statement of Rights under the Newborns' 
and Mothers' Health Protection Act 
Group health Plans and health insurance issuers generally may not, 
under Federal law, restrict Benefits for any Hospital length of stay in 
connection with childbkth for the mother or newborn child to less 
than 48 hours following a vaginal delivery, or less than 96 hours 
following a cesarean section. However, Federal law generally does 
not prohibit the mother's or newborn's attending provider, after 
consulting with the mother, from discharging the mother or her 
newborn earlier than 48 hours (or 96 hours as applicable). In any 
case, Plans and issuers may not, under Federal law, require than a 
provider obtain authorization fiom the Plan or the insurance issuer 
for prescribing a length of stay not in excess of 48 hours (or 96 
hours). 

a "I- 
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Attachment 

Summary Plan Description 

Name of Plan: Cinergy COT,. Health & Welfare Benefits Plan, as it 
relates to the United HealthCare Medium PPO Plan for Cinergy 
Corp; Group Number 239203 

Name, Address and Telephone Number of Plan Sponsor and 
Named Fiduciary: 

Cinergy Corp. 

139 East Fourth Street 
~incinnati, OH 45202 
(513) 287-3333 

The Plan Sponsor retains all fiduciary responsibilities with respect to 
the Plan except to the extent the Plan Sponsor has delegated or 
allocated to other persons or entities one or more fiduciary 
responsibiltty with respect to the PIan. 

Employer Identification Number (EIN): 31-1385023 

IRS Plan Number: 506 

Effective Date of Plan: January 1,2004 

To continue reading, go to right column on this page. 

Type of Plan: Self-insured health and welfare benefits plan, 
offering group health plan benefits to Employees, Retirees and their 
Dependents. 

Name, Business address, and Business Telephone Number of 
Plan Administrator: 

Cinergy Corp. 
139 East Fourth Street 
Cincinnati, OH 45202 
(5 13) 287-3333 

Claims Administrator: The following entity provides certain 
administrative services for the Plan. 

United HealthCare Insurance Company 
450 Columbus Blvd. 
Hartford, CT 061 15-0450 

Type of Administration of the Plan: The Plan Sponsor provides 
certain administrative services in connection with its Plan. The Plan 
Sponsor may, from time to time in its sole discretion, contract with 
outside parties to arrange for the provision of other administrative 
services including arrangement of access to a Network Provider; 
claims processing services, including coordination of Benefits and 
subrogation; utilization management and complaint resolution 
assistance. This external administrator is referred to as the Claims 
Administrator. The Plan Sponsor also ha's selected a Provider 
Network established by United HealthCare Insurance Company. 
The named fiduciary of Plan is Cinergy Corporation, the Plan 
Sponsor. 

To continue reading, go to cola~mn on nextpage. 
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Petson designated as agent for setvice of legal process: 
Service of process may also be made upon the Plan Administrator. 

Soutce of contributions under the Plan: There are no 
contributions to the Plan. All Benefits under the Plan are paid from 
the general assets of the Plan Sponsor. Any requited Participant 
contributions are used to partially reimburse the Plan Sponsor for 
Benefits under the Plan. 

Method of calculating the amount of conttibution: Participant- 
required contributions to the Plan Sponsor are the Participant's 
share of costs as determined by Plan Sponsor. From time to time, 
the Plan Sponsor will determine the required Participant 
contributions for reimbursement to the Plan Sponsor and distribute 
a schedule of such required contributions to Participants. 

Date of the end of the yeat for purposes of maintaining Plan's 
fiscal records: Plan year shall be a twelve month period ending 
December 31. 

Detetminations of Qualified Medical Child Support Otdets. 

The Plan's procedures for handling qualified medical child support 
orders are available without charge upon request to the Plan 
Administrator. 

Although the Plan Sponsor currently intends to continue the 
Benefits provided by this Plan, the Plan Sponsor reserves the right, 
at any time and for any reason or no reason at all, to change, amend, 
interpret, modify, withdraw or add Benefits or terminate this Plan or 
this Summary Plan Description, in whole or in part and in its sole 
discretion, without prior notice to or approval by Plan participants 
and their beneficiaries. Any change or Amendment to or termination 

To continue reading, go to right column on tbz's page. 
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of the Plan, its Benefits or its terms and condition, in whole or in 
part, shall be made solely in a written Amendment (in the case of a 
change or Amendment) or in a written resolution (in the case of 
termination), whether prospective or retroactive, to the Plan. The 
Amendment or resolution is effective only when approved by the 
body or person to whom such authority is formally granted by the 
terms of the Plan. No person or entity has any authority to make any 
oral changes or Amendments to the Plan. 

Benefits under the Plan are furnished in accordance with the Plan 
Description issued by the Plan Sponsor, including this Summary 
Plan Description. 

Participant's rights under the Employee Retirement Income Security 
Act of 1974 (ERISA) and the procedures to be followed in regard to 
denied claims or other complaints relating to the Plan are set forth in 
the body of this Summary Plan Description. 

Statement of Employee Retirement 
Income Security Act of 1974 (ERISA) 

. Rights 

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

Receive Infotmation About Your Plan and Benefits 

Examine, without charge, at the Plan Administrator's office and at 
other specified locations, such as worksites and union halls, ail 
documents governing the Plan, including insurance contracts and 
collective bargaining agreements, and a copy of the latest annual 

C] 
report (Form 5500 Series) Bed by the Plan with the U.S. 

u 3 a g 
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U.S. Department of Labor, or you may file suit in a Federal court. 
The court will decide who should pay court costs and legal fees. If 
you are successful the court may order the person you have sued to 
pay these costs and fees. If you lose, the court may order you to pay 
these costs and fees, for example, if it finds your claim is frivolous. 

Assistance with Your Questions 

If you have any questions about your Plan, you should contact the 
Plan Administrator. If you have any questions about this statement 
or about your rights under ERISA, or if you need assistance in 
obtaining documents from the Plan Administrator, you should 
contact the nearest office of the Pension and welfare Benefits 
Administration, United States Department of Labor listed in your 
telephone directory or the Division of Technical Assistance and 
Inquiries, Pension and Welfare Benefits Administration, U.S. 
Department of Labor, 200 Constitution Avenue, N.W., Washington, 
D.C. 20210. You may also obtain certain publications about your 
rights and responsibilities under ERISA by calling the publication 
hotline of the Pension and Welfare Benefits Administration. 

' d *z  
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SUMMARY PIAN DESCRIPTION 
of the 

GROUP HEALTH PLAN 
sponsored by 

CINERGY SERVICES, INC. 

The Plan Sponsor has established and continues to maintain this Group Health Plan (the "Plan") for the benefit 
of its Employees, Retirees and their eligible Dependents as provided in this document. 

The coverage provided under the Plan is not in lieu of and does not affect any requirements for coverage by 
Workers' Compensation. 

Benefits under this Plan are provided on a self-insured basis, which means that payment for benefits is 
ultimately the sole financial responsibility of the Plan Sponsor. Certain administrative services with respect to 
the Plan, such as claims processing, are provided under a service agreement with Humana Insurance Company 
(also referred to as the "Plan Manageryy). The Plan Manager is not responsible, nor will it assume 
responsibility, for benefits payable under the Plan. 

This Summary Plan Description provides You with detailed information regarding Your coverage. It spells 
out what is cover.ed and what is not covered. It also identifies Your duties and how much You must pay when 
obtaining services. Although Your coverage is broad in scope, it is important to remember that Your coverage 
is not without limitations. Be sure to read Your Summary Plan Description carehlly before making use of 
Your benefits. 

Any changes in the Plan, as presented in this Summary Plan Description, must be properly adopted by the Plan 
Sponsor, and material modifications must be timely disclosed in writing and included in or attached to this 
document. A verbal modification of the Plan, or promise having the same effect, made by any person will not 
be binding with respect to the Plan. . 

Any provision of this Summary Plan Description which is in conflict with the laws or regulations of the 
jurisdiction in which it is issued, delivered, or renewed is hereby amended to conform to the minimum 
requirements of such laws or regulations. 

Participating Providers are not agents or employees of Humana Insurance Company. When requesting 
authorizations from Humana Insurance Company and ordering services, participating Physicians and other 
Participating Providers are acting on Your behalf. Humana Insurance Company is not responsible for any 
misstatements made by any Participating Provider with regard to the scope of covered services available under 
Your Summary Plan Description. If You have any questions concerning the scope of coverage, please call 
Humana's service center. 

When You review this Summary Plan Description, You will notice that some terms are capitalized each time 
they are used. These terms are defined in the "Definitions" section of Your Summary Plan Description. These 
definitions are part of the Summary Plan Description. Defined terms should be read in light of any special 
meanings given them in the Definitions. 

We realize that You may still have questions as You read this Summary Plan Description. The Humana 
Service Center is available to be of service to You and will do its utmost to assure that Your questions are 
answered. 

We provide health care coverage to Members equally, without regard to race, color, religion, sex or national 
origin. 

Plan Number: 226363 
Effective Date: January 1.2006 
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QUESTIONS? 
- 

The Humana Service Center 

Although most of the information You need regarding Your coverage and the benefits available to You and 
any of Your covered family members can be found in Your Summary Plan Description, there may be some 
times when You need additional information or clarification about Your coverage or Humana practices and 
procedures. 

If You have any questions regarding Your coverage and Your benefits, You can call Humana at the 
number listed on Your Member identification card. 

Service specialists are available to answer Your questions and assist You in the following areas: 

General information pertaining to coverage, emergencies, Copayments, and Physician selection; 
Nameladdress changes; 
BenefitsISummary Plan Description clarification; 
Access to health care services; and 

e Conditions or situations not listed in Your Summary Plan Description. 
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DEFINITIONS 

Here are some terms used in Your Summary Plan Description. Other terms may be defined in the sections that 
follow: 

ACTIVE STATUS means performing on a regular, full-time or part-time basis all customary occupational 
duties for at least 20 hours per week. 

ADMISSION means entry into a facility as a registered inpatient according to the rules and regulations of that 
facility. An Admission ends when the Member is discharged, or released, from the facility and is no longer 
registered as an inpatient. 

AMBULATORY SURGICAL CENTER means an institution that meets all of the following requirements: 

1 .  it must be operated by Physicians and a medical staff which includes registered nurses; 
2. it must have permanent facilities and equipment for the primary purpose of performing surgical 

procedures; 
3. it must provide continuous Physicians' services on an outpatient basis; 
4. it must admit and discharge patients from the facility within the same work Day; 
5. it must be licensed in accordance with the laws of the jurisdiction where it is located; 
6.  it must be run as an Ambulatory Surgical Center as defined by those laws; and 
7. it must not be used for the primary purpose of terminating pregnancies or as an office or clinic for the 

private practice of any Physician or dentist. 

APPROVED HEALTH CARE FACILITY OR APPROVED HEALTH CARE PROGRAM means a 
facility or program which is licensed, certified or otherwise authorized pursuant to the laws of the state in 
which the facility is located to provide health care. It must be approved by the Plan Manager or have entered 
into an agreement with the Plan Manager to provide the care described in the Summary Plan Description. 

BmAST RECONSTRUCTION means the reconstruction of a breast on which a Medically Necessary 
mastectomy has been performed and the reconstruction of the non-diseased breast to achieve symmetry. The 
term also includes prostheses required for such reconstruction and treatment of physical complications of all 
stages of mastectomy including lymphedema, in a manner determined in consultation with the attending 
Participating Physician and the Member. Modification relating to achieving symmetry after the initial 
reconstruction must be Medically Necessary. 

CALENDAR YEAR means the period of time which begins on any January 1'' and ends on the following 
December 3 1"'. When a person first becomes covered under the Plan, the first Calendar Year begins for him or 
her on the effective date of his or her coverage and ends on the December 31'' coinciding with or next 
following his or her effective date. 

CHILD means Your natural born or legally adopted Child. A Child who is in the custody of a principal 
enrollee, pursuant to an interim court order of adoption vesting temporary care of the Child, is an adopted 
Child, regardless of whether a final order granting adoption is ultimately issued. The term also includes any 
Child for whom You are the legal guardian; a Child who is dependent upon Your health care coverage 
pursuant to a valid court order, including a Medical Child Support Order (MCSO). 

CLAIMANT means a Member (or authorized representative) who files a claim. 

CONCIJRRENT CARE DECISION means a decision by the Plan to reduce or terminate benefits otherwise 
payable for a course of treatment that has been approved by the Plan (other than by Plan amendment or 
termination) or a decision with respect to a request by a Claimant to extend a course of treatment beyond the 
period of time or number of treatments that has been approved by the Plan. 
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Definitions Continued 

CONFINEMENT means an uninterrupted stay of more than 16 hours in a Hospital, Skilled Nursing Facility 
or Approved Health Care Facility or Program followed by discharge from that same Hospital, Skilled Nursing 
Facility or Approved Health Care Facility or Program. 

COPAYMENT means the charge, in addition to the Plan fee, which Members are required to pay for certain 
Health Services provided under the Summary Plan Description. The Member must make Copayments at the 
time of service directly to the Provider of the Health Services. 

COVERED EXPENSE means services incurred by a Member due to Injury or Sickness for which benefits 
may be available under the Plan. Covered Expenses are subject to all provisions of the Plan, including the 
limitations and exclusions. 

COVERED PERSON means the Employee, Retiree or any of their covered Dependents. 

CREDITABLE COVERAGE means prior coverage by a Member under any of the following: 

a group health plan, including church and governmental plans; 
health insurance coverage; 
Part A or Part B of Title XVII of the Social Security Act (Medicare); 
Medicaid, other than coverage consisting solely of benefits under section 1928; 
the health plan for active military personnel, including CHAMPIJS; 
the Indian Health Service or other tribal organization program; 
a state health benefits risk pool; 
the Federal Employees Health Benefits Program; 
a public health plan as defined in federal regulations; 
a health benefit plan under section 5(e) of the Peace Corps Act; and 
any other plan which provides comprehensive Hospital, medical and surgical services. 

Creditable Coverage does not include any of the following: 

accident only coverage, disability income insurance or any combination thereof; 
supplemental coverage to liability insurance; 
liability insurance, including general liability insurance and automobile liability insurance; 
workers' compensation or similar insurance; 
automobile medical payment insurance; 
credit-only insurance; 
coverage for on-site medical clinics; 
benefits if offered separately: 
a. limited scope dental and vision; 
b. long-term care, nursing home care, home health care, community based care or any 

combination thereoc and 
c. other similar, limited benefits; 
benefits if offered as independent, non-coordinated benefits: 
a. specified disease of illness coverage; and 
b. Hospital indemnity or other fixed indemnity insurance; 
benefits offered as a separate policy: 
a. Medicare supplement insurance; 
b. supplemental coverage to the health plan for active military personnel, including CHAMPUS; 

and 
c. similar supplement coverage provided to group health plan coverage. 

DAY means a 24-hour period starting at 12:01 a.m. at the group's address. 
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Definitions Continued 

DEPENDENT means a covered Employee's or Retiree's: 

1. Legally recognized spouse; 

2. Unmarried natural blood related Child, stepchild, legally adopted Child or Child placed with the 
Employee or Retiree for adoption, or Child for which the Employee or Retiree has legal guardianship 
whose age is less than the limiting age. Each Child must legally qualify as a Dependent as defined by 
the United States Internal Revenue Service. 

The limiting age for each Dependent Child is: 

a. 19 years; or 
b. 25 years if such Child is taking at least 9 hours at an accredited secondary school, college or 

university. 

Adopted children and children placed for adoption are subject to all terms and provisions of the Plan. 

3. A covered Employee's or Retiree's Child whose age is less than the limiting age and is entitled to 
coverage under the provisions of this Plan because of a Medical Child Support Order. 

You must furnish satisfactory proof to the Plan Manager or Plan Sponsor upon request that the above 
conditions continuously exist. If satisfactory proof is not submitted to the Plan Manager, the Child's coverage 
will not continue beyond the last date of eligibility. 

DETOXIFICATION TREATMENT means those Medically Necessary services which are required to 
physically withdraw, stabilize and evaluate an individual whose use of alcohol or addictive drugs is of such 
magnitude as to create a physical abstinence syndrome that cannot be safely managed an an ambulatory basis 
and which requires 24 hour observation and medical care, or those Medically Necessary services which are 
required to manage and evaluate an individual whose degree of intoxication with alcohol or psychoactive drugs 
has created significant impairment in judgment and motor function such that the care cannot be provided on an 
ambulatory basis and which requires 24 hour observation and medical care. 

DIABETES EQUIPMENT means blood glucose monitors, including monitors designed to be used by blind 
individuals; insulin pumps and associated appurtenances; insulin infusion devices, and podiatric appliances for 
the prevention of complications associated with diabetes. 

DIABETES SELF-MANAGEMENT TRAINING means training provided to a Member after the initial 
diagnosis of diabetes for care and management of the condition including nutritional counseling and use of 
Diabetes Equipment and supplies. It also includes training when changes required to the self-management 
regime and when new techniques and treatments are developed. 

DURABLE MEDICAL EQUIPMENT means equipment which meets the following criteria: 

I .  it can stand repeated use; 
2. it is primarily and customarily used to serve a medical purpose rather than being primarily for comfort 

or convenience; 
3. it is usually not useful to a person in the absence of Sickness or Injury; 
4. it is appropriate for home use; 
5. it is related to the patient's physical disorder. 
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Definitions Continued 

EMERGENCY MEDICAL CONDITION means a medical condition manifesting itself by acute symptoms 
of sufficient severity, including severe pain, that the absence of immediate medical attention could reasonably 
be expected to result in: 

1 .  placing the health of the individual or, with respect to a pregnant woman, the health of the woman or 
her unborn Child, in serious jeopardy; 

2. serious impairment to bodily hnctions; or 
3. serious dysfunction of any bodily organ or part; 

With respect to a pregnant woman who is having contractions: 

I .  a situation in which there is inadequate time to effect a safe transfer to another Hospital before 
delivery; or 

2. a situation in which transfer may pose a threat to the health or safety of the woman or the unborn 
Child. 

EMPLOYEE means a person who is in an eligible class as defined by the Employer. 

EMPLOYER means the sponsor of the Group Plan or any subsidiary(s). 

EXPERIMENTAL OR INVESTIGATIONAL means a drug, biological product, device, medical treatment 
or procedure that meets any one of the following criteria, as determined by the Plan Manager: 

1 .  Reliable Evidence shows the drug, biological product, device, medical treatment, or procedure when 
applied to the circumstances of a particular patient is the subject of ongoing phase I, 11, or I11 clinical 
trials, or 

2. Reliable Evidence shows the drug, biological product, device, medical treatment, or procedure when 
applied to the circumstances of particular patient is under study with a written protocol to determine 
maximum tolerate dose, toxicity, safety, efficacy, or efficacy in comparison to conventional 
alternatives, or 

3. Reliable Evidence shows the drug, biological product, device, medical treatment, or procedure is 
being delivered or should be delivered subject to the approval and supervision of an Institutional 
Review Board (IRB) as required and defined by federal regulations particularly those of the U.S. Food 
and Drug Administration or the Department of Health and Human Services. 

4. Reliable Evidence shall mean only published reports and articles in the authoritative medical and 
scientific literature; the PDQ database of the National Cancer Institute; the written protocol or 
protocols used by the treating facility or the protocols of another facility studying substantially the 
same drug, biological product, device, medical treatment or procedure; the written informed consent 
used by the treating facility or another facility studying substantially the same drug, biological 
product, device, medical treatment or procedure, or regulations and other official actions and 
publications issued by the U.S. Food and Drug Administration or the Department of Health and 
Human Services. 

FAMILY MEMBER means You or Your spouse, or You or Your spouse's Child, brother, sister, parent, 
grandchild or grandparent. 

FREE-STANDING SURGICAL FACILITY means a public or private establishment licensed to perform 
Surgery and which has permanent facilities that are equipped and operated primarily for the purpose of 
performing Surgery. It does not provide services or accommodations for patients to stay overnight. 

HEALTH SERVICES means the health care services or supplies covered under the Summary Plan 
Description, except to the extent that such health care services and supplies are limited or excluded under the 
Summary Plan Description. 
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Definitions Continued 

HEALTH STATUS-RELATED FACTOR means any of the following: 

1. health status or medical history; 
2. medical condition, either physical or mental; 
3. claims experience; 
4. receipt of health care; 
5. genetic information; 
6. disability; or 
7. evidence of insurability, including conditions arising out of acts of domestic violence. 

HOME HEALTH AGENCY means a facility or program which: (1) is licensed, certified or otherwise 
authorized pursuant to the laws of the jurisdiction where it is located as a Home Health Agency; and (2) is 
approved by the Plan Manager to provide the Health Service covered under the Summary Plan Description. 

HOSPICE CARE PROGRAM means a coordinated, interdisciplinary program designed to meet the special 
physical, psychological, spiritual and social needs of the terminally ill Family Member and his or her covered 
Family Members, by providing palliative and supportive medical, nursing and other services through at-home 
or inpatient care. The hospice must be licensed by the laws of the jurisdiction where it is located and must be 
run as a hospice as defined by those laws. It must provide a program of treatment for at least two unrelated 
individuals who have been medically diagnosed as having no reasonable prospect of cure for their illness and, 
as estimated by a Physician, are expected to live less than 6 months as a result of that illness. 

HOSPITAL means institution operated pursuant to law which: (1) is primarily engaged in providing, for 
compensation from its patients, diagnostic and surgical services for the care and treatment of injured or sick 
individuals by or under the supervision of a staff of Physicians; (2) has 24-hour nursing services by registered 
graduate nurses (R.N.'s); (3) is not primarily a place for rest, custodial care of the aged; and (4) is not a nursing 
home, convalescent home or similar institution. 

INFERTILITY SERVICES means services or supplies given for the diagnosis andlor treatment of infertility. 

INJURY means bodily damage resulting from an accident including all related conditions and recurrent 
symptoms. 

LATE ENROLLEE means an Employee or Dependent that request enrollment in a health benefits Plan after 
the initial enrollment period: An individual will not be considered a Late Enrollee if: 

1. the person enrolls during hislher initial enrollment period under the Plan; or 
2. the person enrolls in the Plan during a special enrollment period; or 
3. a court orders that coverage be provided for a minor child under a covered Employee's health benefits 

plan, but only as long as the person requests enrollment for such Dependent within 3 1 Days after the 
court order is issued. 

MAINTENANCE CARE means any service or activity which seeks to prevent Injury or Sickness, prolong 
life, promote health or prevent deterioration of a Covered Person who has reached the maximum level of 
improvement or whose condition is resolved or stable. 

MEDICAL GROUP means the health care professionals and practitioners employed by or contracted with by 
the Plan Manger to provide covered services to Members with the Plan Manager's facilities or Hospitals, or in 
the private ofices of the Medical Group, as designated by the Plan Manager. 
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MEDICALLY NECESSARY means services and supplies which must be: 

1. consistent with the symptom or diagnosis and treatment of the Member's Injury or Sickness; 
2. appropriate with regard to standards of good medical practice; 
3. not solely for the convenience of a Member, Physician, Hospital or ambulatory care facility; or 
4. the most appropriate supply or level of service, which can be safely provided to the Member. When 

applied to the care of an inpatient, it further means that the Member's medical symptoms or condition 
require that the services cannot be safely provided to the Member on an outpatient basis. 

MEDICARE means the insurance program established by Title 18, Social Security Act of 1965, as amended. 

MEMBER means either You or Your Dependent, but applies only while coverage of such person under the 
Plan is in effect. 

MENTAL HEALTH, ALCOHOLISM AND CHEMICAL DEPENDENCY SERVICES means those 
services and supplies covered under the Plan for the diagnosis and treatment of Mental Illness, Alcoholism and 
Chemical or Drug Dependencies, which are classified in the International Classification of Diseases of the U.S. 
Department of Health and Human Services. 

MENTAL ILLNESS means a physical or mental condition having an emotional or psychological origin. 

NON-PARTICIPATING ALTERNATE FACILITY means a facility that is physically, organizationally 
and financially separate fram a Hospital which: (1) may provide outpatient surgical services, emergency 
services, urgent care services or other related outpatient treatment or diagnostic services; and (2) has not been 
designated as a Participating Provider under this Plan. 

NON-PARTICIPATING HOSPITAL means a Hospital that has not been designated to provide services to 
Covered Persons under this Plan. 

NON-PARTICIPATING PROVIDER means a Hospital, Pharmacy, Physician, or any other Health Services 
Provider who has not been designated to provide services under this Plan. 

OPEN ENROLLMENT PERIOD means a period of time at least once a year determined by the Plan 
Sponsor during which Employees and Retirees may enroll themselves and their eligible Dependents. 

ORAL SURGERY means procedures to correct diseases, injuries and defects of the jaw and mouth structures. 
These procedures include but are not limited to the following: (1) Surgical removal of full bony impactions; 
(2) Mandibular (staple) implant; (3) Maxillary or mandibular fienectomy; (4) Alveolectomy and alveoplasty; 
(5) Orthognathic Surgery; and (6) Periodontal Surgery including gingivectomies. 

PARTICIPATING ALTERNATE FACILITY means a facility that is physically, organizationally, and 
financially separate from the Hospital which: (1) may provide out.patient surgical services, emergency services, 
urgent care services or other related outpatient treatment or diagnostic services; and (2) has been designated to 
provide services under this Plan. 

PARTICIPATING HOSPITAL means a Hospital that has been designated to provide services to Covered 
Persons under this Plan. 

PARTICIPATING PROVIDER means a Hospital, Pharmacy, Physician or any other Health Services 
Provider who has been designated to provide services to Covered Persons under this Plan. 
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PHYSICIAN means a duly licensed medical practitioner who is practicing within the scope of his or her 
license and whose services are required to be covered under the Plan by the laws of the State or other 
jurisdiction in which treatment is given. 

PHYSICIAN NETWORK means a partnership, association, corporation, other legal entity or network of 
Physicians on staff at one of the Plan Manager's contracting Hospitals, as defined. 

PLAN means the health care Plan as described herein. 

PLAN ADMINISTRATOR means the Employer. Humana Insurance Company is not the Plan 
Administrator. 

PLAN MANAGER means Humana Insurance Company (HIC). The Plan Manager provides services to the 
Plan Administrator, as defined under the Plan Management Agreement. The Plan Manager is not the Plan 
Administrator or the Plan Sponsor. 

PLAN SPONSOR means Cinergy Services, Inc. 

POST-SERVICE CLAIM means any claim for a benefit under a graup health Plan that is not a Pre-Service 
Claim. 

PRECERTIFICATION means the process of assessing the medical necessity, appropriateness, or utility of 
proposed non-emergency Hospital Admissions, surgical procedures, outpatient care, and other health care 
services. 

PRE-SERVICE CLAIM means a claim with respect to which the terms of the Plan condition receipt of a 
Plan benefit, in whole or in part, an approval of the benefit by the Plan Manager in advance of obtaining 
medical care. 

PRIMARY CARE PHYSICIAN means a licensed practitioner of medicine or osteopathy licensed by the 
jurisdiction where the treatment is given. The Primary Care Physician is a participating Physician who is 
responsible for providing, prescribing, directing and authorizing all care and treatment of a Member. Covered 
Services may be received from a specialist who is a Participating Provider without a referral. 

PROTECTED HEALTH INFORMATION means individually identifiable health information about a 
Covered Person, including: (a) patient records, which includes but is not limited to all health records, 
Physician and Provider notes and bills and claims with respect to a Covered Person; (b) patient information, 
which includes patient records and all written and oral information received about a Covered Person; and (c) 
any other individually identifiable health information about Covered Persons. 

PROVIDER means a facility or professional practitioner that is licensed according to law in the jurisdiction in 
which it, he or she is located or practices. With respect to a professional practitioner, he or she must be 
practicing within the scope of license and the services involved must be required to be covered by the laws of 
the jurisdiction where the treatment is performed. A licensed Ophthalmic Dispenser, Chiropractor, Certified 
Psychologist or Psychological Associate is considered a Provider. 

REASONABLE COSTS means costs that do not exceed negotiated schedules of payments which are 
accepted by Participating Providers, within a specific geographical area specified by the Plan Manager, as 
payment in full. 



Case No. 2006-00 172 
KyPSC-DR-0 1-02 1 

Page 283 of 449 

Definitions Continued 

RECONSTRUCTIVE SURGERY means any Surgery (and all other associated expenses) which is: 

1. incidental to or following surgical removal of all or less than all of a body part. The surgical removal 
must be done as the result of Injury or Sickness of the body part; 

2. done because of a Sickness or a disorder of a normal bodily function; or 
3. done to repair or lessen damage caused by an accident taking place on or after the effective date of this 

coverage for the Member. 

RETIRIEE means a person who is in an eligible class as defined by Employer. 

SEMI-PRIVATE ACCOMMODATIONS means a room with two or more beds in a Hospital, Skilled 
Nursing Facility or other Approved Health Care Facility or Approved Health Care Program. If a Participating 
Physician determines it is Medically. Necessary, Semi-private Accommodations also means private 
accommodations. 

SICKNESS means a disturbance in function or structure of the body which causes physical signs or physical 
symptoms which, if left untreated, will result in a deterioration of the health state of the structure or system(s) 
of the body. The term also includes pregnancy and medical complications of pregnancy. 

SKILLED NURSING FACILITY means a facility which: (1)  is licensed and operated in accordance with 
the laws of the state in which the facility is located; and (2) is approved by the Plan Manager to provide certain 
Health Services; and (3) is Medicare approved. 

SOUND NATURAL TEETH means teeth that are free of active or chronic clinical decay, have at least 50% 
bony support, are fbnctional in the arch, and have not been excessively weakened by multiple dental 
procedures. 

SIJMMARY PLAN DESCRIPTION means this document, which describes the services provided and to 
whom and how services are provided. 

SURGERY means excision or incision of the skin or mucosal tissues, or insertion for exploratory purposes 
into a natural body opening. This includes insertion of instruments into any body opening, natural or 
otherwise, done for diagnostic or other therapeutic purposes. 

TIMELY ENROLLEE means an Employee and/or an Employee's eligible Dependent who applies for 
medical coverage within 3 1 Days of the eligibility date. 

TOTAL DISABILITY OR TOTALLY DISABLED means Your continuing inability, as the result of Injury 
or Sickness, to perform the material and substantial duties of any occupation for which You are suited by 
reason of education, training or experience. The term also means a Dependent's inability to engage in the 
normal activities of a person of like age. If a Dependent is employed, the term means the Dependent's 
inability to perform his or her job. 

TRAUMA means an Injury to living tissue by an external physical force or chemical agent. Trauma does not 
include infections or psychic events. Trauma includes fractures, dislocations, sprains and strains, internal 
injuries, open wounds, superficial injuries, contusions and bums. The current International Classification of 
~iseases-9" Revision specifies these injuries with diagnosis codes 800.0-929.9 and 940.9-959.9. 
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URGENT CARE CLAIM means a claim for medical care or treatment with respect to which the application 
of the time periods for making non-urgent care determinations: 

1. could seriously jeopardize the life or health of the Claimant or the ability of the Claimant to regain 
maximum function; or 

2, in the opinion of a Physician with knowledge of the Claimant's medical condition, would subject the 
Claimant to severe pain that cannot be adequately managed without the care or treatment that is the 
subject of the claim. 

3. Generally, whether a claim is a claim involving urgent care will be determined by the Plan Manager. 
However, any claim that a Physician with knowledge of a Claimant's medical condition determines is 
a "claim involving urgent care" will be treated as a "claim involving urgent care." 

YOU AND YOUR means You as the Employee or Retiree and any of Your covered Dependents, unless 
otherwise indicated. 
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OPEN ENROLLMENT 

Once annually You will have a choice of enrolling yourself and Your eligible Dependents in this Plan. You 
will be notified in advance when the Open Enrollment Period is to begin and how long it will last. If You 
decline coverage for yourself or Your Dependents at the time You are initially eligible for coverage, You will 
be able to enroll yourself andlor eligible Dependents during the Open Enrollment Period. 

PRIMARY CARE PHYSICIAN 

You must choose a Primary Care Physician for yourself and Your Dependents, if any, at the time of 
enrollment. If You fail to choose a Primary Care Physician, the Plan Manager will assign one to You and 
notify You of the assignment. You can change Your Primary Care Physician from time to time by notiQing 
the Plan Manager that You are changing Your Primary Care Physician. 

EMPLOYEE ELIGIBILITY 

You are eligible for coverage if the following conditions are met: 

1 .  You are an eligible hll-time or part-time Employee as defined by the Employer, or a Retiree of the 
Employer who is under age sixty-five (65) and not Medicare eligible; 

2. You reside, live or work in the service area; 

3. You are entitled to participate in group coverage for current Employees or Retirees of the Employer, 
as determined by the Employer, and according to the terms of the Master Group Contract; 

4. You are not a Medicare-eligible Employee who no longer has current Employee status (see Medicare 
Eligibles section). 

Your eligibility date is Your date of hire, date of eligible family status change or January 1 ,  following Open 
Enrollment, as applicable. 

EMPLOYEE EFFECTIVE DATE OF COVERAGE 

You must enroll via a telephone call to the iPeople Center or via web enrollment as acceptable to the 
Employer. 

1 .  If Your completed enrollment is received by the Employer within 3 1 Days after Your eligibility date, 
Your coverage is effective on Your eligibility date, as applicable. 

2. If Your completed enrollment is received by the Employer more than 31 Days after Your eligibility 
date, You are a Late Enrollee and You will not be eligible to apply for coverage under this Plan until 
the next annual Open Enrollment Period. Your coverage will be effective the first Day of the new Plan 
year. 

ELIGIBILITY FOR YOUR DEPENDENTS 

Each Dependent is eligible for coverage on: 

1 .  The date the Employee or Retiree is eligible and enrolled for coverage, if he or she has Dependents 
who may be covered on that date; or 
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2. The date of the Employee's marriage for any Dependent acquired on that date; or 

3. The date of birth of the Employee's natural-born Child; or 

4. The date a Child is placed for adoption under the Employee's legal guardianship, or the date which the 
Employee incurs a legal obligation for total or partial support in anticipation of adoption; or 

5. The date a covered Employee's Child is determined to be eligible as an alternate recipient under the 
terms of a Medical Child Support Order. 

The Employee or Retiree must be enrolled in this plan in order for a Dependent to be enrolled in this plan. In 
any event, no person may be simultaneously covered as both an Employee or Retiree and a Dependent. If both 
parents are eligible for coverage, only one may enroll for Dependent coverage. 

EFFECTIVE DATE FOR YOUR DEPENDENTS 

1. If the Employee wishes to add a newborn Dependent or Dependent (other than a newborn) to the Plan, 
the Dependent can be added via a telephone call to the iPeople Center or via Web enrollment within 
3 1 Days. If the completed enrollment is received within 3 1 Days after the Dependent's eligibility date, 
that Dependent is covered on the date he or she is eligible. 

2. If the completed enrollment is received more than 31 Days after the Dependent's eligibility date, the 
Dependent is a Late Enrollee. The Dependent will not be eligible for coverage under this Plan until the 
next annual Open Enrollment Period. If You apply, Your Dependent's coverage will be effective the 
first Day of the new Plan year. 

No Dependent's effective date will be prior to the covered Employee's effective date of coverage. A Dependent 
Child who becomes eligible for other group coverage through any employment is no longer eligible for 
coverage under this Plan. If Your Dependent Child becomes an eligible Employee of the Employer, he or she 
is no longer eligible as Your Dependent and must make application as an eligible Employee. 

MEDICAL CHILD SUPPORT ORDERS 

An individual who is a Child of a covered Employee shall be enrolled for coverage under the Plan in 
accordance with the direction of a Medical Child Support Order (MCSO) or a National Medical Support 
Notice (NMSN). 

An MCSO is a state court order or judgment, including approval of a settlement agreement that: (a) provides 
for support of a covered Employee's Child; (b) provides for health care coverage for that Child; (c) is made 
under state domestic relations law (including a community property law); (d) relates to benefits under the Plan; 
and (e) is "qualified" in that it meets the technical requirements of ERISA or applicable state law. MCSO also 
means a state court order or judgment that enforces a state Medicaid law regarding medical child support 
required by Social Security Act § 1908 (as added by Omnibus Budget Reconciliation Act of 1993). 

An NMSN is a notice issued by an appropriate agency of a state or local government that is similar to an 
MCSO that requires coverage under the Plan for the Dependent Child of a non-custodial parent who is (or will 
become) a Member by a domestic relations order that provides for health care coverage. 

Procedures for determining the qualified status af MCSO are available at no cost upon request from the Plan 
Administrator. 



Case No. 2006-00 172 
KyPSC-DR-0 1-02 1 

Page 287 of 449 

Eligibility and Effective Dates Continued 

CmDITABLE COVERAGE 

Once You or Your Dependents obtain health plan coverage, You are entitled to use evidence of that coverage 
to reduce or eliminate any pre-existing condition limitation period that might otherwise be imposed when You 
become covered under a subsequent health plan. Evidence may include a certificate of prior Creditable 
Coverage. The length of any pre-existing condition limitation period under the subsequent health plan must be 
reduced by the number of days of Creditable Coverage. 

SPECIAL PROVISIONS FOR NOT BEING IN ACTIVE STATUS 

Your coverage may remain in force for a period of time as determined by Your Employer for a layoff, 
approved leave of absence, Total Disability or military leave of absence. Please see Your Employer for 
details. 

REINSTATEMENT OF COVERAGE FOLLOWING INACTIVE STATUS 

If Your coverage under the Plan was terminated due to a period of service in the uniformed services covered 
under the {Jniformed Services Employment and Reemployment Rights Act of 1994, Your coverage is effective 
immediately on the Day You return to work. Eligibility waiting periods will be imposed only to the extent they 
were applicable prior to the period of service in the uniformed services. 

FAMILY AND MEDICAL LEAVE ACT (F'MLA) 

If You are granted a leave of absence (Leave) by the Employer as required by the Federal Family and Medical 
L,eave Act, You may continue to be covered under the Plan for the duration of the Leave under the same 
conditions as other Employees who are in Active Status and covered by the Plan. If You choose to terminate 
coverage during the Leave, or if coverage terminates as a result of nonpayment of any required contribution, 
coverage may be reinstated on the date You return to Active Status immediately following the end of the 
Leave. Charges incurred after the date of reinstatement will be paid as if You had been continuously covered. 

RIETIREE COVERAGE 

If You are a Retiree and not Medicare eligible You may continue coverage under the Plan until You become 
Medicare eligible. Please see Your Employer for more details. 

SPECIAL ENROLLMENT 

If You previously declined coverage under this Plan for Yourself or any eligible Dependents, due to the 
existence of other health coverage (including COBRA), and that coverage is now lost, this Plan permits You, 
Your Dependent spouse, and any eligible Dependents to be enrolled for medical benefits under this Plan due to 
any of the following qualifying events: 

1. Loss of eligibility for the coverage due to any of the following: 

a. Legal separation; 
b. Divorce; 
c. Cessation of Dependent status (such as attaining the limiting age); 
d. Death; 
e. Termination of employment; 
f. Reduction in the number of hours of employment; 
g. Any loss' of eligibility after a period that is measured by reference to any of the foregoing. 
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h. Meetingor exceeding a lifetime limit on all benefits; 
I. Plan no longer offering benefits to a class of similarly situated individuals, which includes the 

Employee. 

However, loss of eligibility does not include a loss due to failure of the individual or the participant to 
pay premiums on a timely basis or termination of coverage for cause (such as making a fraudulent 
claim or an intentional misrepresentation of a material fact in connection with the plan). 

2. Employer contributions towards the other coverage have been terminated. Employer contributions 
include contributions by any current or former employer (of the individual or another person) that was 
contributing to coverage for the individual. 

3. COBRA coverage under the other plan has since been exhausted. 

The previously listed qualifying events apply only if You stated in writing at the previous enrollment the other 
health coverage was the reason for declining enrollment, but only if Your Employer requires a written waiver 
of coverage which includes a warning of the penalties imposed on Late Enrollees. 

If You are a covered Employee or an otherwise eligible Employee, who either did not enroll or did not enroll 
Dependents when eligible, You now have the opportunity to enroll Yourself and/or any previously eligible 
Dependents or any newly acquired Dependents when due to any of the following family status changes: 

1. Marriage; 
2. Birth; or 
3. Adoption or placement for adoption. 

You may elect coverage under this Plan provided enrollment is within 3 1 days from the qualifying event. You 
MUST provide proof that the qualifying event has occurred due to one of the reasons listed before coverage 
under this Plan will be effective. Coverage under this Plan will be effective the date of the qualifying event, 
unless otherwise specified in this section. 

In the case of a Dependent's birth, enrollment is effective on the date of such birth. 

In the case of a Dependent's adoption or placement for adoption, enrollment is effective on the date of such 
adoption or placement for adoption. 

If You apply more than 3 1 days afier a qualifying event, You are considered a Late Enrollee and will not be 
eligible for coverage under this Plan until the next annual Open Enrollment Period. 

Please see Your Employer for more details. 
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EXTENDED COVERAGE FOR HANDICAPPED CHILDREN 

Coverage of an unmarried Dependent Child who is incapable of self-support because of mental disability or 
physical handicap will be continued beyond the specified limiting age, provided that: (I) the Child became so 
incapacitated prior to attainment of the limiting age; (2) the Child is solely dependent upon You for support 
and maintenance; (3) proof of such incapacity and dependency satisfactory to the Plan Manager is furnished 
within 3 1 Days before the Child's attainment of the limiting age; and (4) payment of any required plan fee for 
the Child is continued. Coverage will be continued so long as the Child continues to be so incapacitated and 
dependent, unless otherwise terminated in accordance with the terms of the Plan. 

Before granting this extension, the Plan Sponsor may require the Child to be examined, at our expense, by a 
Physician the Plan Manager designates. The Plan Sponsor may require satisfactory proof of the Child's 
continued incapacity and dependency, including medical examinations, at our expense, at reasonable intervals 
thereafter. However, such proof will not be required more often than once a year after the Child's attainment 
of the limiting age. 
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INTEGRATION WITH MEDICARE 

When an Employer employs 100 or more persons, the benefits of the Plan will be payable first for a Member 
who is under age 65 and eligible for Medicare. The benefits of Medicare will be payable second. 

MEDICARE PART A means the Social Security program that provides Hospital insurance benefits. 

MEDICARE PART B means the Social Security program that provides medical insurance benefits. 

For the purposes of determining benefits payable for any Member who is eligible to enroll for Medicare Part B, 
but does not, the Plan Manager assumes the amount payable'under Medicare Part B to be the amount the 
Member would have received if he or she enrolled for it. A Member is considered to be eligible for Medicare 
on the earliest date coverage under Medicare could become effective for him or her. 

OPTIONS 

Federal Law allows the Plan's actively working Covered Employees age 65 or older and their covered spouses 
who are eligible for Medicare to choose one of the following options: 

OPTION 1- The benefits of the Plan will be payable first and the benefits of Medicare will be payable second. 

OPTION 2- Medicare benefits only. The Member and his or her Dependents, if any, will not be covered by 
the Plan. 

Each Covered Employee and each covered spouse will be provided with the choice to elect one of these 
options at least one month before the Covered Employee or the covered spouse becomes age 65. All new 
Covered Employees and newly covered spouses age 65 or older will also be offered these options. If Option 1 
is chosen, its issue is subject to the same requirements as for a Covered Employee or Dependent who is under 
age 65. 

Under Federal law, there are two categories of persons eligible for Medicare. The calculation and payments of 
benefits by the Plan differs for each category. 

CATEGORY 1 Medicare Eligibles are actively working Covered Employees age 65 or older and their age 65 
or older covered spouses, and age 65 or older covered spouses of actively working Covered Employees who 
are under age 65. 

CATEGORY 2 Medicare Eligibles are any other Members entitled to Medicare, whether or not they enrolled 
for it. This category includes, but is not limited to, retired Covered Employees and their spouses or covered 
Dependents of a Covered Employee other than his or her spouse. 

CALCULATION AND PAYMENT OF BENEFITS 

For Members in Category 1, benefits are payable by the Plan without regard to any benefits payable by 
Medicare. Medicare will then determine its benefits. 

For Members in Category 2, Medicare benefits are payable before any benefits are payable by the Plan. The 
benefits of the Plan will then be reduced by the full amount of all Medicare benefits the Member is entitled to 
receive, whether or not they were actually enrolled for Medicare. 
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TERMINATION OF COVERAGE 

Employees: Termination of coverage is determined by Your Employer. 

Dependents: Coverage terminates on the earliest of the following: 

1. The date the Employee's or Retiree's coverage terminates; 

2. The date of the Dependent's death; 

3. The end of the calendar month the Dependent enters full-time military, naval or air service; 

4. The end of the calendar month such Covered Person no longer meets the definition of Dependent; 

5. The end of the calendar month the Employee or Retiree requests termination of coverage to be 
effective for their Dependents. 

6.  The end of the calendar month in which a survivor of an active Employee or Retiree remarries. 
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THE CONSOLIDATED OMNIBUS BUDGET RECONCILIATION ACT OF 1986 (COBRA) 

CONTINUATION OF BENEFITS 

On April 7, 1986, the Consolidated Omnibus Budget Reconciliation Act (COBRA) was signed into law. This 
federal law applies to employers with 20 or more employees. The law requires that employers offer employees 
and/or their Dependents continuation of medical coverage at group rates in certain instances where there is a 
loss of group insurance coverage. 

ELIGIBILITY 

A qualified beneficiary under COBRA law means an Employee, Employee's spouse or Dependent Child 
covered by the Plan on the Day before a qualifying event. A qualified beneficiary under COBRA law also 
includes a Child born to the Employee during the coverage period or a Child placed for adoption with the 
Employee during the coverage period. 

EMPLOYEE: An Employee covered by the Employer's Plan has the right to elect continuation coverage if 
coverage is lost due to one of the following qualifying events: 

Termination (for reasons other than gross misconduct) of the Employee's employment or reduction in the 
hours of Employee's employment; or 
Termination of retiree coverage when the former employer discontinues retiree coverage within one year 
before or one year after filing for Chapter 1 1 bankruptcy. . 

SPOUSE: A spouse covered by the Employer's Plan has the right to elect continuation coverage if the group 
coverage is lost due to one of the following qualifying events: 

e The death of the Employee; 
* Termination of the Employee's employment (for reasons other than gross misconduct) or reduction of the 

Employee's hours of employment with the Employer; 
e Divorce or legal separation from the Employee; 

The Employee becomes entitled to Medicare benefits; or 
* Termination of a retiree spouse's coverage when the former employer discontinues retiree coverage within 

one year before or one year after filing for Chapter 11 bankruptcy. 

DEPENDENT CHILD: A Dependent Child covered by the Employer's Plan has the right to continuation 
coverage if group coverage is lost due to one of the following qualifying events: 

The death of the Employee parent; 
The termination of the Employee parent's employment (for reasons other than gross misconduct) or 
reduction in the Employee parent's hours of employment with the Employer; 
The Employee parent's divorce or legal separation; 

* Ceasing to be a "Dependent Child" under the Plan; 
The Employee parent becomes entitled to Medicare benefits; or 

e Termination of the retiree parent's coverage when the former employer discontinues retiree coverage 
within one year before or one year after filing for Chapter 11 bankruptcy. 

LOSS OF COVERAGE 

Coverage is lost in connection" with the foregoing qualified events, when a covered Employee, spouse or 
Dependent Child ceases to be covered under the same Plan terms and conditions as in effect immediately 
before the qualifying event (such as an increase in the premium or contribution that must be paid for 
Employee, spouse or Dependent Child coverage). 
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If coverage is reduced or eliminated in anticipation of an event (for example, an employer eliminating an 
Employee's coverage in anticipation of the termination of the Employee's employment, or an Employee 
eliminating the coverage of the Employee's spouse in anticipation of a divorce or legal separation), the 
reduction or elimination is disregarded in determining whether the event causes a loss of coverage. 

A loss of coverage need not occur immediately after the event, so long as it occurs before the end of the 
Maximum Coverage Period. 

NOTICES AND ELECTION 

The Plan provides that coverage terminates, for a spouse due to legal separation or divorce or for a Child when 
that Child loses Dependent status. Under the law, the Employee or qualified beneficiary has the responsibility 
to inform the Plan Administrator (see Plan Description Information) if one of the above events has occurred. 
The qualified beneficiary must give this notice within 60 Days after the event occurs. (For example, an ex- 
spouse should make sure that the Plan Administrator is notified of his or her divorce, whether or not his or her 
coverage was reduced or eliminated in anticipation of the event). When the Plan Administrator is notified that 
one of these events has happened, it is the Plan Administrator's responsibility to notify the COBRA Service 
Provider, who will in turn notify the qualified beneficiary of the right to elect continuation coverage. 

For a qualified beneficiary who is determined under the Social Security Act to be disabled at any time during 
the first 60 Days of COBRA coverage, the continuation coverage period may be extended 11 additional 
months. The disability that extends the 18-month coverage period must be determined under Title I1 (Old Age, 
Survivors, and Disability Insurance) or Title XVI (Supplemental Security Income) of the Social Security Act. 
To be entitled to the extended coverage period, the disabled qualified beneficiary must provide notice to the 
COBRA Service Provider and Plan Administrator within the initial 18 month coverage period and within 60 
Days after the date of the determination of disability under the Social Security Act. Failure to provide this 
nptice will result in the loss of the right to extend the COBRA continuation period. 

For termination of employment, reduction in work hours, the death of the Employee, the Employee becoming 
covered by Medicare or loss of retiree benefits due to bankruptcy, it is the Plan Administrator's responsibility 
to notify the COBRA Service Provider, who will in turn notify the qualified beneficiary of the right to elect 
continuation coverage. 

Under the law, continuation coverage must be elected within 60 Days after Plan coverage ends, or if later, 60 
Days after the date 'of the notice of the right to elect continuation coverage. If continuation coverage is not 
elected within the 60 Day period, the right to elect coverage under the Plan will end. 

A covered Employee or the spouse of the covered Employee may elect continuation coverage for all covered 
Dependents, even if the covered Employee or spouse of the covered Employee or all covered Dependents are 
covered under another group health plan (as an Employee or otherwise) prior to the election. The covered 
Employee, his or her spouse and Dependent Child, however, each have an independent right to elect 
continuation coverage. Thus a spouse or Dependent Child may elect continuation coverage even if the covered 
Employee does not elect it. 

Coverage will not be provided during the election period. However, if the individual makes a timely election, 
coverage will be provided from the date that coverage would otherwise have been lost. If coverage is waived 
before the end of the 60 Day election period and the waiver revoked before the end of the 60 Day election 
period, coverage will be effective on the date the election of coverage is sent to the COBRA Service Provider 
or Plan Administrator. 
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On August 6, 2002, The Trade Act of 2002 (TAA), was signed in to law. Workers whose employment is 
adversely affected by international trade (increased import or shift in production to another country) may 
become eligible to receive TAA. TAA provides a second 60-Day COBRA election period for those who 
become eligible for assistance under TAA. Pursuant to the Trade Act of 1974, an individual who is either an 
eligible TAA recipient or an eligible alternative TAA recipient and who did not elect continuation coverage 
during the 60-Day COBRA election period that was a direct consequence of the TAA-related loss of coverage, 
may elect continuation coverage during a 60-Day period that begins on the first Day of the month in which he 
or she is determined to be TAA-eligible individual, provided such election is made not later than 6 months 
after the date of the TAA-related loss of coverage. Any continuation coverage elected during the second 
election period will begin with the first Day of the second election period and not on the date on which 
coverage originally lapsed. 

TAA created a new tax credit for certain individuals who became eligible for trade adjustment assistance 
(eligible individuals). Under the new tax provisions, eligible individuals can either take a tax credit or get 
advance payment of 65% of premiums paid for qualified health insurance, including continuation coverage. If 
You have questions about these new tax provisions, You may call the Health Care Tax Credit Customer 
Contact Center toll-free at 1-866-628-4282. TTDRTY callers may call toll-free at 1-866-626-4282. 

The Plan Administrator shall require documentation evidencing eligibility of TAA benefits. The Plan need not 
require every available document to establish evide~ce of TAA, The burden for evidencing TAA eligibility is 
that of the individual applying for coverage under the Plan. 

MAXIMUM COVERAGE PERIOD 

Coverage may continue up to: 
18 months for an Employee and/or Dependent whose group coverage ended due to termination of the 
Employee's employment or reduction in hours of employment; 

0 36 months for a spouse whose coverage ended due to the death of the Employee or retiree, divorce, or the 
Employee becoming entitled to Medicare at the time of the initial qualifying event; 
36 months for a Dependent Child whose coverage ended due to the divorce of the Employee parent, the 
Employee becoming entitled to Medicare at the time of the initial qualifying event, the death of the 
Employee, or the Child ceasing to be a Dependent under the Plan; 
For the retiree, until the date. of death of the retiree who is on continuation due to loss of coverage within 
one year before or one year after the Employer filed Chapter 1 1 bankruptcy. 

DISABILITY 

An 1 1-month extension of coverage may be available if any of the qualified beneficiaries are determined by 
the Social Security Administration (SSA) to be disabled. The disability has to have started at some time before 
the 60" Day of COBRA continuation coverage and must last at least until the end of the 18-month period of 
continuation coverage. The qualified beneficiary must provide notice of such determination prior to the end of 
the initial 18-month continuation period to be entitled to the additional I I months of coverage. Each qualified 
beneficiary who has elected continuation coverage will be entitled to the 1 I-month disability extension if one 
of them qualifies. If a qualified beneficiary is determined by SSA to no longer be disabled, You must notify 
the Plan of that fact within 30 Days after SSA's determination. 
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SECOND QUALIFYING EVENT 

An I&month extension of coverage will be available to spouses and Dependent children who elect 
continuation coverage if a second qualifying event occurs during the first 18 months of continuation coverage. 
The maximum amount of continuation coverage available when a second qualifjring event occurs is 36 months. 
Such second qualifying event may include the death of a covered Employee, divorce or separation from the 
covered Employee, the covered Employee's becoming entitled to Medicare benefits (under Part A, Part B, or 
both), or a Dependent Child's ceasing to be eligible for coverage as a Dependent under the Plan. These events 
can be a second qualifying event only if they would have caused the qualified beneficiary to lose coverage 
under the Plan if the first qualifying event had not occurred. You must notifjr the Plan within 60 Days after the 
second qualifying event occurs if You want to extend Your continuation coverage. 

TERMINATION BEFORE THE END OF MAXIMUM COVERAGE PERIOD 

Continuation coverage will terminate before the end of the maximum coverage period for any of the following 
reasons: 

The Employer no longer provides group health coverage to any of its Employees; 
The premium for continuation is not paid timely; 
The individual on continuation becomes covered under another group health plan (as an Employee or 
otherwise); 
The individual on continuation becomes entitled to Medicare benefits; 
If there is a final determination under Title I1 or XVI of the Social Security Act that an individual is no 
longer disabled; however, continuation coverage will not end until the month that begins more than 30 
Days after the determination; 
The occurrence of any event (e.g. submission of a fraudulent claim) permitting termination of coverage for 
cause under the Plan. 

TYPE OF COVERAGE; PREMIUM PAYMENT 

If continuation coverage is elected, the coverage must be identical to the coverage provided under the 
Employer's Plan to similarly situated non-COBRA beneficiaries. This means that if the coverage for similarly 
situated non-COBRA beneficiaries is modified, coverage for the individual on continuation will be modified. 

The initial premium payment for continuation coverage is due by the 45th Day after coverage is elected. The 
initial premium includes charges back to the date the continuation coverage began. All other premiums are 
due on the first of the month for which the premium is paid, subject to a 3 1 Day grace period. The Employer 
or COBRA Service Provider must provide the individual with a quote of the total monthly premium. 

Premium for continuation coverage may be increased, however, the premium may not be increased more than 
once in any determination period. The determination period is a 12 month period which is established by the 
Plan. 

The monthly premium payment to the Plan for continuing coverage must be submitted directly to the 
Employer or COBRA Service Provider. This monthly premium may include the Employee's share and any 
portion previously paid by the Employer. The monthly premium must be a reasonable estimate of the cost of 
providing coverage under the Plan for similarly situated non-COBRA beneficiaries. The premium for COBRA 
continuation coverage may include a 2% administration charge. However, for qualified beneficiaries who are 
receiving up to 1 1 months additional coverage (beyond the first 18 months) due to disability extension (and not 
a second qualifying event), the premium for COBRA continuation coverage may be up to 150% of the 
applicable premium for the additional months. Qualified beneficiaries who do not take the additional 11 
months of special coverage will pay up to 102% of the premium cost. 
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OTHER INFORMATION 

Additional information regarding rights and obligations under the Plan and under federal law may be obtained 
by contacting the Plan Administrator or the COBRA Service Provider. 

It is important for the Covered Person or qualified beneficiary to keep the COBRA Service Provider, Plan 
Administrator and Plan Manager informed of any changes in address. 

PLAN CONTACT INFORMATION 

iPeople Center 
Cinergy Services, Inc. 
139 E. Fourth St. 
Cincinnati, OH 45202 
Toll Free: 1-866-466-6947 

Humana Insurance Company 
Billing/Enrollment Department 
101 E. Main Street 
Louisville, KY 40201 
Toll Free: 1-800-872-7207 
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CLAIMS PROCEDURES 

SUBMITTING A CLAIM 

This section describes what a Member (or his or her authorized representative) must do to file a claim for Plan 
benefits. 

1. A claim must be filed with the Plan Manager and delivered to the Plan Manager, by mail, postage 
prepaid, by FAX or by e-mail. However, a submission to obtain pre-authorization may also be filed 
with the Plan Manager by telephone. 

2. Claims must be submitted to the Plan Manager at the address indicated in ;he documents describing 
the Plan or Claimant's identification card. Claims will not be deemed submitted for purposes of these 
procedures unless and until received at the correct address. 

3. Also, claims submissions must be in a format acceptable to the Plan Manager and compliant with any 
applicable legal requirements. Claims that are not submitted in accordance with the requirements of 
applicable federal law respecting privacy of Protected Health Information and/or electronic claims 
standards will not be accepted by the Plan. 

4. Claims submissions must be timely. Claims must be filed as soon as reasonably possible after they 
are incurred, and in no event later than 12 months after the date of loss, except if You were legally 
incapacitated. Plan benefits are only available for claims that are incurred by a Member during the 
period that he or she is covered under the Plan. 

5. Claims submissions must be complete. They must contain, at a minimum: 

a. the name of the Member who incurred the Covered Expense; 
b. the name and address of the health care Provider; 
c. the diagnosis of the condition; 
d. the procedure or nature of the treatment; 
e. the date of and place where the procedure or treatment has been or will be provided; 
f. the amount billed and the amount of the Covered Expense not paid through coverage other 

than Plan coverage, as appropriate; and 
g. evidence that substantiates the nature, amount and timeliness of each Covered Expense in a 

format that is acceptable, according to industry standards, and in compliance with applicable 
law. 

A general request for an interpretation of Plan provisions will not be considered to be a claim. Requests of this 
type, such as a request for an interpretation of the eligibility provisions of the Plan, should be directed to the 
Plan Administrator. 

Medical claims and correspondence should be mailed to: 

Humana Claims Ofice 
P.O. Box 14610 
Lexington, KY 405 12-46 10 

MISCELLANEOUS MEDICAL CHARGES 

If You accumulate bills for medical items You purchase or rent yourself, send them to the Plan Manager at 
least once every three months during the year (quarterly). The receipts must include the patient name, name of 
item, date item purchased or rented and name of the Provider of service. 
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PROCEDURAL DEFECTS 

If a Pre-Service Claim submission is not made in accordance with the Plan's procedural requirements, the Plan 
Manager will notify the Claimant of the procedural deficiency and how it may be cured no later than within 
five (5) Days (or within 24 hours, in the case of an IJrgent Care Claim) following the failure. A Post-Service 
Claim that is not submitted in accordance with these claims procedures will be returned to the submitter. 

ASSIGNMENTS AND REPRESENTATIVES 

A Member may assign his or her right to receive Plan benefits to a health care Provider only with the consent 
of the Plan Manager, in its sole discretion, except as may be required by applicable law. Assignments must be 
in writing. If a document is not sufficient to constitute an assignment, as determined by the Plan Manager, 
then the Plan will not consider an assignment to have been made. An assignment is not binding on the Plan 
until the Plan Manager receives and acknowledges in writing the original or copy of the assignment before 
payment of the benefit. 

If benefits are assigned in accordance with the foregoing paragraph and a health care Provider submits claims 
on behalf of a Member, benefits will be paid to that health care Provider. 

In addition, a Member may designate an authorized representative to act on his or her behalf in pursuing a 
benefit claim or appeal. The designation must be explicitly stated in writing and it must authorize disclosure 
of Protected Health Information with respect to the claim by the Plan, the Plan Manager and the authorized 
representative to one another, If a document is not sufficient to constitute a designation of an authorized 
representative, as determined by the Plan Manager, then the Plan will not consider a designation to have been 
made. An assignment of benefits does not constitute designation of an authorized representative. 

. Any document designating an authorized representative must be submitted to the Plan Manager in 
advance, or at the time an authorized representative commences a course of action on behalf of a 
Claimant. At the same time, the authorized representative should also provide notice of 
commencement of the action on behalf of the Claimant to the Claimant, which the Plan Manager may 
verify with the Claimant prior to recognizing the authorized representative status. 

In any event, a health care Provider with knowledge of a Claimant's medical condition acting in 
connection with an Urgent Care Claim will be recognized by the Plan as the Claimant's authorized 
representative. . 

Members should carefully consider whether to designate an authorized representative. An authorized 
representative may make decisions independent of the Member, such as whether and how to appeal a claim 
denial. 

CLAIMS DECISIONS 

After submission of a claim by a Claimant, the Plan Manager will notify the Claimant within a reasonable 
time, as follows: 

PRE-SERVICE CLAIMS 

The Plan Manager will notify the Claimant of a favorable or adverse determination within a 
reasonable time appropriate to the medical circumstances but no later than 15 Days after receipt of the 
claim by the Plan. . 
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However, this peiiod may be extended by an additional 15 Days, if the Plan Manager determines that 
the extension is necessary due to matters beyond the control of the Plan. The Plan Manager will 
notify the affected Claimant of the extension before the end of the initial 15-Day period, the 
circumstances requiring the extension and the date by which the Plan expects to make a decision. 

If the reason for the extension is because of the Claimant's failure to submit information necessary to 
decide the claim, the notice of extension will describe the required information. The Claimant will 
have at least 45 Days from the date the notice is received to provide the specified information. 

URGENT CARE CLAIMS 

The Plan Manager will determine whether a claim is an Urgent Care Claim. This determination will 
be made on the basis of information furnished by or on behalf of a Claimant. In making this 
determination, the Plan Manager will exercise its judgment, with deference to the judgment of a 
Physician with knowledge of the Claimant's condition. Accordingly, the Plan Manager may require a 
Claimant to clarify the medical urgency and circumstances that support the Urgent Care Claim for 
expedited decision-making. 

The Plan Manager will notify the Claimant of a favorable or adverse determination as soon as 
possible, taking into account the medical urgency particular to the Claimant's situation, but not later 
than 72 hours after receipt of the Urgent Care Claim by the Plan. 

However, if a claim is submitted that does not provide sufficient information to determine whether, or 
to what extent, expenses are covered or payable under the Plan, notice will be provided by the Plan 
Manager as soon as possible, but not more than 24 hours after receipt of the Urgent Care Claim by the 
Plan. The notice will describe the specific information necessary to complete the claim. 

= The Claimant will have a reasonable amount of time, taking into account his or her 
circumstances, to provide the necessary information but not less than 48 hours. 
The Plan Manager will notify the Claimant of the Plan's Urgent Care Claim determination as 
soon as possible, but in no event more than 48 hours after the earlier of: 

1. The Plan's receipt of the specified information; or 
2. . The end of the period afforded the Claimant to provide the specified additional 

information. 

CONCURRENT CARE DECISIONS 

The Plan Manager will notify a Claimant of a Concurrent Care Decision that involves a reduction in or 
termination of benefits that have been pre-authorized. The Plan Manager will provide the notice 
sufficiently in advance of the reduction or termination to allow the Claimant to appeal and obtain a 
determination on review of the adverse determination before the benefit is reduced or terminated. 

A request by a Claimant to extend a course of treatment beyond the period of time or number of 
treatments that is a claim involving urgent care will be decided by the Plan Manager as soon as 
possible, taking into account the medical exigencies. The Plan Manager will notify a Claimant of the 
benefit determination, whether adverse or not within 24 hours after receipt of the claim by the Plan, 
provided that the claim is submitted to the Plan at least 24 hours prior to the expiration of the 
prescribed period of time or number of treatments. 
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POST-SERVICE CLAIMS 

The Plan Manager wiil notify the Claimant of a favorable or adverse determination within a 
reasonable time, but not later than 30 Days after receipt of the claim by the Plan. 

However, this period may be extended by an additional 15 Days, if the Plan Manager determines that 
the extension is necessary due to matters beyond the control of the Plan. The Plan Manager will 
notifL the affected Claimant of the extension before the end of the initial 30-Day period, the 
circumstances requiring the extension and the date by which the Plan expects to make a decision. 

If the reason for the extension is because of the Claimant's failure to submit information necessary to 
decide the claim, the notice of extension will describe the required information. The Claimant will 
have at least 45 Days from the date the notice is received to provide the specified information. The 
Plan Manager will make a decision no later than 15 Days after the earlier of the date on which the 
information provided by the Claimant is received by the Plan or the expiration of the time allowed for 
submission of the additional information. 

TIMES FOR DECISIONS 

The periods of time for claims decisions presented above begin when a claim is received by the Plan, in 
accordance with these claims procedures. 

PAYMENT OF CLAIMS 

The Plan Manager will make direct payment to the Hospital, clinic or Physician's office unless the Plan 
Manager is advised in writing that You have already paid the bill. If You have paid the bill, please indicate on 
the original statement, "paid by Employee" and send it directly to the Plan Manager. You will receive a 
written explanation of the benefit determination. The Plan Manager reserves the right to request any 
information required to determine benefits or process a claim. You or the Provider of services will be 
contacted if additional information is needed to process Your claim. 

When an Employee's Child is subject to a Medical Child Support Order (hlCSO), the Plan Manager will make 
reimbursement of eligible expenses paid by You, the Child, the Child's non-Employee custodial parent or legal 
guardian, to that Child or the Child's custodial parent or legal guardian, or as provided in the MCSO. 

Payment of benefits under this Plan will be made in accordance with an assignment of rights for You and Your 
Dependents as required under state Medicaid law. 

Benefits payable on behalf of You or Your covered Dependent after death will be paid, at the Plan's option, to 
any Family Memberts) or Your estate. 

The Plan Manager will rely upon an affidavit to determine benefit payment, unless it receives written notice of 
valid claim before payment is made. The affidavit will release the Plan from further liability. 

Any payment made by the Plan Manager in good faith will fully discharge it to the extent of such payment. 

Payments due under the Plan will be paid upon receipt of written proof of loss. 
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INITLAL DENIAL NOTICES 

Notice of a claim denial (including a partial denial) will be provided to Claimants by mail, postage prepaid, by 
FAX or by e-mail, as appropriate, within the time frames noted. 

However, notices of adverse decisions involving Urgent Care Claims may be provided to a Claimant orally 
within the time frames noted for expedited Urgent Care Claim decisions. If oral notice is given, written 
notification will be provided to the Claimant no later than 3 Days after the oral notification. 

A claims denial notice will state the specific reason or reasons for the adverse determination, the specific Plan 
provisions on which the determination is based and a description of the Plan's review procedures and 
associated timeline. The notice will also include a description of any additional material or information 
necessary for the Claimant to perfect the claim and an explanation of why such material or information is 
necessary. 

The notice will describe the Plan's review procedures and the time limits applicable to such procedures, 
including a statement of the Claimant's right to bring a civil action under ERISA Section 502(a) following an 
adverse benefit determination on review. 

The notice will also disclose any internal Plan rule, protocol or similar criterion that was relied on to deny the 
claim. A copy of the rule, protocol or similar criterion relied upon will be provided to a Claimant free of 
charge upon request. 

If the adverse determination is based on medical necessity, Experimental or Investigational or. similar 
exclusion or limit, the notice will provide either an explanation of the scientific or clinical judgment for the 
determination, applying the terms of the Plan to the Claimant's medical circumstances, or a statement that such 
explanation will be provided free of charge upon request. 

In the case of an adverse decision of an IJrgent Care Claim, the notice will provide a description of the Plan's 
expedited review procedures applicable to such claims. 

APPEALS OF ADVERSE DETERIMINATIONS 

A Claimant must appeal an adverse determination within 180 Days after receiving written notice of the denial 
(or partial denial). With the exception of Urgent Care Claims and Concurrent Care Decisions, the Plan uses a 
two level appeals process for all adverse determinations. The Plan Manager will make the determination on the 
first level of appeal. If the Claimant is dissatisfied with the decision on this first level of appeal, or if the Plan 
Manager fails to make a decision within the time frame indicated below, the Claimant may appeal to the Plan 
Administrator. IJrgent Care Claims and Concurrent Care Decisions are subject to a single level appeal process 
only, with the Plan Manager making the determination. 

A first level appeal must be made by a Claimant by means of written application, in person, or by mail 
(postage prepaid), addressed to: 

Humana G&A 
P.O. Box 14610 

Lexington, KY 405 12-46 10 
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A second level appeal must be made by a Claimant by means of written application, in person, or by mail 
(postage prepaid), addressed to: 

Humana G&A 
P.O. Box 14610 

Lexington, KY 405 12-46 10 

Appeals of denied claims will be conducted promptly, will not defer to the initial determination, and will not 
be made by the person who made the initial adverse claim determination or a subordinate of that person. The 
determination will take into account all comments, documents, records, and other information submitted by the 
Claimant relating to the claim. 

A Claimant may review relevant documents and may submit issues and comments in writing. A Claimant on 
appeal may, upon request, discover the identity of medical or vocational experts whose advice was obtained on 
behalf of the Plan in connection with the adverse determination being appealed, as permitted under applicable 
law. 

If the claims denial is based in whole, or in part, upon a medical judgment, including determinations with 
regard to whether a particular treatment, drug, or other item is experimental, investigational, or for research 
purposes, or not Medically Necessary or appropriate, the person deciding the appeal will consult with a health 
care professional who has appropriate training and experience in the field of medicine involved in the medical 
judgment. The consulting health care professional will not be the same person who decided the initial appeal 
or a subordinate of that person. 

Time Periods for Decisions on Appeal -- First Level 

Appeals of claims denials will be decided and notice of the decision provided as follows: 

lJrgent Care Claims As soon as possible, but not later than 72 hours after the Plan Manager 
receives the appeal request (if oral notification is given, written 
notification will follow in hard copy or electronic format within the next 

Pre-Service Claims Within a reasonable period, but not later than 15 Days after the Plan 
receives the appeal request. 

I P o s F - ~  Claims reasonable period but no later than 30 after Days after the Plan 

I claim involved. J 
Concurrent Care ~ecisions 

Time Periods for Decisions on Appeal - Second Level 

Manager receives the appeal request. 
Within the time periods specified above, depending upon the type of 

Appeals of claims denials will be decided and notice of the decision provided as follows: 

L I Manager receives the appeal request. I 

Pre-Service Claims 

Post-Service Claims 

Within a reasonable period, but not later than 15 
Manager receives the appeal request. 
Within a reasonable period but no later than 30 Days after the Plan 
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APPEAL DENIAL NOTICES 

Notice of a benefit determination on appeal will be provided to Claimants by mail, postage prepaid, by FAX, 
or by e-mail, as appropriate, within the time frames noted above. 

A notice that a claim appeal has been denied will convey the specific reason or reasons for the adverse 
determination and the specific plan provisions on which the determination is based. 

The notice will also disclose any internal Plan rule, protocol or similar criterion that Was relied on to deny the 
claim. A copy of the rule, protocol or similar criterion relied upon will be provided to a Claimant free of  
charge upon request. 

If the adverse determination is based on a medical necessity or experimental treatment or similar exclusion or 
limit, the notice will provide either an explanation of the scientific or clinical judgment for the determination, 
applying the terms of the Plan to the Claimant's medical circumstances, or a statement that such explanation 
will be provided free of charge upon request. 

In the event of a denial of an appealed claim, the Claimant on appeal will be entitled to receive, upon request 
and without charge, reasonable access to and copies of any document, record or other information: 

I.  Relied on in making the determination. 
2. Submitted, considered or generated in the course of making the benefit determination. 
3. That demonstrates compliance with the administrative processes and safeguards required with respect 

to such determinations. 
4. That constitutes a statement of policy or guidance with respect to the Plan concerning the denied 

treatment, without regard to whether the statement was relied on. 

RIGHT TO REQUllU3 MEDICAL EXAMS 
(Applies only to medical Plans) 

The Plan has the right to require that a medical exam be performed on any Claimant for whom a claim is 
pending as often as may be reasonably required. If the Plan requires a medical exam, it will be performed at 
the Plan's expense. The Plan also has a right ta request an autopsy in the case of death, if state law so allows. 

EXHAUSTION 

Upon completion of the appeals process under this section, a Claimant will have exhausted his or her 
administrative remedies under the Plan. If the Plan Manager or Plan Administrator fails to complete a claim 
determination or appeal within the time limits set forth above, the Claimant may treat the claim or appeal as 
having been denied, and the Claimant may proceed to the next level in the review process. 

LEGAL ACTIONS AND LIMITATIONS 

A civil action may not be brought with respect to Plan benefits until all remedies under the Plan have been 
exhausted. 
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THE UNIFORMED SERVICES EMPLOYMENT AND REEMPLOYMENT 
RIGHTS ACT OF 1994 (USERRA) 

CONTINUATION OF BENEFITS 

Effective October 13, 1994 federal law requires that health plans must offer to continue coverage for 
Employees who are absent due to service in the uniformed services and/or their Dependents. Coverage may 
continue for up to 18 or 24 months after the date the Employee is first absent due to uniformed service. 

ELIGIBILITY 

An Employee is eligible for continuation under USERRA if absent from employment because of voluntary or 
involuntary performance of duty in the Armed Forces, Army National Guard, Air National Guard, 
commissioned corps of the Public Health Service, or any other category of persons designated by the 
President of the United States of America in a time of war or national emergency. Duty includes absence for 
active duty, active duty for training, initial active duty for training, inactive duty training, full-time National 
Guard duty and for the purpose of an examination to determine fitness for duty. 

An Employee's Dependents who have coverage under the Plan immediately prior to the date of the Employee's 
covered absence are eligible to elect continuation under USERRA. 

PREMIUM PAYMENT 

If continuation of Plan coverage is elected under USERRA, the Employee or Dependent is responsible for 
payment of the applicable cost of coverage. If the Employee isabsent for less than 3 1 days, the cost will be the 
amount the employee would otherwise pay for coverage. For absences longer than 30 days, the cost may be up 
to 102% of the cost of coverage under the Plan. This includes the Employee's share and any portion previously 
paid by the Employer. 

DURATION OF COVERAGE 

Elected continuation coverage under USERRA will continue until the earlier of: 

18 months beginning the first day of absence from employment due to service in the uniformed 
services for elections made prior to 12/10/04; or 
24 months beginning the first day of absence from employment due to service in the uniformed 
services for election's beginning on or after 12/10/04; or 
The day after the employee fails to apply for or return to employment as required by USERRA, after 
completion of a period of service. 

Under federal law, the period of coverage available under USERRA shall run concurrently with the COBRA 
period available to an Employee and/or eligible Dependents. 

OTHER INFORMATION 

Employees should contact their Employer with any questions regarding coverage normally available during a 
military leave of absence or continuation coverage and notify the Employer of any changes in marital status, or 
a change of address. 
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CO0RI)INATION OF BENEFITS PROVISIONS APPLICABLE TO ALL 
SERVICES 

WHAT A COORDINATION OF BENEFITS PROVISION DOES 

If a person is covered by this Plan and by any of the other plans described below, a coordination of benefits 
provision will be used when the amount of benefits payable by this Plan and the amount of benefits payable by 
any of the other plans for the same medical expenses would exceed the total amount of allowable expenses in a 
claim determination period. A coordination of benefits provision determines the order in which all plans pay 
their benefits and when, depending on the order of benefit determination, a plan may reduce its benefits so that 
not more than 100% of the total amount of allowable expenses are paid jointly by all plans. 

Under this provision, a plan is defined as coverage of medical or dental expenses or services by any group 
insurance plan on an insured or uninsured basis; service plan contracts, group or individual practice or other 
pre-payment plans; or labor-management trusted plans, union welfare plans, employers organization plans or 
employee benefit organization plans. "Plan" does not include coverage under individual or franchise policies 
or contracts, an indemnity-type policy, an excess insurance policy, a specified disease or accident policy or a 
Medicare supplement policy. Each plan or part of a plan, which has the right to coordinate benefits, is 
considered to be a separate plan. 

ORDER OF BENEFIT DETERMINATION 

In order to administer this provision, it is first necessary to determine the order in which all of the plans pay 
their benefits. This order is shown below: 

1 .  a plan which does not contain a coordination of benefits provision is considered to determine its 
benefits before a plan which does contain a coordination of benefits provision; 

2. a plan which covers a person as an employee is considered to determine its benefits before a plan 
which covers a person as a dependent; and 

3. a plan which covers a person as the dependent of a person whose month and day of birth (excluding 
the year of birth) occurs earlier in the Calendar Year is considered to determine its benefits before a 
plan which covers the person as the dependent of a person whose month and day of birth (excluding 
the year of birth) occurs later in the Calendar Year. If one of the plans does not have this "birthday 
rule" provision, then the plan without this provision determines the order in which benefits will be 
paid. In the case of divorced or legally separated parents, the order of payment is determined as 
shown below: 

a. if there is a court decree which establishes financial responsibility for a dependent child's 
health care expenses, the plan of the parent with that responsibility is considered to determine 
its benefits before the plan of the parent without the responsibility; 

b. if there is no such decree and the parent with custody of the child has not remarried, the plan 
which covers the child as a dependent of the parent with custody is considered to determine 
its benefits before the plan of the parent without custody; or 

c. if the parent with custody of the child has remarried, the plan which covers the child as a 
dependent of the parent with custody determines its benefits first, the plan which covers the 
child as a dependent of the step-parent determines its benefits second and the plan which 
covers the child as a dependent of the parent without custody determines its benefits third. 

If the above rules fail to establish the order of payment, the plan that has covered the person for the longest 
time is considered to determine its benefits first. However, a person may be covered as an active employee by 
one plan and as a retired or laid-off person by another plan. 
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Coordination of Benefits Provisions Applicable To All Services Continued 

In this case, if both planscontain a provision regarding retired or laid-off employees, the plan that covers the 
person as an active employee is considered to determine its benefits before the plan that covers the person as a 
retired or laid-off employee. If either one of the plans does not contain a provision for retired or laid-off 
employees, the order of benefit determination will be used to determine the order of payment by the plans. 

HOW BENEFITS ARE COORDINATED 

If, based on the order of benefit determination, the benefits of this Plan are payable first the benefits payable by 
the other plans are ignored when the Plan Manager determines the amount payable by this Plan. If this Plan's 
benefits are payable after those of any other plan, the Plan Manager adds up the benefits payable by each of the 
plans in the order in which they pay and compares the total benefits payable to the total amount of Allowable 
Expenses. 

If this Plan's payments would result in benefits being paid that exceed total Allowable Expenses, this Plan's 
benefits are reduced. When coordination of benefits reduces the total amount otherwise payable in a claim 
determination period for a person covered by this Plan, each benefit that would have been payable in the 
absence of coordination is reduced in proportion. The reduced amounts are charged against any applicable 
benefit limit of this Plan. In no event will this Plan's payment be more than it would have been in the absence 
of other plans. 

The Plan reserves the right to release to or obtain from any other health care plan, insurance company or other 
organization or person, any information which this Plan needs for the purpose of coordination of benefits. 

When payment, which should have been made by this Plan based on the terms of this provision have been 
made by any other plan, the Plan has the right to pay to any organization making these payments an amount it 
considers to be warranted. Amounts paid in this manner are considered to be benefits paid by this Plan. After 
the Plan makes such payments it has no further liability. 

When an overpayment has been made, the Plan has the right to recover that payment to the extent of the 
excess. The Plan may recover the overpayment from the person to whom it was made or from any other 
plan, insurance company or organization. 

A Member must utilize a Participating Provider to be eligible for secondary benefits under this Plan. 
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The Beneficiary agrees that by accepting and in return for the payment of Covered Expenses by the Plan in 
accordance with the terms of this Plan: 

1. The Plan shall be repaid the fir11 amount of the Covered Expenses it pays fiom any amount received 
fiom others for the bodily Injuries or losses which necessitated such Covered Expenses. Without 
limitation, "amounts received from others" specifically includes, but is not limited to, liability 
insurance, worker's compensation, uninsured motorists, underinsured motorists, "no-fault" and 
automobile med-pay payments. 

2. The Plan's right to repayment is, and shall be, prior and superior to the right of any other person or 
. entity, including the Beneficiary. 

3. The right to recover amounts from others for the Injuries or losses which necessitate Covered 
Expenses is jointly owned by the Plan and the Beneficiary. The Plan is subrogated to the 
Beneficiary's rights to that extent. Regardless of who pursues those rights, the funds recovered shall 
be used to reimburse the Plan as prescribed above; the Plan has no obligation to pursue the rights for 
an amount greater than the amount that it has paid, or may pay in the future. The rights to which the 
Plan is subrogated are, and shall be, prior and superior to the rights of any other person or entity, 
including the Beneficiary. 

4. The Beneficiary will cooperate with the Plan in any effort to recover from others for the bodily 
Injuries and losses which necessitate Covered Expense payments by the Plan. The Beneficiary will 
notie the Plan immediately of any claim asserted and any settlement entered into, and will do nothing 
at any time to prejudice the rights and interests of the Plan. Neither the Plan nor the Beneficiary shall 
be entitled to costs or attorney fees from the other for the prosecution of the claim. 

RIGHT TO COLLECT NEEDED INFORMATION 

You must cooperate with the Plan Manager and when asked, assist the Plan Manager by: 

0 Authorizing the release of medical information including the names of all providers from whom You 
received medical attention; 

o Obtaining medical information and/or records from any provider as requested by the Plan Manager; 
o Providing information regarding the circumstances of Your Sickness or bodily Injury; 
o Providing information about other insurance coverage and benefits, including information related to 

any bodily Injury or Sickness for which another party may be liable to pay compensation or benefits; 
and 
Providing information the Plan Manager requests to administer the Plan. 

Failure to provide the necessary information will result in denial of any pending or subsequent claims, 
pertaining to a bodily Injury or Sickness for which the information is sought, until the necessary information is 
satisfactorily provided. 

DUTY TO COOPERATE IN GOOD FAITH 

You are obliged to cooperate with the Plan Manager in order to protect the Plan's recovery rights. Cooperation 
includes promptly notifying the Plan Manager that you may have a claim, providing the Plan Manager with 
relevant information, and signing and delivering such documents as the Plan Manager reasonably request to 
secure the Plan's recovery rights. You agree to obtain the Plan's consent before releasihg any party from 
liability for payment of medical expenses. You agree to provide the Plan Manager with a copy of any 
summons, complaint or any other process serviced in any lawsuit in which you seek to recover compensation 
for your bodily injury or sickness and its treatment. 



Case No. 2006-00 172 
KyPSC-DR-0 1 -02 I 

Page 308 of 445 

Reimbursement/Subrogation Continued 

You will do whatever is necessary to enable the Plan Manager to enforce the Plan's recovery rights and will do 
nothing after loss to prejudice the Plan's recovery rights. 

You agree that you will not attempt to avoid the Plan's recovery rights by designating all (or any 
disproportionate part) of any recovery as exclusively for pain and suffering. 

Failure of the covered person to provide the Plan Manager such notice or cooperation, or any action by the 
covered person resulting in prejudice to the Plan's rights will be a material breach of this Plan and will result in 
the covered person being personally responsible to make repayment. In such an event, the Plan may deduct 
from any pending or subsequent claim made under this Plan any amounts the covered person owes the Plan 
until such time as cooperation is provided and the prejudice ceases. 
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GElWRAL PROVISIONS 

The following provisions are to protect Your legal rights and the legal rights of the Plan. 

RELATIONSHIP BETWEEN PARTIES 

The relationship between the Plan Manager, Participating Providers and the Plan Sponsor is a contractual 
relationship between independent contractors. Participating Providers and Groups are not the Plan Manager's 
agents or employees nor is the Plan Manager or any of the Plan Manager's employees an agent or employee of 
Participating Providers or the Group. 

The relationship between a Participating Provider and any Member is that of Provider and patient. The 
Participating Provider is solely responsible for the medical services provided to any Member. 

The relationship between the Group and any Member is that of Employer and Employee or Dependent. 

CONTESTABILITY 

The Plan has the right to contest the validity of Your coverage under the Plan at any time. 

RIGHT TO REQUEST OVERPAYMENTS 

The Plan reserves the right to recover any payments made by the Plan that were: 

1. Made in error; or 

2. Made to You or any party on Your behalf where the Plan determines the payment to You or any party 
is greater than the amount payable under this Plan. 

The Plan has the right to recover against You if the Plan has paid You or any other party on Your behalf. 

WORKERS' COMPENSATION NOT AFFECTED 

The Plan is not issued in lieu of, nor does it affect any requirement for coverage by any Workers' 
Compensation or Occupational Disease Act or Law. 

WORKERS' COMPENSATION 

If benefits are paid by the Plan and the Plan determines You received Workers' Compensation for the same 
incident, the Plan has the right to recover as described under the Reimbursement/Subrogation provision. The 
Plan will exercise its right to recover against You even though: 

1. The Workers' Compensation benefits are in dispute or are made by means of settlement or 
compromise; 

2. No final determination is made that bodily Injury or Sickness was sustained in the course of or 
resulted from Your employment; 

3. The amount of Workers' Compensation due to medical or health care is not agreed upon or defined by 
You or the Workers' Compensation carrier; 

4. The medical or health care benefits are specifically excluded from the Workers' Compensation 
settlement or compromise. 
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General Provisions Continued 

You hereby agree that, in consideration for the coverage provided by the Plan, You will notify the Plan 
Manager of any Workers' Compensation claim You make, and that You agree to reimburse the Plan as 
described above. 

MEDICAID 

This Plan will not take into account the fact that an Employee or Dependent is eligible for medical assistance 
or Medicaid under state law with respect to enrollment, determining eligibility for benefits, or paying claims. 

If payment for Medicaid benefits has been made under a state Medicaid plan for which payment would 
otherwise be due under this Plan, payment of benefits under this Plan will be made in accordance with a state 
law which provides that the state has acquired the rights with respect to a covered Employee to the benefits 
payment. 

CONSTRUCTION OF PLAN TERMS 

The Plan has the sole right to construe and prescribe the meaning, scope and application of each and all of the 
terms of the Plan, including, without Iimitation, the benefits provided thereunder, the obligations of the 
beneficiary and the recovery rights of the Plan; such construction and prescription by the Plan shall be final 
and uncontestable. 
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PRXVACY OF PROTECTEI) HEALTH INFORMATION 

In order for the Plan to operate, it may be necessary from time to time for health care professionals, the Plan 
Administrator, individuals who perform Plan-related functions under the auspices of the Plan Administrator, 
the Plan Manager and other service providers that have been engaged to assist the Plan in discharging its 
obligations with respect to delivery of benefits, to have access to what is referred to as Protected Health 
Information. 

A Covered Person will be deemed to have consented to use of Protected Health Information about him or her 
by virtue of enrollment in the Plan. Any individual who may not have intended to provide this consent and 
who does not so consent must contact the Plan Administrator prior to filing any claim for Plan benefits, as 
coverage under the Plan is contingent upon consent. 

Individually identifiable health information will only be used or disclosed for purposes of Plan operation or 
benefits delivery. In that regard, only the minimum necessary disclosure will be allowed. The Plan 
Administrator, P l h  Manager, and other entities given access to Protected Health Information, as permitted by 
applicable law, will safeguard Protected Health Information to ensure that the information is not improperly 
disclosed. 

Disclosure of Protected Health Information is improper if it is not allowed by law or if it is made for any 
purpose other than Plan operation or benefits delivery. Disclosure for Plan purposes to persons authorized to 
receive Protected Health Information may be proper, so long as the disclosure is allowed by law and 
appropriate under the circumstances. Improper disclosure includes disclosure to the Employer for employment 
purposes, employee representatives, consultants, attorneys, relatives, etc. who have not executed appropriate 
agreements effective to authorize such disclosure. 

The Plan Manager will afford access to Protected Health Information in its possession only as necessary to 
discharge its obligations as a service provider, within the restrictions noted above. However, Plan records that 
include Protected Health Information are the property of the Plan. Information received by the Plan Manager 
is information received on behalf of the Plan. 

The Plan Manager will afford access to Protected Health Information as reasonably directed in writing by the 
Plan Administrator, which shall only be made with due regard for confidentiality. In that regard, the Plan 
Manager has been directed that disclosure of Protected Health Information may be made to the following 
parties: 

Attn: Manager of iPeople Center Attn: HR Specialists of iPeople Center 
Cinergy Services, Inc. Cinergy Services, Inc. 
139 E. Fourth St. 139 E. Fourth St. 
Cincinnati, OH 45202 Cincinnati, OH 45202 

Attn: Health Care Group 
Cinergy Services, Inc. 
139 E. Fourth St. 
Cincinnati, OH 45202 - 

Individuals who have access to Protected Health Information in connection with their performance of Plan- 
related functions under the auspices of the Plan Administrator will be trained in these privacy policies and 
relevant procedures prior to being granted any access to Protected Health Information. The Plan Manager and 
other Plan service providers will be required to safeguard Protected Health Information against improper 
disclosure through contractual arrangements. 
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Privacy of Protected Health Information Continued 

In addition, You should know that the Employer / Plan Sponsor may legally have access, on an as-needed 
basis, to limited health information for the purpose of determining Plan costs, contributions, Plan design, and 
whether Plan modifications are warranted. In addition, federal regulators such as the Department of Health 
and Human Services and the Department of Labor may legally require access to Protected Health Information 
to police federal legal requirements about privacy. 

Covered Persons may have access to Protected Health Information about them that is in the possession of the 
Plan, and they may make changes to correct errors. Covered Persons are also entitled to an accounting of all 
disclosures that may be made by any person who acquires access to Protected Health Information concerning 
them and uses it other than for Plan operation or benefits delivery. In this regard, please contact the Plan 
Administrator. 

Covered Persons are urged to contact the originating health care professional with respect to medical 
information that may have been acquired from them, as those items of information are relevant to medical care 
and treatment. And finally, Covered Persons may consent to disclosure of Protected Health Information, as 
they please. 
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HEALTH SERVICES AGREEMENT 

SCHEDULE OF SERVICES PROVIDED BY PARTICIPATING PROVIDERS 

Each Member is entitled to receive the covered Health Services and benefits described below. All such Health 
Services: 

( I )  Must be Medically Necessary unless specified otherwise; 

(2) Are subject to the exciusions and limitations described elsewhere in this agreement; and 

(3) Are subject to any stated Copayment amounts. 

Services rendered by Non-Participating Providers are not covered, except as specifically indicated in the 
"Referral Health Services Rendered by ~Non-Participating Providers" and "Emergency Coverage at Non- 
Participating Providers" sections of this Summary Plan Description. 

Services are deemed to be received on the date a covered service is performed or furnished. 

A Member may request the transfer of his or her medical care to another Primary Care Physician whose 
practice is open to enrollment of additional patients. The Member may request such a transfer as often as it is 
medically appropriate. The transfer of care to the newly selected Primary Care Physician will be made within 
24 hours, if at all possible, and be effective on the first Day of the month if the Plan Manager receives the 
request by the last working Day of the previous month. In the event transfer is not accomplished within 24 
hours, the Member will receive a credit for the office visit Copayment amount applicable to the first visit to the 
new Primary Care Physician. 
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Lifetime maximum: Unlimited 

A. Precertification 

Medical Management is a UtilizationICase Management Program provided by the Plan Manager. 

The Medical Management team will provide Precertification as required by Your Plan. Medical Management 
recommends calling as soon as possible to receive proper Precertification. Refer to Your ID card for the phone 
number to call for Precertification. 

[ DESCRIPTIONOF I SPECIAL PROVISIONS 

Inpatient Mental Disorder, 
Chemical Dependence or 
Alcoholism 

PENALTY 
SERVICES 

Inpatient Hospitalization 

-. 
Mental Disorder, 

Chemical Dependence or 
Alcoholism 

The Plan Manager must 6e If the Admission is not precertified, 
notified prior to Admission. If the benefits for both the Physician and 
Admission is on an emergency Hospital are not covered. 
basis, the Plan Manager must be 
notified within 48 hours or the first 
business Day following Pi 

Skilled Nursing Facility s 
~ o m e  Health Care r 
Hospice Care I- 

Admission. -- 
+If the Admission is not precertified, The Plan Manager must be 

notified prior to Admission. If the 
Admission is on an emergency 
basis, the Plan Manager must be 
notified within 48 hours or the first 
business Day following 

benefits for both the Physician and 
Hospital are not covered. 

Admission. 
The Plan Manager must be 

- 
If Outpatient Mental Disorder, 

notified prior to services being 
rendered. 

The plan-~anager must be 
notified prior to services being 
rendered. 
The Plan Manager must be 
notified prior to services being 
rendered. 
The Plan Manager must'be 
notified prior to services being 

chemical Dependence or 
Alcoholism is not precertified, it is 
not covered. 
If the Skilled Nursing Facility 
Confinement is not precertified, it 
is not covered. 
If Home Health Care is not 
precertified, it is not covered. 

If Hospice Care is not precertified, 
it is not covered. 

Dental Injuries and Oral Surgery 
rendered. 
The Plan Manager must be 
notified prior to services being 
rendered. 

If a dental Injury or Oral Surgery is 
not precertified, it is not covered. 
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B. Basic Primary Care Physician's Services 

DESCRIPTION OF I SPECIAL PROVISIONS I MEMBER'S COPAYMENT I 

below for routine care benefits) I - 
Visits while the Member is I Only while sGices  are being I 
confined in a Hospital 

- 
Emergency room visits 

$20 per visit 
SERVICES 

Services received in the 
Physician's office (other than 
routine services - please see 

Must be for the diagnosis, care or 
treatment of a Sickness or Injury. 

provided under Subsection D 
(Room, board, general nursing 
care and Medically Necessary 
special diets) of this schedule, 
including, but not limited to, the 
initial examination of a newborn 
Child. 
Must be for the diagnosis, care or 
treatment of a Sickness or Injury. 
Subject to the terms and 
conditions outlined in the 
Emergency Coverage at Non- 
participating Providers provision 
and the Eligible Expenses For 
Emergency Medical Conditions 

$75 per visit 
(waived if admitted) 

-. 
Allergy testing, serum and 

- -- 1 Routine x-ray and laboratory 
1 Routine vision exams (including 

provision. 

None 

None 

$50 for CATPET scans and MRI 
$20 per visit 

injections 
Injections of drugs or medicines 

~ m m u n i ~ o n s  

Diagnostic x-ray and laboratory 

None 

Adult routine care exam Annual exams must be appropriate $20 per visit 
with regard to Member's age, sex 
and health status, as determined 

Must be for the treatment of a 
Sickness or Injury; does not 
include allergy treatments or 
immunizations covered under 
Subsection B (allergy testing, 
serum and injections or 
immunizations) of this schedule. 
Does not apply to immunizations 
given for, or in connection with, 
travel. 

[ refraction and tonometry) I I --.--.A 

Routine Child care exam 

by the Plan Manager. 

Limited to one per Calendar Year. $20 per visit 
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B. Basic Primary Care Physician's Services (continued) 

/ Exams $20 per visit 

MEMBER'S COPAYMENT DESCRIPTION OF 
SERVICES 

Routine hearing: 

Testing - -- 
Routine mammogram Limited to one mammogram for 

SPECIAL PROVISIONS 
.- 
Limited to one per Calendar Year. 

women age 35 through 39, one 
mammogram every two years for 
women age 40 through 49, and 
one mammogram per Calendar 

administration 

Routine pap smears - 
Prostate antigen testing 
Surgery, anesthesia and its 

performed at one operative 
session, the amount payable for 
these procedures will be limited to 
the Reasonable Cost for the 
primary procedure and 50% of the 
Reasonable Cost for subsequent 
procedures when performed 
independently. No benefits will be 
payable for incidental procedures. 1 

C. Basic Participating Physician's Services (Does Not Include Primary Care Physician's Services) 

Year for woken age 50 and over. 
Limited to one per Calendar Year. 
Limited to one per Calendar Year. 
If multiple surgical procedures are 

DESCRIPTION OF I SPECIAL PROVISIONS- 

$20 per visit for the exam 
None -- 
None 

t o s s  care o r  

confined in a Hospital 

Physician's office 
Visits while the Member is 

pro;ided under Subsection 6 
(Room, board, general nursing 
care and Medically Necessary 
special diets) of this schedule, 
including, but not limited to, the 
initial examination of a newborn 

treatment of a ~ick;;ess or Injury. 
Only while services are being 

MEMBER'S COPAYMENT 

visit 

Child. 
Must be for the diagnosis, care or 
treatment of a sickness or Injury. 
Subject to the terms and 
conditions outlined in the 
Emergency Coverage at Non- 
participating Providers provision 
and the Eligible Expenses For 
Emergency Medical Conditions 

provision. 
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C. Basic Participating Physician's Services (Does Not Include Primary Care Physician's Services) 
(Continued) 

Testin 
Diagn:stic x-ray and laboratory, 
Pathologist and Radiologist 
Routine mammogram 

I $20 per visit 

MEMBER'S COPAYMENT 

None 

None 

$20 per visit 

DESCRIPTION OF 
SERVICES 

Allergy testing, serum and 
injections 
Injections of drugs or medicines 

Routine vision exams (including 

I None I 

SPECIAL PROVISIONS 

Must be for the treatment of a 
Sickness or Injury; does not 
include allergy treatments or 
immunizations covered under 
Subsection B (allergy testing, 
serum and injections or 
immunizations) of this schedule. 
Limited to one per Calendar Year. 

. . -.-- 

$50 for CATIPET scans and MRI 1 
Limited to one karnmogram for 
women age 35 through 39, one 
mammogram every two years for 
women age 40 through 49, and 
one mammogram per Calendar 

--. 
Routine pap smears 
Prostate antigen testing -- 
Surgery, anesthesia and its 

1 Second surgical opinion from a 

- - -  
administration 

consulting participating 
Physician 

Year for women &e 50 and over. 
Limited to one per Calendar Year. 
Limited to one per Calendar Year. 
Includes surgical assistance, 
covered at 25% of the primary 
surgeon's fee. 

If multiple surgical procedures are 
performed at one operative 
session, the amount payable for 
these procedures will be limited to 
the Reasonable Cost for the 
primary procedure and 50% of the 
Reasonable Cost for subsequent 
procedures when performed 
independently. No benefits will be 

$20 per visit for the exam 
None 
None 

payable for incidental procedures. 
Consulting Participating Physician 
must personally examine the 
Member. 

$20 per visit 

No copayment applies if a second 
surgical opinion is required by 
Humana. - - 



Case No. 2006-0017; 
KyPSC-DR-0 1-02 1 

Page 3 1 8 of 445 

D. Hospital Services 

confined, including the 
administration of blood and 
blood components 

MEMBER'S COPAYMENT 

$100 per Admission, limited to 
$200 per Covered Person and $300 
per family per Calendar Year. 

DESCRIPTION OF 
SERVICES 

Room, board, general nursing 
care and Medically Necessary 
special diets 

services while 

-- 
Emergency room services 
(emergency Sickness or Injury) 

SPECIAL PROVISIONS 

Semi-private Accommodations for 
365 Days per Confinement. 
Private room and intensive care 
accommodations covered if 
ordered by the Member's Primary 
Care Physician. Precertification is 
required. -- 
Only while services are being 
provided under Subsection D 
(Room, board, general nursing 
care and Medically Necessary 
special diets) of this schedule. 
Does not cover the cost of blood 
or blood components if they are 
replaced. 
Subject to the terms and 
conditions outlined in the 
Emergency-Coverage at Non- 
Participating Providers provision 
and the Eligible Expenses for 
Emergency Medical Conditions 
provision. 

Emergency Room services for a 
non-emergency Sickness are not 

-. 

None 

$75 per visit 
(waived if admitted) 

Pre-admission tests 
- 

Outpatient Surgery performed in 
a Hospital 

-- for incidental procedures. 
Other Hospital outpatient 

covered. 
Must be ordered by a ~ar%t ipating 
Physician. 
If multiple surgical procedures are 
performed at one operative 
session, the amount payable for 
these procedures will be limited to 
the Reasonable Cost for the 
primary procedure and 50% of the 
Reasonable Cost for subsequent 
procedures when performed 
independently. No benefits will be 

$50 for CATIPET scans and MRI 

None 
- 

$50 per visit 
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E. Other Medical and Physician's Services, If Not Provided Under Any Other Subsection of the 
Group Plan 

DESCRIPTION OF 
SERVICES 

Chemotherapy, Radiation 
Therapy and Respiratory Therapy 
Cardiac Rehabilitation (limited to 
nhases I and 11) 

SPECIAL PROVISIONS MEMBER'S 
-. 

None 

Phase I - None 

Diagnostic procedures, tests or x- 
Phase I1 - 20% --- 
$50 for CATPET scans and MRI 

ray exams, microscopic tests, or 

Speech, physical and occupational 
Occupational therapy therapy are limited to a combined 

maximum of 70 visits per 
Calendar Year. 

Oxygen Includes the use of equipment for 
its administration. 

$50 per visit 

$20 per visit (only one copaymenC 
will be taken per visit) 

None 

None when billed in conjunction 
with an emergency or when 

Physician must 

a ~ree-standing Surgical 
FacilityIAmbulatory Surgical 

approved in advance by the Plan 
None 

a) Diabetes Self - 
management Training 

$20 per visit 

Same as Durable Medical 
Equipment Copayment 

1 c) Diabetes Supplies I Not covered - 1 
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E. Other Medical and Physician's Services, If Not Provided Under Any Other Subsection of the 
Group Plan (Continued) 

and therapy) 

- 
Temporomandibular Joint 
Dysfunction (TMJ): r- 

MEMBER'S COPAYMENT 
.- 

Physician's office: None 

All other places of treatment: 20% 

DESCRIPTION OF 
SERVICES 

Durable Medical Equipment, 
Infusion Pumps for the treatment 
of Diabetes, Prosthetics, 
Prosthetic Wig, Orthotics and 
SurgicaVMedical Supplies 

SPECIAI, PROVISIONS 

Durable Medical Equipment must 
be certified in writing by a 
Participating Physician as 
Medically Necessary. If the cost 
of renting the equipment is more 
than its purchase price, only the 
cost of the purchase is considered 
a covered service. The-equipment 
must be provided by a 
Participating Provider if one is 
available. 

The first prosthetic wig following 
cancer treatment is covered to a 
maximum of 1 wig and $250 per 
lifetime. 
Limited to 15 visits per Calendar 
Year. 

1 Examsrrherapy I 1 $20 per visit 

--- 
$20 per visit (only one 
will be taken per visit) 

Routine Maintenance Care is not 
covered. 

I Laboratory and X-ray I l I 

$50 for CATJPET scans and MRI 

F. Home Health Care Services 

Splint/Appliances Limited to one bite splint per Same as Durable Medical 
lifetime. 

MEMBER'SCOPAYMENT 
- 

None 

None 

DESCRIPTION OF 
SERVICES 

Nursing care, physical, 
occupational, respiratory and 
speech therapy, medical social 
work, nutrition services and 
home health aide services 
Medical appliances and 
equipment, laboratory services 
and special meals 

SPECIAL PROVISIONS 

Nursing care must be by, or under 
the supervision, of a registered 
nurse, licensed practical nurse or a 
licensed vocational nurse. 
Precertification is required. 
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G. Skilled Nursing Facility Services 

H. Hospice Care Services 

MEMBER'S COPAYMENT 

None 

None 

DESCRIPTION OF 
SERVICES - 

Room, board, services, supplies 
and routine care 
Visits from a Physician during 
Confinement 

SPECIAL PROVISIONS 

Precertification is required. 

I. Maternityrnamily Planning Services 

MEMBER'S COPAYMENT 

None 

None 

DESCRIPTION OF -. 
SERVICES 

Inpatient respite care 

- 
Drugs dispensed by hospice for 
pain management and symptom 
relief 

Bereavement is 

DESCRIPTION OF 
- SERVICES 
Hospital room and board 

SPECIAL PROVISIONS 

Services are subject to the same 
conditions and limitations as 
Medicare benefits and must be 
described in a Hospice Care 
Program which has been 
submitted to the Plan Manager in 
writing and is approved by the 
Plan Manager. Precertification is 
required. 

Same as above 

None 

Hospital services and supplies 

SPECIAL PROVISIONS 

Semi-private Accommodations: 
a) for inpatient care for a mother 
and her newly born Child for a 
minimum of forty-eight (48) hours 
after vaginal delivery and a 
minimum of ninety-six (96) hours 
after delivery by Cesarean section; 
or 
b) For a shorter length of stay, 
with the consent of the mother, if 
the Primary Care Physician 
determines that the mother and the 
newborn meet medical stability 
criteria and the Plan authorizes an 
initial postpartum Home Health 
Care visit which includes the 
collection of an adequate sample 
for hereditary and metabolic 
newborn screening. . 
Only while services are being 
provided under Subsection I 
Qlospital room and board) of this 
schedule. 

46 

MEMBER'S COPAYMENT 

None 

None 
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I. MaterniQdFamily Planning Services (Continued) 

J. Mental and Nervous Disorder, Alcoholism and Drug Dependency Services 
(The following Health Services are covered only when provided by or authorized in advance by Your Primary 
Care Physician. Referrals to Participating Psychiatrist's Office, a Participating Hospital or other Approved 
Health Care Program shall in all cases be at the sole discretion of the Plan or its Psychiatric Designee.) 

Inpatient and Outpatient Mental and Nervous Disorders Services: 

MEMBER'S COPAYMENT 

None 

$20 for the initial visit only; 
covered at 100% thereafter 
None - 
None 
20% 

20% 

None 
None 

DESCRIPTION OF 
SERVICES 

Obstetrical services of a 
Physician 
Pre-natal and post natal care 

Newborn services 
=hing centers 

Infertility Services (Counseling 
and Treatment) and Artificial 
Means of Achieving Pregnancy 

Birth cohtrol devices, injections, 
implant systems and the removal 
of implant systems 
Tuba1 ligations and vasectomies 
Elective abortions 

-- 
DESCRIPTION OF 

- SERVICES 
InpatientJPartial Hospitalization 
Services 

SPECIAL PROVISIONS 

Includes the cost and 
administration of anesthetics. 
In a Physician's ofice, includes 
Medically Necessary testing. 

Excludes In vitro fertilization, 
Gamete Intrafallopian Transfer 
(GIFT), Zygote Intrafallopian 
Transfer (ZIFT), donor eggs 
transfer, Intrasytoplasmic sperm 
injection and any other artificial 
means of achieving pregnancy. 

Covered only if the pregnancy is a 
life-threatening physical condition 
of the covered female person. 

1 Outpatient Services (individual 
1 therapy) 

- 7 MEMBER'S COPAYMENT SPECIAL PROVISIONS 
- 

Services while the Covered Person 
is confined as a bed-patient in a 
Participating Hospital or other 
Approved Health Care Program, 
including day treatment. 
Member must be under 
supervision of a Participating 
Physician. 

-. -- 
$100 per visit 

Limited to 30 Days per Calendar 
Year. Two Days of partial 
hospitalization equals one 
inpatient Day. 

visits peicalendar Year. 

Precertification is required. 

Group therapy is not covered. 
47 
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J. Mental and Nervous Disorder, Alcoholism and Drug Dependency Services (Continued) 

InpatientfOutpatient Alcoholism and Drug Dependency Services: 

DESCRIPTION OF I SPECIAL PROVISIONS 

Rehabilitation Services 

SERVICES 
Inpatienflartial Hospitalization 

is confined as a bed-patient in a 
Participating Hospital or other 
Approved Health Care Program, 
including day treatment. 
Member must be under 
supervision of a Participating 
Physician. 

Services while the Covered Person 

Limited to one complete program 
per lifetime. If the program is not 
completed, services will be 
payable under the Detoxification 
Treatment benefit. 

MEMBER'S COPAYMENT 

$100 per visit I 

per lifetime. If the program is not 
completed, services will be 
payable under the Detoxification 
Treatment benefit. 

Outpatient Rehabilitation 

I Precertification is required. 

Inpatient ~etoxification 
Treatment 

Precertification is required. 
Limited to one complete program 

Group therapy is not covered. .-- 
Services while the Covered Person 1 50% 

None 

is confined as a bed-patient in a 
Participating Hospital or other 
Approved Health Care Program, 
including day treatment. 
Member must be under 
supervision of a Participating 
Physician. 

COPAYMENT LIMITS 

Outpatient Detoxification 

After a Member makes Copayments equal to $750 in a Calendar Year, no further Copayments must be made 
for the remainder of that Calendar Year only. After a family makes Copayments equal to $1,500 in a Calendar 
Year, no further Copayments must be made by Members of that family for the remainder of that Calendar Year 
only. These Copayment limits apply to Copayments made under all subsections of the Health Services 
Agreement, except Durable Medical Equipment and Prosthetics. The Member is responsible for demonstration 
of the amount of Copayments made. The Member may call our Customer Service Department for information 
on Copayment limits. ' 

Precertification is required. 
Precertification is required. 50% , 
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PARTICIPATING PROVIDER AND FACILITY DIRECTORY 

The Plan Administrator will automatically provide, without charge, information to You about how You can 
access a directory of Participating Providers, appropriate to Your service area. The Participating Provider 
directory will be available either in hard copy as a separate document, or in electronic format. Because health 
care Providers enter and exit networks unpredictably, the Plan Manager can be contacted for network Provider 
verification. 

REFERRAL HEALTH SERVICES REXDERED BY NON-PARTICIPATING 
PROVIDERS 

In the event that specific Health Services cannot be provided by or through a Participating Provider, a Member 
is entitled to coverage for Medically Necessary Health Services obtained through Non-Participating Providers. 
All such Health services must be ordered or approved by the Member's Primary Care Physician. They are 
subject to all of the terms, conditions, limitations and exclusions of the Summary Plan Description. 

EMERGENCY COVERAGE AT NON-PARTICIPATING PROVIDERS 

The Plan will pay covered Health Services and benefits for an Emergency Medical Condition rendered by a 
Non-Participating Provider to a Member, subject to the terms, conditions, limitations and exclusions of the 
Summary Plan Description. 

The required Emergency Medical Condition and follow-up care, if applicable, must be: (1) of such immediate 
nature that the Member's health may be seriously jeopardized if taken to a Participating Hospital or other 
facility where the services or the Member's Primary Care Physician or a Participating Physician would be 
available; or (2) provided under circumstances under which the Member is unable, due to his or her condition, 
to request treatment at a location where the services of the Member's Primary Care Physician or a Participating 
Physician would be available. 

The Member must notify the Plan Manager within 48 hours after emergency services are initially provided by 
a Nan-Participating Provider or as soon thereafter as is reasonably possible. Full details of the Emergency 
Medical Condition received shall be made available by the Member at the request of the Plan. 

If the Member is hospitalized, the Member at the Plan's election may be transferred to a Participating Hospital 
as soon as it is medically appropriate in the opinion of the attending Physician. 

ELIGIBLE EXPENSES FOR EMERGENCY MEDICAL CONDITIONS 

Eligible expenses for Emergency Medical Conditions are the Reasonable Costs for the Health Services 
described in this contract, provided during the course of the emergency, and when deemed Medically 
Necessary by the attending Physician. The Health Services must be provided by or under the direction of a 
Physician and are subject to the exclusions and other provisions of the Plan. 

Benefits are not provided for the use of an emergency room except for treatment of Emergency Medical 
Conditions, emergency screening and stabilization. All follow up or continued care services must be 
authorized by Your Primary Care Physician. 

If the Non-Participating Provider determines that the Sickness or Injury was not serious enough to warrant 
coverage as an Emergency Medical Condition, the Member will be responsible for any Reasonable Costs 
incurred for any treatment beyond the medical screening and stabilization. 
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COVERAGE OF OUT-OF-AREA DEPENDENTS 

Dependents who reside outside of the service area because they are enrolled in an educational institution on a 
full-time basis may be covered under the Plan. Outside the service area, only Emergency and Urgent Care 
Medical Conditions are covered. Payment of those services will be made in accordance with the Emergency 
Coverage at Non-Participating Providers section of this contract. Non-emergency services will be covered 
only if rendered by Participating Providers. 

When an out-of-area Member enters the service area on a temporary basis, coverage will be provided under the 
same terms and conditions as Members who reside in the service area. If the Dependent moves into the service 
area, or if the service area is changed to include the Dependent's residence, the Dependent will immediately 
cease to be considered an out-of-area Member. 
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ORGAN TRANSPLANT SERVICES 

The Plan will pay benefits for the expense of a Covered Organ Transplant as defined below, incurred by a 
Member for an organ transplant approved in advance by the Plan Manager using a facility and Physician(s) 
both approved in advance by the Plan Manager, subject to those terms, conditions and limitations described 
below and contained in the Plan. Please contact the Plan Manager's Transplant Management Department 
when in need of these services. 

Covered Organ Transplant means only the services, care and treatment received for or in connection with 
the pre-approved transplant of the organs identified hereafter, which are determined by the Plan Manager to be 
Medically Necessary Services and which are not Experimental or Investigational. The Covered Organ 
Transplant includes pre-transplant, transplant inclusive of any chemotherapy and associated services, post- 
discharge services and treatment of complications after transplantation of the following organs or procedures 
only: 

heart, 
lung(s); 
heart-lung; 
liver; 
kidney; 
bone marrow; 
intestine; 
simultaneous pancreaskidney; 
pancreas following kidney; 
pancreas; 
any organ not listed above required by federal law. - 

The term Bone Marrow identified in the foregoing Covered Organ Transplant definition refers to the 
transplant of human blood precursor cells which are administered to a patient following high-dose, ablative or 
myelosuppressive chemotherapy. Such cells may be derived from bone marrow, circulating blood or a 
combination of bone marrow and circulating blood obtained from the patient in an autologous transplant or 
from a matched related or unrelated donor or cord blood. If chemotherapy is an integral part of the treatment 
involving a Covered Organ Transplant of Bone Marrow, the term Bone Marrow includes the harvesting, the 
transplantation and the chemotherapy components. Storage of cord blood and stem cells will not be covered 
unless as an integral part of a Covered Organ Transplant of Bone Marrow approved by the Plan Manager. 

Corneal transplants and porcine heart valve implants, which are tissues rather than organs, are considered part 
of regular Plan benefits and are subject to other applicable provisions of the Plan. 

For a Covered Organ Transplant to be considered fully approved, prior written approval fram the Plan 
Manager is required in advance of the Covered Organ Transplant. You or Your Primary Care Physician must 
notify the Plan Manager in advance of Your need for an initial evaluation for the Covered Organ Transplant in 
order for the Plan Manager to determine if the Covered Organ Transplant will be covered. For approval of the 
Covered Organ Transplant itself, the Plan Manager must be given a reasonable opportunity to review the 
clinical results of the evaluation before rendering a determination. 

EXCLUSIONS 

No benefits are payable for or in connection with a Covered Organ Transplant if: 

1. It is Experimental or Investigational as defined elsewhere in the Plan; 
2. The Plan Manager is not contacted for authorization prior to referral for evaluation of the Covered 

Organ Transplant, unless such authorization is waived by the Plan Manager; 
3. The Plan Manager did not approve coverage for the Covered Organ Transplant, based on the Plan 

Manager's established criteria; 

5 1 
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Organ Transplant Services Continued 

4. The Covered Organ Transplant or Covered Organ Transplant evaluation is performed at a facility or 
by a Physician that is not designated by the Plan Manager as an approved transplant facility or 
Physician; 

5 .  Expenses are eligible to be paid under any private or public research fbnd, government program 
except Medicaid or another funding program, whether or not such funding was applied for or 
received; 

6.  The expense relates to the transplantation of any non-human organ or tissue, unless otherwise stated in 
the Plan; 

7. The expense relates to the donation or acquisition of an organ for a recipient who is not covered by the 
Plan; 

8. A denied transplant is performed; this includes the pre-transplant evaluation, the transplant procedure, 
follow up care, immunosuppressive drugs and complications of such transplant; or 

9. The Member for whom a Covered Organ Transplant is requested has not met pre-transplant criteria as 
established by the Plan Manager. 

Once the Covered Organ Transplant is approved, the Plan Manager will advise the Member's Primary Care 
Physician of those facilities and Physicians that have been approved for the type of Covered Organ Transplant 
involved. Benefits are payable only if the pre-transplant services, the Covered Organ Transplant and post- 
discharge services are performed at an approved facility and by approved Physicians. 

COVERED SERVICES 

For approved Covered Organ Transplants, and all related complications, the Plan will cover only the following 
expenses: 

1 .  Hospital expenses and Physician's expenses, under the same terms and conditions as the Plan will 
cover care and treatment for any other covered Injury or Illness under the Plan; 

2. Organ acquisition and donor costs. However, donor costs are not payable under the Plan if they are 
payable in whole or in part by any other Group Plan, insurance company, organization or person other 
than the donor's family or estate; and 

3. Direct, non-medical costs for the Member receiving the Covered Organ Transplant will be paid for: 
(a) transportation to and from the approved facility where the Covered Organ Transplant is performed; 
and (b) temporary lodging at a prearranged location when requested by the approved transplant 
facility and approved by the Plan Manager. These direct, non-medical costs are only available if the 
Member lives more than 100 miles from the approved facility. 

4. Direct, non-medical costs for one member of the Member's immediate family (two members if the 
patient is under age 18 years) will be paid for: (a) transportation to and from the approved facility 
where the Covered Organ Transplant is performed; and (b) temporary lodging at a prearranged 
location during the Member's Confinement in an approved facility. These direct, non-medical costs 
are only available if the Member's immediate Family Member@) live more than 100 miles from the 
approved facility. 
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DISEASE MANAGEMENT PROGRAMS 

HUMANA BEGINNINGS 

The "Humana Beginnings Program" is a service provided to Employees and their eligible Dependents of this 
Plan by the Plan Manager. This program is designed as a special service that helps mothers receive appropriate 
prenatal care. 

First, call the Precertification phone number shown on the back of Your ID card as soon as Your 
pregnancy has been confirmed by a Physician. When You call, one of the nurses will ask You questions 
such as: Your estimated date of delivery, if You had any problems with previous pregnancies, and Your 
ongoing medical conditions, just to name a few. These questions are held in confidence between You and 
the nurse You are speaking to. Answers to these questions, along with Your approval, will help the nurse 
and Your doctor decide whether You need special care during Your pregnancy. 

If You andor Your baby need special care before or after delivery, a nurse is available to assist in 
managing Your care. The nurse will obtain the necessary consents from You to manage Your care. The 
nurse case manager will then monitor the treatment plan and facilitate with Your health care professional 
to ensure You are receiving the best care while getting the most out of Your health insurance benefits. 

If Your health care professional admits You to a Hospital during Your pregnancy, please follow the 
Precertification requirements defined in Your benefit booklet for emergency and planned Admissions. 

When You deliver Your baby, You may not feel up to calling the Plan Manager (or as indicated on Your 
ID card). Remind Your partner, relative or health care professional to call for You. 

If You have any questions, call the Plan Manager (or as indicated on Your ID card) and one of our nurses will 
help You. 
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EXCLUSIONS AND LIMITATIONS 

Unless specifically stated otherwise, no services will be provided or paid for or on account of: 

I. Care for conditions that state or local law requires to be treated in a public facility; 

2. Any charge which would not have been made if the Member had no coverage or any change the 
Member would not be legally required to pay; 

3. Education, training or medical services provided by the Member's parent, spouse, brother, sister or 
Child; 

4. Experimental drugs or substances not approved by the Food and Drug Administration, drugs or 
substances used for other than Food and Drug Administration approved indications or drugs labeled 
"Caution-limited by Federal law to investigational use"; 

5. Prescription drugs, including insulin and syringes, Diabetic Supplies, viQxnins, birth control pills and 
non-prescription drugs or medicines; 

6.  Smoking cessation products; 

7. Treatment, services, supplies or Surgery that is not Medically Necessary; 

8. The purchase, fitting or repair of hearing aids or advice on their care; 

9. Weekend non-emergency Hospital Admissions; 

10. Infertility Services and artificial means of achieving pregnancy, including in-vitro fertilization, unless 
specifically provided under this Plan; 

7 

1 1. Sex change services; 

12. Reversal of elective sterilization; 

Any drug, biological product, device, medical treatment or procedure which is Experimental or 
Investigational, unless specifically provided under this Plan; any drug, biological product, device, 
medical treatment or procedure which is not covered as Experimental or Investigational (or similar) by 
the HCFA Medicare Coverage issues Manual; any drug, biological product, or device which cannot be 
lawfully marketed without approval of the U.S. Food and Drug Administration and which lacks such 
approval at the time of its use or proposed use; or any drug or biological product categorized as a 
Treatment investigational New Drug (ND) by the U.S. Food and Drug Administration or as a Group C 
Treatment Protocol drug by the U.S. National Cancer institute at the time of its use or proposed use. 
Specifically excluded are: ambulatory blood pressure monitor, refractive keratoplasty or radial 
keratotomy, positron emission tomography (PET) scans, transurethral balloon dilation of prostate, 
immunatherapy for recurrent abortion, chemonucleolysis, biliary lithotripsy, home uterine activity 
monitor, immunotherapy for food allergy and percutaneous lumbar discectomy; 

14. Cosmetic Surgery: No services will be provided for plastic, cosmetic or Reconstructive Surgery, 
unless a functional impairment is present. An objective functional impairment is defined as a direct 
measurable reduction of "physical performance of an organ or body part. The presence of a 
psychological condition will not entitle a Member to coverage for plastic, cosmetic or Reconstructive 
Surgery unless all conditions are met. 

Coverage will be extended for Breast Reconstruction when the Member has had a Medically 
Necessary mastectomy, as determined by the Plan Manager; 

54 
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Exclusions and Limitations Continued 

15. Services and supplies for dental care including braces and dental appliances, treatment of the teeth or 
periodontium or Oral Surgery, unless the services are required for: (a) excision of partially or 
completely unerupted impacted wisdom teeth; (b) excision of tumors and cysts of the jaws, cheeks, 
lips, tongue, roof and floor of the mouth when such conditions require pathological examination; or 
(c) surgical procedures required to correct accidental injuries of the jaws, cheeks, lips, tongue, roof 
and floor of mouth. Precertification is required. Services for the treatment of a dental Injury to a 
Sound Natural Tooth, including but not limited to extraction and initial replacement are covered if: (I) 
the care and treatment is provided within 24 months from the date of Injury; and (2) the Injury was not 
the result of biting or chewing. Precertification is required. The Plan will not cover dental implants, 
routine dental extractions or any treatment related to the preparation or fitting of dentures; 

16. Dental osteotomies/orthagnothic Surgery; 

17. Care and treatment of the feet, unless such services are Medically Necessary as determined by the 
Member's Primary Care Physician; 

18. Orthotic devices, unless such orthotic devices are custom fitted to the Member. We do not provide 
coverage far the repair of orthotic devices; 

19. For any service, supply or treatment connected with custodial care. We do not provide these services 
no matter who provides, prescribes, recommends or performs them. Custodial care means services 
designed to help a Member meet the needs of daily living, whether or not he or she is disabled. These 
services include help in: 

a. walking or getting in or out of bed; 
b. personal care such as bathing, dressing, eating, or preparing special diets; or 
c. taking medication which the Member would normally be able to take without help; 

20. Enrollment in a health, athletic or similar club; or a weight loss or similar program; 

21. Services for the treatment of obesity, including Surgery; 

22. Purchase or rental of supplies of common household use including, but not limited to, exercise cycles; 
air purifiers; central or unit air conditioners; water purifiers; allergenic pillows or mattresses; or 
waterbeds; 

23. Disposable medical supplies and materials, such as bandages and syringes; 

24. Purchase or rental of: motorized transportation equipment, escalators or elevators, saunas or 
swimming pools or professional medical equipment including, but not limited to, blood pressure kits, 
supplies or attachments for any of these items; 

25. Convenience or personal care services such as use of a telephone or television; 

26. Elective abortion, unless the Primary Care Physician and the Group Plan agree and certify in writing 
that the pregnancy would endanger the life and health of the mother, or in the case of rape or incest; 

27. Vision therapyltraining; 

28. Services to correct eye refractive disorders, eyeglass frames and lenses or contact lenses and the fitting 
or repair of eyeglass frames and lenses or contact lenses; 
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Exclusions and Limitations Continued 

29. Routine physical examinations when required for occupation, employment, school, travel, premarital 
tests or examinations or for an insurance company; 

30. Spinal manipulations and subluxations, unless Medically Necessary; 

31. Any service, supply, care or treatment that is not described in the Plan. Services performed as a result 
of a complication, regardless of whether the original service was a Covered Expense under this Group 
Plan, are covered; 

32. Any service performed in association with a service that is not covered under this Group Plan; 

33. Service provided prior to the effective date or after the termination date of Your coverage under the 
Group Plan; 

34. Any and all services related to organ or artificial organ transplants or organ donations, except as 
specifically provided in the Organ Transplant Services subsection of this Group Plan; 

35. Any service or supply received in, or in connection with, a Veterans Hospital or other government 
facility or program due to, or in connection with, a condition or disability resulting from service in an 
armed force or military and for which the Member has no legal liability for payment; 

36. Services and supplies which are: (a) rendered in connection with Mental Illnesses not classified in the 
International Classification of Diseases of the U.S. Department of Health and Human Services; (b) 
extended beyond the period necessary for evaluation and diagnosis of learning and behavioral 
disabilities or for mental retardation; (c) for occupational counseling; (d) for sex therapy; or (e) for 
Mental Illnesses which, according to generally accepted professional standards, are not usually 
amenable to favorable modification; 

37. Treatment or diagnosis of sexual dysfunction/impotence; 

38. Professional pathology or radiology charges, including but not limited to, blood counts and other 
clinical chemistry tests, when: 

a. The services do not require a professional interpretation, or 
b. The Physician did not provide a specific professional interpretation of the test results of the 

Covered Person; 

39. Any bodily Injury or Sickness arising from or sustained in the course of any occupation or 
employment for compensation, profit or gain for which: 

a. Benefits are provided or payable under any Workers' Compensation or Occupational Disease Act 
or Law, or 

b. Coverage was available under any Workers' Compensation or Occupational Disease Act or Law 
regardless of whether such coverage was actually purchased; 

40. Bereavement; 

41. Sickness or bodily Injury for which medical paymentslpersonal injury protection (PIP) coverage exists 
under any automobile, homeowner, marine, aviation, premise, or any other similar Goverage, whether 
such coverage is in effect on a primary, secondary, or excess basis. This exclusion applies up to the 
available limit under the other coverage regardless of whether a claim is filed with the medical 
payments1PIP carrier. Whether medical payment or expense coverage is payable under another 
coverage is to be determined as if the coverages under this Plan did not exist; 
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Exclusions and Limitations Continued 

42. Any Covered Expenses to the extent of any amount received fiom others for the bodily Injuries or 
losses which necessitate such benefits. "Amounts received fiom others" specifically includes, without 
limitation, liability insurance, worker's compensation, uninsured motorists, underinsured motorists, 
"no-fault" and automobile med-pay payments; 

43. Any expense due to commission or attempt to commit a civil or criminal battery or felony; 

44. Any loss caused by or contributed to: 

a. War or any act of war, whether declared or not, or 
b. Any act of armed conflict, or any conflict invol.ving armed forces of any authority. 
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PLAN DESCRIPTION INFORMATION 

1. Proper Name of Plan: Cinergy Services, Inc. Welfare Benefits Program 

2. Plan Sponsor and Employer: Cinergy Services, Inc. 
139 E. Fourth St. 
Cincinnati, OH 45202 
Telephone: 513-287-3333 

This Plan is maintained under a collective bargaining agreement. A copy of the agreement may be 
obtained on written request and is available for examination. 

3. Plan Administrator and Named Fiduciary: 

Cinergy Services, Inc. 
139 E. Fourth St. 
Cincinnati, OH 45202 
Telephone: 5 13-287-3333 

4. Employer Identification Number: 3 1-1 385023 
The Plan number assigned for government reporting purposes is 506. 

5. The Plan provides medical benefits for participating Employees, Retirees and their enrolled 
Dependents. 

6. Plan benefits described in this booklet are effective January' 1,2004; revised January I, 2006. 

7. The Plan year and fiscal year are January 1 through December 3 1 of each year. 

8. Service of legal process may be served upon the Plan Administrator as shown above or the following 
agent for service of legal process: 

Attn: Marc Manly, Executive Vice President & Chief Legal Officer 
Cinergy Services, Inc. 
139 E. Fourth St. 
Cincinnati, OH 45202 

9. The Plan Manager is responsible for performing certain delegated administrative duties, including the 
processing of claims. The Plan Manager is: 

Humana Insurance Company 
500 West Main Street 
Louisville, KY 40202 
Telephone: Refer to Your ID card 

10. This is a self-insured and self-administered health benefit plan. Cinergy Services, Inc. pays for the 
cost of benefits. Employees and Retirees may be required to reimburse Cinergy Services, Inc. for a 
portion of the cost of the Plan (such portion may vary by Employee and Retiree classification). 
Benefits under the Plan are provided from the general assets of the Employer and are used to fund 
payment of covered claims under the Plan plus administrative expenses. Please see Your Employer 
for the method of calculating contributions and the .fUnding mechanism used for the accumulation of 
assets through which benefits are provided under this Plan. 
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Plan Description Information Continued 

1 1 .  Each Employee and Retiree of the Employer who participates in the Plan receives a Summary Plan 
Description, which is this booklet. This booklet will be provided to Employees and Retirees by the 
Employer. It contains information regarding eligibility requirements, termination provisions, a 
description of the benefits provided and other Plan information. 

12. The Plan benefits and/or contributions may be modified or amended fiom time to time, or may be 
terminated at any time by the Plan Sponsor. Significant changes to the Plan, including termination, 
will be communicated to participants as required by applicable law. 

13. Upon termination of the Plan, the rights of the participants to benefits are limited to claims incurred 
and payable by the Plan up to the date of termination. Plan assets, if any, will be allocated and 
disposed of for the exclusive benefit of the participating Employees and their Dependents covered by 
the Plan, except that any taxes and administration expenses may be made fiom the Plan assets. 

14. The Plan does not constitute a contract between the Employer and any Covered Person and will not be 
considered as an inducement or condition of the employment of any Employee. Nothing in the Plan 
will give any Employee the right to be retained in the service of the Employer, or prohibit the 
Employer from discharging any Employee at any time. 

15. This Plan is not in lieu of and does not affect any requirement for coverage by Workers' Compensation 
insurance. 

16. Humana Insurance Company has agreed to provide medical management, claims processing, and 
service center call handling services to Members in the Plan. The Health Services covered under this 
Plan will be provided by and through the extensive Humana panel of Participating Providers. Humana 
does not underwrite any of the Plan's benefits, and Members in this Plan are not insured by Humana. 
The Plan Administrator shall have the sole and absolute discretionary authority to construe and 
interpret the provisions of the Plan, including but not limited to, making all determinations of covered 
medical expenses and other benefits of the Plan. All decisions and actions of the Plan Administrator in 
this regard shall be conclusive upon all interested parties. 
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STATEMENT OF ERISA RIGHTS 

As a participant in the dinergy Services, Inc. Welfare Benefits Program, You are entitled to certain rights and 
protections under the Employee Retirement Income Security Act of 1974 (ERISA). ERISA provides that all 
Plan participants shall be entitled to: 

RECEIVE INFORMATION ABOUT YOUR PLAN AND BENEFITS 

1. Examine, without charge, at the Plan Administrator's office and at other specified locations, such as 
work sites and union halls, all documents governing the Plan, including insurance contracts and 
collective bargaining agreements, and a copy of the latest annual report (Form 5500 Series) filed by 
the Plan with the U.S. Department of Labor and available at the Public Disclosure Room of the 
Employee Benefes Security Administration. 

2. Obtain, upon written request from the Plan Administrator, copies of documents governing the 
operation of the Plan, including insurance contracts and collective bargaining agreements, and copies 
of the latest annual report (Form 5500 Series) and updated Summary Plan Description. The 
administrator may make a reasonable charge for copies. 

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

CONTINUE GROUP HEALTH PIAN COVERAGE 

1. Continue health care coverage for yourself, spouse or Dependents if there is a loss of coverage under 
the Plan as a result of a qualifying event. You or Your Dependents may have to pay for such 
coverage. Review this Summary Plan Description and the Plan documents on the rules governing 
Your COBRA continuation coverage rights. 

2. Reduction or elimination of exclusionary periods of coverage for pre-existing conditions under Your 
group health Plan, if You have Creditable Coverage from another Plan. You should be provided a 
certificate of Creditable Coverage, free of charge, fiom Your group Plan or insurance issuer when: 

a. You lose coverage under the Plan; 
b. You become entitled to elect COBRA continuation coverage; or 
c. Your COBRA continuation coverage ceases, if You request it before losing coverage, or if 

You request it up to 24 months after losing coverage. 

Without evidence of Creditable Coverage, You may be subject to pre-existing condition exclusion for 
12 months (1 8 months for Late Enrollee) after Your Enrollment Date. 

PRUDENT ACTIONS OF PLAN FIDUCIARIES 

In addition to creating rights for Plan participants, ERISA imposes duties upon the people who are responsible 
for the operation of Employee benefit plans. The people who operate Your Plan, called "fiduciaries" of the 
Plan, have a duty to do so prudently and in the interest of You and other Plan participants and beneficiaries. 
No one, including Your Employer, Your union or any other person, may fire You or otherwise discriminate 
against You in any way to prevent You from obtaining a welfare benefit or exercising Your rights under 
ERISA. 
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Statement of ERISA Rights Continued 

ENFORCE YOUR RIGHTS 

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

Under ERISA, there are steps You can take to enforce the above rights. For instance, if You request a copy of 
Plan documents or the latest annual report from the Plan and do not receive them within 30 Days, You may file 
suit in a Federal court. In such a case, the court may require the Plan Administrator to provide the materials 
and pay You up to $ 1 10 a Day until You receive the materials, unless the materials were not sent because of 
reasons beyond the control of the Plan Administrator. If You have a claim for benefits which is denied or 
ignored, in whole or in part, You may file suit in a state or Federal court. In addition, if You disagree with the 
Plan's decision or lack thereof concerning the qualified status of a domestic relation's order or a Medical Child 
Support Order, You may file suit in Federal court. If it should happen that Plan fiduciaries misuse the Plan's 
money or if You are discriminated against for asserting Your rights, You may seek assistance from the U.S. 
Department of Labor or You may file suit in a Federal court. The court will decide who should pay court costs 
and legal fees. If You are successful, the court may order the person You have sued to pay these costs and fees. 
If You lose, the court may order You to pay these costs and fees if, for example, it finds Your claim is 
frivolous. 

ASSISTANCE WITH QUESTIONS 

If You have any questions about Your Plan, You should contact the Plan Administrator. If You have any 
questions about this statement or about Your rights under ERISA, or if You need assistance in obtaining 
documents from the Plan Administrator, You should contact the nearest office of the Employee Benefits 
Security Administration, U.S. Department of Labor, listed in Your telephone directory or the Division of 
Technical Assistance and Inquiries, Employee Benefits Security Administration, U.S. Department of Labor, 
200 Constitution Avenue N.W., Washington, D.C. 20210. You may also obtain certain publications about 
Your rights and responsibilities under ERISA by calling the publications hotline of the Employee Benefits 
Security Administration. 
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Cinergy Corp. 
Traditional Dental Plan . 

ClGNA DENTAL PREFERRED 
PROVIDER INSURANCE 

EFFECTIVE DATE: January 1,2006 

This document 
described your 

' printed in 
benefits. 

February, 2006 takes the place of any documents previously issued to you which 

Printed in U.S.A. 
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Important Information 
THIS IS NOT AN INSURED BEmFIT PLAN. THE BENEFITS DESCRIBED IN THIS BOOKLET OR 
ANY RIDER ATTACHED HERETO ARE SELF-INSIJRED BY CINERGY CORP. WHICI-I IS 
RESPONSIBLE FOR THEIR PAYMENT. CONNECTICUT GENERAL PROVIDES CLAIM 
ADMINISTRATION SERVICES TO THE PLAN, BUT CONNECTICUT GENERAL DOES NOT INSURE 
THE BENEFITS DESCRIBED. 
THIS DOCUMENT MAY USE WORDS THAT DESCRIBE A PLAN INSURED BY CON'NECTICUT 
GENERAL. BECAIJSE THE PLAN IS NOT INSURED BY CONNECTICUT GENERAL, ALL 
REFERENCES TO INSURANCE SHALL BE READ TO INDICATE THAT THE PLAN IS SELF-INSIJRED. 
FOR EXAMPLE, REFERENCES TO "CG," "INSURANCE COMPANY," AND "POLICYHOLDER" SHALL 
BE DEEMED TO MEAN YOUR "EMPLOYER" AND "POLICY" TO MBAN "PLAN" AND "INSURED" TO 
MEAN "COVERED" AND "INSURANCE" SHALL BE DEEh4ED TO MEAN "COVERAGE." 
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Explanation of Terms 

You will find terms starting with capital letters throughout your certificate. To help you understand your benefits, most of these terms 
are defined in the Definitions section of your certificate. 

The Schedule 

The Schedule is a brief outline of your maximum benefits which may be payable under your insurance. For a full description 
of each benefit, refer to the appropriate section listed in the Table of Contents. 
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Effect of Section 125 Regulations on This 
Plan 
Your Employer has chosen to administer this Plan in 
accordance with Section 125 Regulations of the Internal 
Revenue Code. Per this regulation, you may agree to a pretax 
salary reduction put toward the cost of your benefits. 
Otherwise you will receive your taxable earnings as cash 
(salary). 
Provisions in this certificate which allow for enrollment or 
coverage changes not consistent with Section 125 
Regulations are superseded by this section. 

Coverage Elections 
Per Section 125 Regulations, you are generally allowed to 
enroll for or change coverage only before each annual benefit 
period. However, exceptions are allowed if you enroll for or 
change coverage within 31 days of the following: 

Special Enrollment 
Special Enrollment per federal requirements as described in 
the Section entitled "Eligibility -Effective Date/Enrollment 
Exception" if included in this document. 
GMMHX) SCTlZVlM 

Change in Status 
A change in status is defined as: 

change in legal marital status due to marriage, death of a 
spouse, divorce, annulment or legal separation; 

change in number of dependents due to birth, adoption, 
placement for adoption or death of a dependent; 

change in employment status of Participant, spouse or 
dependent due to termination or start of employment, strike, 
lockout, beginning or end of unpaid leave of absence, 
including under Family and Medical Leave Act (FMLA) or 
change in worksite; 

changes in employment status of Participant, spouse or 
dependent resulting in eligibility or ineligibility for 
coverage; 

change in residence of Participant, spouse or dependent 
impacting their network access to a dental plan; and 

changes which cause a dependent to become eligible or 
ineligible for coverage. . 

Any changes in coverage must pertain directly to the change 
in status. 
Court Order 
A change in coverage due to and consistent with a court order 
of the Employee or other person to cover a Dependent. 

Change in Cost of Coverage 
If the cost of benefits increases or decreases during a benefit 
period, your Employer may in accordance with plan terms 
automatically change your elective contribution. 
When the change in cost is significant, you may either 
increase your contribution or elect less-costly coverage. When 
a significant overall reduction is made to the benefit optian 
you have elected, you may elect another available benefit 
option. When a new benefit option is added, you may change 
your election to the new benefit option. 

Changes in Coverage of Spouse or Dependent Under 
Another Employer's Plan 
You may make a coverage election change if the plan of your 
spouse or Dependent: (a) incurs a change such as adding or 
deleting a benefit option; (b) allows election changes due to 
Special Enrollment, Change in Status, Court Order or 
Medicare Eligibility/Entitlement; or (c) this Plan and the other 
plan have different periods of coverage. 
GMMMO SCT12NZM 

How To File Your Claim 
The prompt filing of any required claim form will result in 
faster payment of your claim. 
You may get the required claim forms from your Benefit Plan 
Administrator. All fully completed claim forms and bills 
should be sent directly to your servicing CG Claim Office. 
Dental Expenses 
The first Dental Claim should be filed as soon as you have 
incurred covered expenses. Itemized copies of your bills 
should be sent with the claim form. If you have any additional 
bills after the first treatment, file them periodically. 
You must follow the Predetermination of Benefits procedure 
when it is necessary for dental forms. 
CLAIM REMINDERS: 

BE SURE TO USE YOUR MEMBER ID AND 
ACCOUNT NUMBER WHEN YOU FILE CG'S CLAIM 
FORMS, OR WHEN YOlJ CALL YOUR CG CLAIM 
OFFICE. 

YOUR ACCOUNT NUMBER IS THE 7-DIGIT 
POLICY NUMBER SHOWN ON YOUR BENEFIT 
IDENTIFICATION CARD. 
PROMPT FILING OF ANY REQUIRED CLAIM 
FORMS RESULTS IN FASTER PAYMENT OF YOUR 
CLAIMS. 

WARNMG: Any person who knowingly presents a false or 
fraudulent claim for payment of a loss or benefit is guilty of a 
crime and may be subject to fines and confinement in prison. 
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Accident and Health Provisions 
Notice of Claim 
Written notice of claim must be given to CG within 30 days 
after the occurrence or start of the loss on which claim is 
based. If notice is not given in that time, the claim will not be 
invalidated or reduced if it is shown that written notice was 
given as soon as was reasonably possible. 
Claim Forms 
When CG receives the notice of claim, it will give to the 
claimant, or to the Employer for the claimant, the claim forms 
which it uses for filing proof of loss. If the claimant does not 
receive these claim forms within 15 days after CG receives 
notice of claim, he will be considered to meet the proof of loss 
requirements if he submits written proof of loss within 90 days 
after the date of loss. This proof must describe the occurrence, 
character and extent of the loss for which claim is made. 
Proof of Loss 
Written proof of loss must be given to CG within 90 days after 
the date of the loss for which claim is made. If written proof of 
loss is not given in that time, the claim will not be invalidated - 
or reduced if it is shown that written proof of loss was given as 
soon as was reasonably possible. 
Physical Examination 
The Employer, at its own expense, will have the right to . 
examine any person for whom claim is pending as often as it 
may reasonably require. 

Eligibility - Effective Date 
Eligibility For Participant Insurance 
You will become eligible for insurance on the day you 
complete the waiting period if: 
o you are in a Class of Eligible Participants; and 

you are an eligible, full-time andlor part-time Participant; 
and . you normally work at least 20 hours a week. 

If you were previously insured and your insurance ceased, you 
must satisfy the New Participant Group Waiting Period to 
become insured again. If your insurance ceased because you 
were no longer employed in a Class of Eligible Participants, 
you are not required to satisfy any waiting period if you again 
become a member of a Class of Eligible Participants within 
one year after your insurance ceased. 
Initial Participant Group: You are in the Initial Participant 
Group if you are employed in a class of participants on the 
date that class of participants becomes a Class of Eligible 
Participant as determined by your Employer. 

New Participant Group: You are in the New Participant Group 
if you are not in the Initial Participant Group. 
Eligibility for Dependent Insurance 
You will become eligible for Dependent insurance on the later 
of: 
o the day you become eligible for yourself; or 
o the day you acquire your first Dependent. 

Waiting Period 
Initial Participant Group: None. 
New Participant Group: None. 
Classes of Eligible Participants 
Each Participant as reported to the insurance company by your 
Employer. 

Participant Insurance 
This plan is offered to you as an Participant. To be insured, 
you will have to pay part of the cost. 
Effective Date of Your Insurance 
You will become insured on the date you elect the insurance 
by signing an approved payroll deduction form, but no earlier 
than the date you become eligible. 
You will become insured on your first day of eligibility, 
following your election, if you are in Active Service on that 
date, or if you are not in Active Service on that date due to 
your health status. 

Enrollment Exception 
A person will not be denied enrollment when enrolling outside 
a designated enrollment period if: he had existing coverage, 
and he certified in writing, if applicable, that he declined 
coverage due to such existing coverage; he lost coverage due 
to the employer's failure to pay premiums; he is no longer 
eligible for prior coverage; or if such prior coverage was 
continuation coverage and the continuation period has been 
exhausted: and he enrolls for this coverage within 30 days 
after losing or exhausting prior coverage. 

If you acquire a new Dependent through marriage, birth, 
adoption or placement for adoption, you may enroll your 
eligible Dependents and yourself, if you are not already 
enrolled, within 31 days of such event. Coverage will be 
effective, on the date of marriage, birth, adoption, or 
placement for adoption. 
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Dependent Insurance 
For your Dependents to be insured, you will have to pay part 
of the cost of Dependent Insurance. 
Effective Date of Dependent Insurance 
Insurance for your Dependents will become effective on the 
date you elect it by signing an approved payroll deduction 
form, but no earlier than the day you become eligible for 
Dependent Insurance. All of your Dependents as defined will 
be included. 
Your Dependents will be insured only if you are insured. 

You will not be eligible to enroll your Dependents if you do 
not enroll them within 31 days of the date you become 
eligible, unless you qualify under the section of this certificate 
entitled "Enrollment Exception." 
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CIGNA Health- 

) For You and Your Dependents I 

The Dental Benefits shown in this schedule apply to services rendered by Participating and Non-Participating Providers. 

Emergency Sewices ----A 
The Benefit Percentage for Emergency Services incurred for charges made by a Non-Participating Provider is the same 
Benefit Percentage as for Participating Provider Charges. Dental Emergency services are required immediately to either 
alleviate pain or to treat the sudden onset of an acute dental condition. These are usually minor procedures performed in 
response to serious symptoms, which temporarily relieve significant pain, but do not effect a definitive cure, and which, if 
not rendered, will'likely result in a more serious dental or medical complication. 

Deductibles 
Deductibles are expenses to be paid by you or your Dependent. Deductibles are in addition to any Coinsurance. Once the 
Deductible maximum in The Schedule has been reached you aod your family need not satisfy any further dental deductible 
for the rest of that year. 

Simultaneous Accumulation of Amounts 

Expenses incurred for either Participating or non-Participating Provider charges will be used to satisfy both the 
Participating and non-Participating Provider Deductibles shown in the Schedule. 

Classes I, 11, I11 Combined Calendar Year Maximum 

Class IV Lifetime Maximum 

Calendar Year Deductible 

ndiviyl 1 $ 5 0  p; 1 
Famil Maximum $ 150 er famil 
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1 Class 1 

Preventive Care 

Class I1 

Basic Restorative 

Class 111 

Major Restorative 
- 

Class IV 

Orthodontia 

Class IV Orthodontia applies only to a Dependent Child less 

Plan pays 100% I 
There is no Deductible 

80% after plan deductible 

50% after plan deductible 

Plan pays 50% 

There is no deductible 

Ian 19 years of age. 
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Dental Benefits 

Covered Dental Expense 
Covered Dental Expense means that portion of a Dentist's 
charge that is payable for a service delivered to a covered 
person provided: 

the service is ordered or prescribed by a Dentist; 

is essential for the Necessary care of teeth; 
the service is within the scope of coverage limitations; 

the deductible amount in The Schedule has been met; 
the maximum benefit in The Schedule has not been 
exceeded; 

the charge does not exceed the amount allowed under the 
Alternate Benefit Provision; 

for Class I, I1 or 111 the service is started and completed 
while coverage is in effect, except for services described in 
the "Benefits Extension" section. 

Alternate Benefit Provision 
If more than one covered service will treat a dental condition, 
payment is limited to the least costly service provided it is a 
professionally accepted, necessary and appropriate treatment. 
If the covered person requests or accepts a more costly 
covered service, he or she is responsible for expenses that 
exceed the amount covered for the least costly service. 
Therefore, CG recommends Predetermination of Benefits 
before major treatment begins. 
Predetermination of Benefits 
Predetermination of Benefits is a voluntary review of a 
Dentist's proposed treatment plan and expected charges. It is 
not preauthorization of service and is not required. 
The treatment plan should include supporting pre-operative x- 
rays and other diagnostic materials as requested by CG's 
dental consultant. If there is a change in the treatment plan, a 
revised plan should be submitted. 
CG will determine covered dental expenses for the proposed 
treatment plan. If there is no Predetermination of Benefits, CG 
will determine covered dental expenses when it receives a 
claim. 
Predetermination of Benefits is not a guarantee of a set 
payment. Payment is based on the services that are actually 
delivered and the coverage in force at the time services are 
completed. 

Covered Services 
The following section lists covered dental services. CG may 
agree to cover expenses for a service not listed. To be 
considered the service should be identified using the American 
Dental Association Uniform Code of Dental Procedures and 
Nomenclature, or by description and then submitted to CG. 

Dental PPO - Participating And Non- 
Participating Providers 
Payment for a service delivered by a Participating Provider is 
the Contracted Fee, times the benefit percentage that applies to 
the class of service, as specified in the Schedule. 

The covered person is responsible for the balance of the 
Contracted Fee. 

Payment for a service delivered by a nonparticipating 
Provider is the Maximum Reimbursable Charge times the 
benefit percentage that applies to the class of service, as 
specified in the Schedule. 

The covered person is responsible for the balance of the 
provider's actual charge. 

Class I Services - Diagnostic And Preventive 
Clinical oral examination - Only 2 per person per calendar 
year. 
Palliative (emergency) treatment of dental pain, minor 
procedures, when no other definitive Dental Services are 
performed. (Any x-ray taken in connection with such 
treatment is a separate Dental Service.) 
X-rays - Complete series - Only one per person, including 
panoramic film, in any 3 calendar years. 
Bitewing x-rays - Only 2 charges per person per calendar 
year. 
Panoramic (Panorex) x-ray - Only one per person in any 3 
calendar years. 
Prophylaxis (Cleaning) - Only 2 per person per calendar year. 
Periodontal maintenance procedures (following active 
therapy), Periodontal Prophylaxis. 
Topical application of fluoride (excluding prophylaxis) - 
Limited to persons less than 19 years old. Only two per person 
per calendar year. 
Topical application of sealant, per tooth, on a posterior tooth 
for a person less than I9 years old - Only one treatment per 
tooth in any 3 calendar years. 
Space Maintainers, fixed unilateral - Limited to 
nonorthodontic treatment for a person less than 19 years old. 
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Class I1 Services - Basic Restorations, Endodontics, 
Periodontics, Prosthodontic Maintenance And Oral 
Surgery 
Amalgam Filling - One Surface 
CompositeIResin Filling, One Surface 
Root Canal Therapy - Any x-ray, test, laboratory exam or 
follow-up care is part of the allowance for root canal therapy 
and not a separate Dental Service. 
Osseous Surgery - Flap entry and closure is part of the 
allowance for osseous surgery and not a separate Dental 
Service. 
Periodontal Scaling and Root Planing - Entire Mouth 
Adjustments - Complete Denture 

Any adjustment of or repair to a denture within 6 months of 
its installation is not a separate Dental Service. 

Recement Bridge 
Routine Extractions 
Surgical Removal of Erupted Tooth Requiring Elevation of 
Mucoperiosteal Flap and Removal of Bone and/or Section of 
Tooth 
Removal of Impacted Tooth, Soft Tissue 
Removal of Impacted Tooth, Partially Bony 
Removal of Impacted Tooth, Completely Bony 
Local anesthetic, analgesic and routine postoperative care for 
extractions and other oral surgery procedures are not 
separately reimbursed but are considered as part of the 
submitted fee for the global surgical procedure. 
General Anesthesia - Paid as a separate benefit only when 
Medically or Dentally Necessary, as determined by CG, and 
when administered in conjunction with complex oral surgical 
procedures which are covered under this plan. 
I. V. Sedation - Paid as a separate benefit only when 
Medically or Dentally Necessary, as determined by CG, and 
when administered in conjunction with complex oral surgical 
procedures which are covered under this plan. 

GM6000 DES29BV5 

Class I11 Services - Major Restorations, Dentures And 
Bridgework 
High Noble Metal (gold) or Crown restorations are Dental 
Services only when the tooth, as a result of extensive caries or 
fracture, cannot be restored with amalgam, compositelresin, 
silicate, acrylic or plastic restoration. 
Crowns 

Porcelain Fused to High Noble Metal 
Full Cast, High Noble Metal 
Three-Fourths Cast, Metallic 

Fixed or Removable Appliances 
Complete (Full) Dentures, Upper or Lower 

Partial Dentures 

Lower, Cast Metal Base with Resin Saddles (including 
any conventional clasps, rests and teeth) 

IJpper, Cast Metal Base with Resin Saddles (including 
any conventional clasps rests and teeth) 
Bridge Pontics - Cast High Noble Metal 
Bridge Pontics - Porcelain Fused to High Noble Metal 
Bridge Pontics - Resin with High Noble Metal 
Retainer Crowns - Resin with High Noble Metal 
Retainer Crowns - Porcelain Fused to High Noble Metal 
Retainer Crowns - Full Cast High Noble Metal 

Class IV Services - Orthodontics 
Each month of active treatment is a separate Dental Service. 
Covered Expenses include: 
Orthodontic work-up including x-rays, diagnostic casts and 
treatment plan and the first month of active treatment 
including ail active treatment and retention appliances. 

Continued active treatment after the first month. 

Fixed or Removable Appliances - Only one appliance per 
person for tooth guidance or to control harmful habits. 

The total amount payable for all expenses incurred for 
Orthodontics for a Dependent child less than 19 years of age 
during his lifetime will not be more than the Orthodontia 
Maximum shown in the Schedule. 
Payments for comprehensive full-banded Orthodontic 
treatment are made in installments. Benefit payments will be 
made every 3 months. The first payment is due when the 
appliance is installed. Later payments are due at the end of 
each 3-month period. The first installment is 25% of the 
charge for the entire course of treatment. The remainder of the 
charge is prorated over the estimated duration of treatment. 
Payments are only made for services provided while such 
child is insured. If insurance coverage ends or treatment 
ceases, payment for the last 3-month period will be prorated. 
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Expenses Not Covered 
Covered Expenses will not include, and no payment will be 
made for: 

services performed solely for cosmetic reasons; 

replacement of a lost or stolen appliance; 
s replacement of a bridge, crown or denture within 5 years 

after the date it was originally installed unless: (a) the 
replacement is made necessary by the placement of an 
original opposing full denture or the necessary extraction of 
natural teeth; or (b) the bridge, crown or denture, while in 
the mouth, has been damaged beyond repair as a result of an 
injury received while a person is insured for these benefits; 
any replacement of a bridge, crown or denture which is or 
can be made useable according to common dental 
standards; 
procedures, appliances or restorations (except full dentures) 
whose main purpose is to: (a) change vertical dimension; 
(b) diagnose or treat conditions or dysfunction of the 
temporomandibular joint; (c) stabilize periodontally 
involved teeth; or (d) restore occlusion; 
porcelain or acrylic veneers of crowns or pontics on, or 
replacing the upper and lower first, second and third molars; 

s bite registrations; precision or semiprecision attachments; or 
splinting; 

instruction for plaque control, oral hygiene and diet; 
* dental services that do not meet common dental standards; 

services that are deemed to be medical services; 

services and supplies received from a Hospital; 
orthodontic services or supplies for any person other than a 
Dependent child less than 19 years of age; . the surgical placement of an implant body or framework of 
any type; surgical procedures in anticipation of implant 
placement; any device, index, or surgical template guide 
used for implant surgery; treatment or repair of an existing 
implant; prefabricated or custom implant abutments; 
removal of an existing implant; 
services for which benefits are not payable according to the 
"General Limitations" section. 

General Limitations 
Dental Benefits 
No payment will be made for expenses incurred for you or any 
one of your Dependents: 

for or in connection with an Injury arising out of, or in the 
course of, any employment for wage or profit; . for or in connection with a Sickness which is covered under 
any workers' compensation or similar law; 
for charges made by a Hospital owned or operated by or 
which provides care or performs services for, the United 
States Government, if such charges are directly related to a 
military-service-connected condition; 

* services or supplies received as a result of dental disease, 
defect or injury due to an act of war, declared or 
undeclared; 

s to the extent that payment is unlawful where the person 
resides when the expenses are incurred; 
for charges which the person is not legally required to pay; 
for charges which would not have been made if the person 
had no insurance; 
to the extent that billed charges exceed the rate of 
reimbursement as described in the Schedule; 
for charges for unnecessary care, treatment or surgery; 
to the extent that you or  any of your Dependents is in any 
way paid or entitled to payment for those expenses by or 
through a public program, other than Medicaid; 
for or in connection with experimental procedures or 
treatment methods not approved by the American Dental 
Association or the appropriate dental specialty society. 

Coordination Of Benefits 
This section applies if you or any one of your Dependents is 
covered under more than one Plan and determines how 
benefits payable from all such Plans will be coordinated. You 
should file all claims with each Plan. 
Definitions 
For the purposes of this section, the following terms have the 
meanings set forth below: 
Plan 
Any of the following that provides benefits or services for 
dental care or treatment: 

Group insurance and/or group-type coverage, whether 
insured or self-insured which neither can be purchased by 
the general public, nor is individually underwritten, 
including closed panel coverage. 
Governmental benefits as permitted by law, excepting 
Medicaid, Medicare and Medicare supplement policies. 

Medical benefits coverage of group, group-type, and 
individual automobile contracts. 

Each Plan or part of a Plan which has the right to 
coordinate benefits will be considered a separate Plan. 
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Closed Panel Plan 
A PIan that provides medical or dental benefits primarily in 
the form of services through a panel of employed or  
contracted providers, and that limits or excludes benefits 
provided by providers outside of the panel, except in the case 
o f  emergency or if referred by a provider within the panel. 
Primary PIan 
The Plan that determines and provides or pays benefits 
without taking into consideration the existence of any other 
Plan. 
Secondary Plan 
A Plan that determines, and may reduce its benefits after 
taking into consideration, the benefits provided or paid by the 
Primary Plan. A Secondary Plan may also recover from the 
Primary Plan the Reasonable Cash Value of any services it 
provided to you. 

Allowable Expense 
A necessary, reasonable and customary service or expense, 
including deductibles, coinsurance or copayments, that is 
covered in full or in part by any Plan covering you. When a 
Plan provides benefits in the form of services, the Reasonable 
Cash Value of each service is the Allowable Expense and is a 
paid benefit. 
Examples of expenses or services that are not Allowable 
Expenses include, but are not limited to the following: 

An expense or service or a portion of an expense or service 
that is not covered by any of the Plans is not an Allowable 
Expense. 
If you are covered by two or more Plans that provide 
services or supplies on the basis of reasonable and 
customary fees, any amount in excess of the highest 
reasonable and customary fee is not an Allowable Expense. 
If you are covered by one Pian that provides services or 
supplies on the basis of reasonable and customary fees and 
one Plan that provides services and supplies on the basis of 
negotiated fees, the Primary Plan's fee arrangement shall be 
the Allowable Expense. 

0 If your benefits are reduced under the Primary Plan 
(through the imposition of a higher copayment amount, 
higher coinsurance percentage, a deductible and/or a 
penalty) because you did not comply with Plan provisions 
or because you did not use a preferred provider, the amount 
of the reduction is not an Allowable Expense. Such Plan 
provisions include second surgical opinions and 
precertification of admissions or services. 

Claim Determination Period 
A calendar year, but does not include any part of a year during 
which you are not covered under this policy or any date before 
this section or any similar provision takes effect. 

Reasonable Cash Value 
An amount which a duly licensed provider of health care 
services usually charges patients and which is within the range 
of fees usually charged for the same service by other health 
care providers located within the immediate geographic area 
where the health care service is rendered under similar or 
comparable circumstances. 
Order of Benefit Determination Rules 
A Plan that does not have a coordination of benefits rule 
consistent with this section shall always be the Primary Plan. 
If the Plan does have a coordination of benefits rule consistent 
with this section, the first of the following rules that applies to 
the situation is the one to use: 
0 The Plan that covers you as an enrollee or an participant 

shall be the Primary Plan and the PIan that covers you as a 
Dependent shall be the Secondary Plan; 

0 If you are a Dependent child whose parents are not divorced 
or legally separated, the Primary Plan shall be.the Plan 
which covers the parent whose birthday falls first in the 
calendar year as an enrollee or employee; 

e If you are the Dependent of divorced or separated parents, 
benefits for the Dependent shall be determined in the 
following order: 

first, if a court decree states that one parent is responsible 
for the child's healthcare expenses or health coverage and 
the Plan for that parent has actual knowledge of the terms 
of the order, but only from the time of actual knowledge; 
then, the Plan of the parent with custody of the child; 
then, the Plan of the spouse of the parent with custody of 
the child; 
then, the Plan of the parent not having custody of the 
child, and 
finally, the Plan of the spouse of the parent not having 
custody of the child. 

The Plan that covers you as an active employee (or as that 
employee's Dependent) shall be the Primary Plan and the 
Plan that covers you as laid-off or retired employee (or as 
that employee's Dependent) shall be the secondary Plan. If 
the other Plan does not have a similar provision and, as a 
result, the Plans cannot agree on the order of benefit 
determination, this paragraph shall not apply. 
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The Plan that covers you under a right of continuation 
which is provided by federal or state law shall be the 
Secondary Plan and the Plan that covers you as an active 
employee or retiree (or as that employee's Dependent) shall 
be the Primary Plan. If the other Plan does not have a 
similar provision and, as a result, the Plans cannot agree on 
the order of benefit determination, this paragraph shall not 
apply. 
If one of the Plans that covers you is issued out of the state 
whose laws govern this Policy, and determines the order of 
benefits based upon the gender of a parent, and as a result, 
the Plans do not agree on the order of benefit determination, 
the Plan with the gender rules shall determine the order of 
benefits. 

If none of the above rules determines the order of benefits, the 
Plan that has covered you for the longer period of time shall 
be primary. 
Effect on the Benefits of This Plan 
If this Plan is the Secondary Plan, this Plan may reduce 
benefits so that the total benefits paid by all Plans during a 
Claim Determination Period are not more than 100% of the 
total of all Allowable Expenses. 
The difference between the amount that this Plan would have 
paid if this Plan had been the Primary Plan, and the benefit 
payments that this Plan had actually paid as the Secondary 
Plan, will be recorded as a benefit reserve for you. CG will use 
this benefit reserve to pay any Allowable Expense not 
otherwise paid during the Claim Determination Period. 

As each claim is submitted, CG will determine the following: 
CG's obligation to provide services and supplies under this 
policy; 

* whether a benefit reserve has been recorded for you; and 
whether there are any unpaid Allowable Expenses during 
the Claims Determination Period. 

If there is a benefit reserve, CG will use the benefit reserve 
recorded for you to pay up to 100% of the total of all 
Allowable Expenses. At the end of the Claim Determination 
Period, your benefit reserve will return to zero and a new 
benefit reserve will be calculated for each new Claim 
Determination Period. 
Recoverv of Excess Benefits 
If CG pays charges for benefits that should have been paid by 
the Primary Plan, or if CG pays charges in excess of those for 
which we are obligated to provide under the Policy, CG will 
have the right to recover the actual payment made or the 
Reasonable Cash Value of any services. 
CG will have sole discretion to seek such recovery from any 
person to, or for whom, or with respect to whom, such 
services were provided or such payments made by any 

insurance company, healthcare plan or other organization. I f  
we request, you must execute and deliver to us such 
instruments and documents as we determine are necessary to 
secure the right of recovery. 
Ripht to Receive and Release Information 
CG, without consent or notice to you, may obtain information 
from and release information to any other Plan with respect to 
you in order to coordinate your benefits pursuant to this 
section. You must provide us with any information we request 
in order to coordinate your benefits pursuant to this section. 
This request may occur in connection with a submitted claim; 
if so, you will be advised that the "other coverage" 
information, (including an Explanation of Benefits paid under 
the Primary Plan) is required before the claim will be 
processed for payment. If no response is received within 90 
days of the request, the claim will be denied. If the requested 
information is subsequently received, the claim will be 
processed. 

Right of Reimbursement 
The Policy does not cover: 
1. Expenses for which another party may be responsible as a 

result of liability for causing or contributing to the injury or 
illness of  you or  your Dependent(s). 

2. Expenses to the extent they are covered under the terms of 
any automobile medical, automobile no fault, uninsured or 
underinsured motorist, workers' compensation, government 
insurance, other than Medicaid, or similar type of 
insurance or coverage when insurance coverage provides 
benefits on behalf of you or your Dependent(s). 

If you or a Dependent incur health care Expenses as described 
in (1) and (2) above, Connecticut General shall automatically 
have a lien upon the proceeds of any recovery by you or your 
Dependent(s) from such party to the extent of any benefits 
provided to you or your Dependent(s) by the Policy. You or 
your Dependent(s) or their representative shall execute such 
documents as may be required to secure Connecticut General's 
rights. Connecticut General shall be reimbursed the lesser of: 

the amount actually paid by CG [or the Healthplan] under 
the Policy; or 
an amount actually received from the third party; 

at the time that the third party's liability is determined and 
satisfied; whether by settlement, judgment, arbitration or 
otherwise. 
GM6M)O CCPI CCLIV4 
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Payment of Benefits 
To Whom Payable 
All Dental Benefits are payable to you. However, at the option 
of CG and with the consent of the Policyholder, all or any part 
of them may be paid directly to the person or institution on 
whose charge claim is based. 
If any person to whom benefits are payable is a minor or, in 
the opinion of CG, is not able to give a valid receipt for any 
payment due him, such payment will be made to his legal 
guardian. If no request for payment has been made by his legal 
guardian, CG may, at its option, make payment to the person 
or institution appearing to have assumed his custody and 
support. 
If you die while any of these benefits remain unpaid, CG may 
choose to make direct payment to any of your following living 
relatives: spouse, mother, father, child or children, brothers or 
sisters; or to the executors or administrators of your estate. 
Payment as described above will release CG from all liability 
to the extent of any payment made. 

Time of Payment 
Benefits will be paid by CG when it receives due proof of loss. 

Recovery of Overpayment 
When an overpayment has been made by CG, CG will have 
the right at any time to: (a) recover that overpayment from the 
person to whom or on whose behalf it was made; or (b) offset 
the amount of that overpayment from a future claim payment. 

insurance will not be continued for more than 60 days past the 
date your Active Service ends. 

Injury or Sickness 
If your Active Service ends due to an Injury or Sickness, your 
insurance will be continued while you remain totally and 
continuously disabled as a result of the Injury or Sickness. 
However, the insurance will not continue past the date your 
Employer cancels the insurance. 

Retirement 
If your Active Service ends because you retire, your insurance 
will be continued until the date on which your Employer 
cancels the insurance. 

Dependents 
Your insurance for all of your Dependents will cease on the 
earliest date below: 

the date your insurance ceases. 
0 the date you cease to be eligible for Dependent Insurance. 

the last day of birth month for which you have made any 
required contribution for the insurance. 

0 the date Dependent Insurance is canceled. 
The insurance for any one of your Deperidents will cease on 
the last day of  the birth month that Dependent no longer 
qualifies as a Dependent. 

Termination of Insurance 
Dental Benefits Extension 

Participants 
Your insurance will cease on the earliest date below: 

the date you cease to be in a Class of Eligible Participants 
or cease to qualify for the insurance. 
the last day for which you have made any required 
contribution for the insurance. 

o the date the policy is canceled. 
the last day of the calendar month in which your Active 
Service ends except as described below. 

Any continuation of insurance must be based on a plan which 
precludes individual selection. 

Temporary Layoff or Leave of Absence 
If your Active Service ends due to temporary layoff or leave 
of absence, your insurance will be continued until the date 
your Employer cancels your insurance. However, your 

An expense incurred in connection with a Dental Service that 
is completed after a person's benefits cease will be deemed to 
be incurred while he is insured i.F: 

for fixed bridgework and full or partial dentures, the first 
impressions are taken andfor abutment teeth fully prepared 
while he is insured and the prosthesis inserted within 3 
calendar months after his insurance ceases. 
for a crown, inlay or onlay, the tooth is prepared while he is 
insured and the crown, inlay or onlay installed within 3 
calendar months after his insurance ceases. . for root canal therapy, the pulp chamber of the tooth is 
opened while he is insured and the treatment is completed 
within 3 calendar months after his insurance ceases. 

There is no extension for any Dental Service not shown above. 
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Federal Requirements 
The following pages explain your rights and responsibilities 
under federal laws and regulations. Some states may have 
similar requirements. If a similar provision appears elsewhere 
in this booklet, the provision which provides the better benefit 
will apply. 

FDRLl 

Notice Regarding Provider Directories and 
Provider Networks 
If your Plan utilizes a network of Providers, you may without 
charge, receive a separate listing of Participating Providers. 
You may also have access to a list of Providers who 
participate in the network by visiting www.cigna.com; 
mycigna.com or by calling the toll-free telephone number on 
your ID card. 
Your Participating Provider network consists of a group of 
local dental practitioners, of varied specialties as well as 
general practice, who are employed by or contracted with 
CIGNA Healthcare or CIGNA Dental Health. 

IJniformed Services Employment and 
Reemployment Rights Act of 1994 (USERRA) 
The Uniformed Services Employment and Reemployment 
Rights Act of 1994 (USERRA) sets requirements for 
continuation of health coverage and reemployment in regard 
to military leaves of absence. These requirements apply to 
medical and dental coverage for you and your Dependents. 
They do not apply to any Life, Short-term or Long-term 
Disability or Accidental Death & Dismemberment coverage. 
Continuation of Coverage 
For leaves of less than 3 1 days, coverage will continue as 
described in the Termination section regarding Leave of 
Absence. 
For leaves of 3 1 days or more, you may continue coverage for 
yourself and your Dependent as follows: 
You may continue benefits, by paying the required premium 
to your Employer, until the earliest of the following: 

24 months from the last day of employment with the 
Employer; 
the day after you fail to apply or return to work; and 
the date the policy cancels. 

Your Employer may charge you and your Dependents up to 
102% of the total premium. 
Following continuation of health coverage per 1JSERR.A 
requirements, you may convert to a plan of individual 
coverage according to any "Conversion Privilege" shown in 
your certificate. 
NOT141 

Reinstatement of Benefits (Applicable To All Coverages) 
If your coverage ends during the leave because you do  not 
elect USERRA or an available conversion plan at the 
expiration of 1JSERR.A and you are reemployed by your 
current Employer, coverage for you and your Dependents may 
be reinstated if, (a) you gave your Employer advance written 
or verbal notice of your military service leave, and (b) the 
duration of all military leaves while you are employed with 
your current Employer does not exceed 5 years. 
You and your ~ e ~ e n d e n t s  will be subject to only the balance 
of a Pre-existing Condition Limitation (PCL) or waiting 
period that was not yet satisfied before the leave began. 
However, if an Injury or Sickness occurs or is aggravated 
during the military leave, full Plan limitations will apply. 
Any 63-day break in coverage rule regarding credit for time 
accrued toward a PCL waiting period will be waived. 
NOT142 

Notice of Federal Requirements 
If your income does not exceed 100% of the official poverty 
line and your liquid resources are at or below twice the social 
security income level, the state may decide to pay premiums 
for this coverage instead of for Medicaid, if it is cost-effective. 
This includes premiums for continuation coverage required by 
federal law. 

Requirements of the Omnibus Budget 
Reconciliation Act of 1993 (OBRA193) 
These health coverage requirements do not apply to any 
benefits for loss of life, dismemberment or loss of income. 
Any other provisions in this certificate that provide for: (a) the 
definition of an adopted child and the effective date of 
eligibility for coverage of that child; and (b) eligibility 
requirements for a child for whom a court order for medical 
support is issued; are superseded by these provisions required 
by the federal Omnibus Budget Reconciliation Act of 1993, as 
amended, where applicable. 
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A. Eligibility for Coverage Under a Qualified Medical 
Child Support Order 
If a Qualified Medical Child Support Order is issued for your 
child, that child will be eligible for coverage as required by the 
order and you will not be considered a Late Entrant for 
Dependent Insurance. 
You must notify your Employer and elect coverage for that 
child, and yourself if you are not already enrolled, within 3 1 
days of the Qualified Medical Child Support Order being 
issued. 
Qualified Medical Child Support Order 
A Qualified Medical Child Support Order is a judgment, 
decree or order (including app&al of a settlement agreement) 
or administrative notice, which is issued pursuant to a state 
domestic relations law (including a community property law), 
or to an administrative process, which provides for child 
support or provides for health benefit coverage to such child 
and relates to benefits under the group health plan, and 
satisfies all of the following: 
I .  the order recognizes or creates a child's right to receive 

group health benefits for which a participant or 
beneficiary is eligible; 

2. the order specifies your name and last known address, and 
the child's name and last known address, except that the 
name and address of an official of a state or political 
subdivision may be substituted for the child's mailing 
address; 

3.  the order provides a description of the coverage to be 
provided, or the manner in which the type of coverage is 
to be determined; 

4. the order states the period to which it applies; and 
5. if the order is a National Medical Support Notice 

completed in accordance with the Child Support 
Performance and Incentive Act of 1998, such Notice 
meets the requirementsabove. 

The Qualified Medical Child Support Order may not require 
the health insurance policy to provide coverage for any type or 
form of benefit or option not otherwise provided under the 
palicy, except an order may require a plan to comply with 
State laws regarding child health care coverage. 

Payment of Benefits 
Any payment of benefits in reimbursement for Covered 
Expenses paid by the child, the child's custodial parent or legal 
guardian, shall be made to the child, the child's custodial 
parent or legal guardian, or a State official whose name and 
address have been substituted for the name and address of the 
child. 

B. Eligibility for Coverage for Adopted Children 
Any child under the age of 18 who is adopted by you, 
including a child who is placed with you for adoption, will be 
eligible for Dependent Insurance upon the date of placement 
with you. A child will be considered placed for adoption when 
you became legally obligated to support that child, totally or 
partially, prior to that child's adoption, 
If a child placed for adoption is not adopted, all health 
coverage ceases when the placement ends, and will not be 
continued. 

COBRA Continuation Rights Under Federal Law 
For You and Your Dependents 
What is COBRA Continuation Coverage 
Under federal law, you and/or your Dependents must be given 
the opportunity to continue health insurance when there is a 
"qualifying event" that would result in loss of coverage under 
the Plan. You and/or your Dependents will be permitted to 
continue the same coverage under which you or your 
Dependents were covered on the day before the qualifying 
event occurred, unless you move out of that plan's coverage 
area or the plan is no longer available. You and/or your 
Dependents cannot change coverage options until the next 
open enrollment period. 
When is COBRA Continuation Available 
For you and your Dependents, COBRA continuation is 
available for up to 18 months from the date of the following 
qualifying events if the event would result in a loss of  
coverage under the Plan: 
* your termination of employment for any reason, other than 

gross misconduct; or 

your reduction in work hours. 
For your Dependents, COBRA continuation coverage is 
available for up to 36 months from the date of the following 
qualiEying events if the event would result in a loss of 
coverage under the Plan: 

your death; 

your divorce or legal separation; or 

for a Dependent child, failure to continue to qualify as a 
Dependent under the Plan. 

Who is Entitled to COBRA Continuation 
Only a "qualified beneficiary" (as defined by federal law) may 
elect to continue health insurance coverage. A qualified 
beneficiary may include the following individuals who were 
covered by the Plan on the day the qualifying event occurred: 
you, your spouse, and your Dependent children. Each 
qualified beneficiary has their own right to elect or decline 
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COBRA continuation coverage even if you decline or are not 
eligible for COBRA continuation. 
The following individuals are not qualified beneficiaries for 
purposes of COBRA continuation: domestic partners, same 
sex spouses, grandchildren (unless adopted by you), 
stepchildren (unless adopted by you). Although these 
individuals do not have an independent right to elect COBRA 
continuation coverage, if you elect COBRA continuation 
coverage for yourself, you may also cover your Dependents 
even if they are not considered qualified beneficiaries under 
COBRA. However, such individuals' coverage will terminate 
when your COBRA continuation coverage terminates. The 
sections below titled "Secondary Qualifying Events" and 
"Medicare Extension for Your Dependents" are not applicable 
to these individuals. 
FDRLZO 

Secondary Qualifying Events 
If, as a result of your termination of employment or reduction 
in workhours, your Dependent(s) have elected COBRA 
continuation coverage and one or more Dependents experience - 
another COBRA qualifying event, the affected Dependent(s) 
may elect to extend their COBRA continuation coverage for 
an additional 18 months (7 months if the secondary event 
occurs within the disability extension period) for a maximum 
of 36 months from the initial qualifying event. The second 
qualifying event must occur before the end of the initial 18 
months of COBRA continuation coverage or within the 
disability extension period discussed below. Under no 
circumstances will COBRA continuation coverage be 
available for more than 36 months from the initial qualifying 
event. Secondary qualifying events are: your death; your 
divorce or legal separation; or, for a Dependent child, failure 
to continue to qualify as a Dependent under the Plan. 

Disability Extension 
If, after electing COBRA continuation coverage due to your 
termination of employment or reduction in work hours, you or 
one of your Dependents is determined by the Social Security 
Administration (SSA) to be totally disabled under title I1 or 
XVI of the SSA, you and all of your Dependents who have 
elected COBRA continuation coverage may extend such 
continuation for an additional 11 months, for a maximum of 
29 months from the initial qualifying event. 
To qualify for the disability extension, all of the following 
requirements must be satisfied: 

1. SSA must determine that the disability occurred prior to 
or within 60 days after the disabled individual elected 
COBRA continuation coverage; and 

2. A copy of the written SSA determination must be 
provided to the Plan Administrator within 60 calendar 
days after the date the SSA determination is made AND 
before the end of the initial 18-month continuation period. 

If the SSA later determines that the individual is no longer 

disabled, you must notify the Plan Administrator within 30 
days after the date the final determination is made by SSA. 
The 1 1-month disability extension will terminate for all 
covered persons on the first day of the month that is more than 
30 days after the date the SSA makes a final determination 
that the disabled individual is no longer disabled. 
All causes for 'Termination of COBRA Continuation" listed 
below will also apply to the period of disability extension. 

Medicare Extension for Your Dependents 
When the qualifying event is your termination of employment 
or reduction in work hours and you became enrolled in 
Medicare (Part A, Part B or both) within the 18 months before 
the qualifying event, COBRA continuation coverage for your 
Dependents will last for up to 36 months after the date you 
became enrolled in Medicare. Your COBRA continuation 
coverage will last for up to 18 months from the date of your 
termination of employment or reduction in work hours. 

Termination of COBRA Continuation 
COBRA continuation coverage will be terminated upon the 
occurrence of any of the following: 

the end of the COBRA continuation period of 18,29 or 36 
months, as applicable; - failure to pay the required premium within 30 calendar days 
after the due date; - cancellation of the Employer's policy with CIGNA; 

after electing COBRA continuation coverage, a qualified 
beneficiary enrolls in Medicare (Part A, Part B, or both); 

after electing COBRA continuation coverage, a qualified 
beneficiary becomes covered under another group health 
plan, unless the qualified beneficiary has a condition for 
which the new plan limits or excludes coverage under a pre- 
existing condition provision. In such case coverage will 
continue until the earliest of: (a) the end of the applicable 
maximum period; (b) the date the pre-existing condition 
provision is no longer applicable; or (c) the occurrence of 
( I ) ,  (2) or (3) above; or - any reason the Plan would terminate coverage of a 
participant or beneficiary who is not receiving continuation 
coverage (e.g., fkaud). 

Employer's Notification Requirements 
Your Employer is required to provide you and/or your 
Dependents with the following notices: 

An initial natification of COBRA continuation rights must 
be provided within 90 days after your (or your spouse's) 
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coverage under the Plan begins (or the Plan first becomes 
subject to COBRA continuation requirements, if later). If 
you andlor your Dependents experience a qualifying event 
before the end of that 90-day period, the initial notice must 
be provided within the time frame required for the COBRA 
continuation coverage election notice as explained below. 

w A CQBRA continuation coverage election notice must be 
provided to you and/or your Dependents within the 
following timeframes: 

(a) if the Plan provides that COBRA continuation 
coverage and the period within which an Employer 
must notify the Plan Administrator of a qualifying 
event starts upon the loss of coverage, 44 days after 
loss of coverage under the Plan; 

(b) if the Plan provides that COBRA continuation 
coverage and the period within which an Employer 
must notify the Plan Administrator of a qualifying 
event starts upon the occurrence of a qualifying 
event, 44 days after the qualifying event occurs; or 

(c) in the case of a multi-employer plan, no later than 14 
days after the end of the period in which Employers 
must provide notice of a qualifying event to the Plan 
Administrator. 

How to Elect COBRA Continuation Coverage 
The COBRA coverage election notice will list the individuals 
who are eligible for COBRA continuation coverage and 
inform you of the applicable premium. Thenotice will also 
include instructions for electing COBRA continuation 
coverage. You must notify the Plan Administrator of your 
election no later than the due date stated on the COBRA 
election notice. If a written election notice is required, it must 
be post-marked no later than the due date stated on the 
COBRA election notice. If you do not make proper 
notification by the due date shown on the notice, you and your 
Dependents will lose the right to elect COBRA continuation 
coverage. If you reject COBRA continuation coverage before 
the due date, you may change your mind as long as you 
fbrnish a completed election form before the due date. 
Each qualified beneficiary has an independent right to elect 
COBRA continuation coverage. Continuation coverage may 
be elected for only one, several, or for all Dependents who are 
qualified beneficiaries. Parents may elect to continue coverage 
on behalf of their Dependent children. You or your spouse 
may elect continuation coverage on behalf of all the qualified 
beneficiaries. You are not required to elect COBRA 
continuation coverage in order for your Dependents to elect 
COBRA continuation. 

How Much Does COBRA Continuation Coverage Cost 
Each qualified beneficiary may be required to pay the entire 
cost of continuation coverage. The amount may not exceed 
102% of the cost to the group health plan (including both 
Employer and Employee contributions) far coverage of a 
similarly situated active Employee or family member. The 
premium during the 1 1-month disability extension may not 
exceed 150% of the cost to the group health plan (including 
both employer and employee contributions) for coverage of a 
similarly situated active Employee or family member. For 
example: 
w If the Employee alone elects COBRA continuation 

coverage, the Employee will be charged 102% (or 150%) of 
the active Employee premium. 

w If the spouse or one Dependent child alone elects COBRA 
continuation coverage, they will be charged 102% (or 
150%) of the active Employee premium. - If more than one qualified beneficiary elects CQBRA 
continuation coverage, they will be charged 102% (or 
150%) of the applicable family premium. 

When and How to Pay COBRA Premiums 
First payment for COBRA continuation 
If you elect COBRA continuation coverage, you do not have 
to send any payment with the election form. However, you 
must make your first payment no later than 45 calendar days 
after the date of your election. (This is the date the Election 
Notice is postmarked, if mailed.) If you do not make your first 
payment within that 45 days, you will lose all COBRA 
continuation rights under the Plan. 
Subsequent payments 
After you make your first payment for COBRA continuation 
coverage, you will be required to make subsequent payments 
of the required premium for each additional month of 
coverage. Payment is due on the first day of each month. If 
you make a payment on or before its due date, your coverage 
under the Plan will continue for that coverage period without 
any break. 
Grace periods for subsequent payments 
Although subsequent payments are due by the first day of the 
month, you will be given a grace period of 30 days after the 
first day of the coverage period to make each monthly 
payment. Your COBRA continuation coverage will be 
provided for each coverage period as long as payment for that 
coverage period is made before the end of the grace period for 
that payment. However, if your payment is received after the 
due date, your coverage under the Plan may be suspended 
during this time. Any providers who contact the Plan to 
confirm coverage during this time may be informed that 
coverage has been suspended. If payment is received before 
the end of the grace period, your coverage will be reinstated 
back to the beginning of the coverage period. This means that 
any claim you submit for benefits while your coverage is 
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suspended may be denied and may have to be resubmitted 
once your coverage is reinstated. If you fail to make a 
payment before the end of the grace period for that coverage 
period, you will lose all rights to COBRA continuation 
coverage under the Plan. 

You Must Give Notice of Certain Qualifying Events 
If you or your Dependent(s) experience one of the following 
qualifying events, you must notify the Plan Administrator 
within 60 calendar days after the later of the date the 
qualifying event occurs or the date coverage would cease as a 
result of the qualifying event: 

Your divorce or legal separation; 

Your child ceases to qualify as a Dependent under the Plan; 
or 

The occurrence of a secondary qualifying event as 
discussed under "Secondary Qualifying Events" above (this 
notice must be received prior to the end of the initial 18- or 
29-month COBRA period). 

(Also refer to the section titled "Disability Extension" for 
additional notice requirements.) 
Notice must be made in writing and must include: the name of 
the Plan, name and address of the Employee covered under the 
Plan, name and address(es) of the qualified beneficiaries 
affected by the qualifying event; the qualifying event; the date 
the qualifying event occurred; and supporting documentation 
(e.g., divorce decree, birth certificate, disability determination, 
etc.). 
Newly Acquired Dependents 
If you acquire a new Dependent through marriage, birth, 
adoption or placement for adoption while your coverage is 
being continued, you may cover such Dependent under your 
COBRA continuation coverage. However, only your 
newborn or adopted Dependent child is a qualified beneficiary 
and may continue COBRA continuation coverage for the 
remainder of the coverage period following your early 
termination of COBRA coverage or due to a secondary 
qualifying event. COBRA coverage for your Dependent 
spouse and any Dependent children who are not your children 
(e.g., stepchildren or grandchildren) will cease on the date 
your COBRA coverage ceases and they are not eligible for a 
secondary qualifying event. 
COBRA Continuation for Retirees Following Employer's 
Bankruptcy 
If you are covered as a retiree, and a proceeding in bankruptcy 
is filed with respect to the Employer under Title 11 of the 
United States Code, you may be entitled to COBRA 
continuation coverage. If the bankruptcy results in a loss of 
coverage for you, your Dependents or your surviving spouse 
within one year before or after such proceeding, you and your 

covered Dependents will become COBRA qualified 
beneficiaries with respect to the bankruptcy. You will be 
entitled to COBRA continuation coverage until your death. 
Your surviving spouse and covered Dependent children will 
be entitled to COBRA continuation coverage for up to 36 
months following your death. However, CQBRA continuation 
coverage will cease upon the occurrence of any of the events 
listed under 'Termination of COBRA Continuation" above. 

~ r s d e  Act of 2002 
The Trade Act of 2002 created a new tax credit for certain 
individuals who become eligible for trade adjustment 
assistance and for certain retired Employees who are receiving 
pension payments from the Pension Benefit Guaranty 
Corporation (PBGC) (eligible individuals). Under the new tax 
provisions, eligible individuals can either take a tax credit or 
get advance payment of 65% of premiums paid for qualified 
health insurance, including continuation coverage. If you have 
questions about these new tax provisions, you may call the 
Health Coverage Tax Credit Customer Contact Center toll-free 
at 1-866-628-4282. TDDtTYY callers may call toll-free at 1- 
866-626-4282. More information about the Trade Act is also 
available at www.doleta.gov/tradeactl2002act index.asp. 
In addition, if you initially declined COBRA continuation 
coverage and, within 60 days after your loss of coverage under 
the Plan, you are deemed eligible by the U.S. Department of 
Labor or a state labor agency for trade adjustment assistance 
(TAA) benefits and the tax credit, you may be eligible for a 
special 60 day COBRA election period. The special election 
period begins on the first day of the month that you become 
TAA-eligible. If you elect COBRA coverage during this 
special election period, COBRA coverage will be effective on 
the first day of the special election period and will continue for 
18 months, unless you experience one of the events discussed 
under "Termination of COBRA Continuation" above. 
Coverage will not be retroactive to the initial loss of coverage. 
If you receive a determination that you are TAA-eligible, you 
must notify the Plan Administrator immediately. 
Interaction With Other Continuation Benefits 
You may be eligible for other continuation benefits under state 
law. Refer to the Termination section for any other 
continuation benefits. 

Requirements of Family and Medical Leave Act 
of 1993 
Any provisions of the policy that provide for: (a) continuation 
of insurance during a leave of absence; and (b) reinstatement 
of insurance following a return to Active Service; are modified 
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by the following provisions of the federal Family and Medical 
Leave Act of 1993, where applicable: 
A. Continuation of Health Insurance During Leave 
Your health insurance will be continued during a leave of 
absence if: 

that leave qualifies as a leave of absence under the Family 
and Medical Leave Act of 1993; and 
you are an eligible Employee under the terms of that Act. 

The cost of your health insurance during such leave must be 
paid, whether entirely by your Employer or in part by you and 
your Employer. 

B. Reinstatement of Canceled Insurance Following Leave 
Upon your return to Active Service following a leave of 
absence that qualifies under the Family and Medical Leave 
Act of 1993, any canceled insurance (health, life or disability) 
will be reinstated as of the date of your return. 
You will not be required to satisfy any eligibility or benefit 
waiting period or the requirements of any Pre-existing 
Condition Limitation to the extent that they had been satisfied 
prior to the start of such leave of absence. 
Your Employer will give you detailed information about the 
Family and Medical Leave Act of 1993. 

ERISA Required Information 
The name of the Plan is: 

Cinergy Corp. Health & Welfare Benefits Plan 
The name, address, ZIP code and business telephone number 
of the sponsor of the Plan is: 

Cinergy Corp. 
139 E. 4th St. Rm 442 
Cincinnati, OH 45202 
513-287-3333 

Employer Identification 
Number (EIN) 

Plan Number 

The name, address, ZIP code and business telephone number 
of the Plan Administrator is: 
Employer named above 
The name, address and ZIP code of the person designated as 
agent for the service of legal proces3 is: 
Employer named above (May be Plan trustee, if any; or Plan 
Administrator.) 
The office designated to consider the appeal of denied claims 
is: 
The CG Claim Office responsible for this Plan 

The cost of the Plan is shared by Employee and Employer. 
The Plan's fiscal year ends on 1213 1 
The preceding pages set forth the eligibility requirements and 
benefits provided for you under this Plan. 
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Plan Trustees 
A list of any Trustees of the Plan, which includes name, title 
and address, is available upon request to the Plan 
Administrator. 

Plan Type 
The Plan is a healthcare benefit plan. 

Collective Bargaining Agreements 
You may contact the Plan Administrator to determine whether 
the Plan is maintained pursuant to one or more collective 
bargaining agreements and if a paiticular Employer is a 
sponsor. A copy is available for examination from the Plan 
Administrator upon written request. 

Discretionary Authority 
The Plan Administrator delegates to CG the discretionary 
authority-to interpret and apply plan terms and to make factual 
determinations in connection with its review of claims under 
the plan. Such discretionary authority is intended to include, 
but not limited to, the determination of the eligibility of 
persons desiring to enroll in or claim benefits under the plan, 
the determination of whether a person is entitled to benefits 
under the plan, and the computation of any and all benefit 
payments. The Plan Administrator also delegates to CG the 
discretionary authority to perform a full and fair review, as 
required by ERISA, of each claim denial which has been 
appealed by the claimant or his duly authorized representative. 

Plan Modification, Amendment and Termination 
The Employer as Plan Sponsor reserves the right ta, at any 
time, change or terminate benefits under the Plan, to change or 
terminate the eligibility of classes of Employees to be covered 
by the Plan, to amend or eliminate any other plan term or 
condition, and to terminate the whole plan or any part of it. 
The procedure by which benefits may be changed or 
terminated, by which the eligibility of classes of Employees 
may be changed or terminated, or by which part or all of the 
Plan may be terminated, is contained in the Employer's Plan 
Document, which is available far inspection and copying fram 
the Plan Administrator designated by the Employer. No 
consent of any participant is required to terminate, modify, 
amend or change the Plan. 
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Termination of the Plan together with termination of the 
insurance policy(s) which funds the Plan benefits will have no 
adverse effect on any benefits to be paid under the policy(s) 
for any covered medical expenses incurred prior to the date 
that policy(s) terminates. Likewise, any extension of benefits 
under the policy(s) due to your or your Dependent's total 
disability which began prior to and has continued beyond the 
date the policy(s) terminates will not be affected by the Plan 
termination. Rights to purchase limited amounts of life and 
medical insurance to replace part of the benefits lost because 
the policy(s) terminated may arise under the terms of the 
policy(s). A subsequent Plan termination will not affect the 
extension of benefits and rights under the policy(s). 

Your coverage under the Plan's insurance policy(s) will end on 
the earliest of the following dates: 

the last day of the calendar month in which you leave 
Active Service; 

the date you are no longer in an eligible class; 
if the Plan is contributory, the date you cease to contribute; 
or 
the date the policy(s) terminates. 

See your Plan Administrator to determine if any extension of 
benefits or rights are available to you or your Dependents 
under this policy(s). No extension of benefits or rights will be 
available solely because the Plan terminates. 

GMMXN) ERISAIS 

Statement of Rights 
As a participant in the plan you are entitled to certain rights 
and protections under the Employee Retirement Income 
Security Act of 1974 (ERISA). ERISA provides that all plan 
participants shall be entitled to:. 

Receive Information About Your Plan and Benefits 
examine, without charge, at the Plan Administrator's office 
and at other specified locations, such as worksites and union 
halls, all documents governing the plan, including insurance 
contracts and collective bargaining agreements, and a copy 
of the latest annual report (Form 5500 Series) filed by the 
plan with the U.S. Department of L a b r  and available at the 
Public Disclosure Room of the Employee Benefits Security 
Administration. 

obtain, upon written request to the Plan Administrator, 
copies of documents governing the Plan, including 
insurance contracts and collective bargaining agreements, 
and a copy of the latest annual report (Form 5500 Series) 
and updated Summary Plan Description. The administrator 
may make a reasonable charge for the copies. . receive a summary of the Plan's annual financial report. The 
Plan Administrator is required by law to furnish each . 

participant with a copy of this summary annual report. 

Continue Group Health Plan Coverage 
continue health care coverage for yourself, your spouse or 
Dependents if there is a loss of coverage under the Plan as a 
result of a qualifying event. You or your Dependents may 
have to pay for such coverage. Review this Summary Plan 
Description and the documents governing the Plan on the 
rules governing your federal continuation coverage rights. 

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

Pi-udent Actions by Plan Fiduciaries 
In addition to creating rights for plan participants ERISA 
imposes duties upon the people responsible for the operation 
of the Employee benefit plan. The people who operate your 
plan, called "fiduciaries" of the plan, have a duty to do so 
prudently and in the interest of you and other plan participants 
and beneficiaries. No one, including your Employer, your 
union, or any other person, may fire you or otherwise 
discriminate against you in any way to prevent you from 
obtaining a welfare benefit or exercising your rights under 
ERISA. If your claim for a welfare benefit is denied or 
ignored, in whole or in part, you have a right to know why this 
was done, to obtain copies of documents relating to the 
decision without charge, and to appeal any denial, all within 
certain time schedules. 

Enforce Your Rights 
Under ERISA, there are steps you can take to enforce the 
above rights. For instance, if you request a copy of plan 
documents or the latest annual report from the plan and do not 
receive them within 30 days, you may file suit in a federal 
court. In such a case, the court may require the Plan 
Administrator to provide the materials and pay you up to $1 10 
a day until you receive the materials, unless the materials were 
not sent because of reasons beyond the control of the 
administrator. If you have a claim for benefits which is denied 
or ignored in whole or in part, you may file suit in a state or 
federal court. 
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In addition, if you disagree with the plan's decision or lack 
thereof concerning the qualified status of a domestic relations 
order or a medical child support order, you may file suit in 
federal court. If it should happen that plan fiduciaries misuse 
the plan's money, or if you are discriminated against for 
asserting your rights, you may seek assistance from the U.S. 
Department of Labor, or you may file suit in a federal court. 
The court will decide who should pay court costs and legal 
fees. If you are successful the court may order the person you 
have sued to pay these costs and fees. If you lose, the court 
may order you to pay these costs and fees, for example, if it 
finds your claim is frivolous. 

Claim Determination Procedures Under ERISA 
The following complies with federal law effective July 1, 
2002. Provisions of the laws of your state may supersede. 
Procedures Regarding Medical Necessity Determinations 
In general, health services and benefits must be medically 
necessary to be covered under the plan. The procedures for 
determining medical necessity vary, according to the type of 
service or benefit requested, and the type of health plan. 
You or your authorized representative (typically, your health 
care provider) must request medical necessity determinations 
according to the procedures described below, in the 
Certificate, and in your provider's network participation 
documents as applicable. 

When services or benefits are determined to be not medically 
necessary, you or your representative will receive a written 
description of the adverse determination, and may appeal the 
determination. Appeal procedures are described in the 
Certificate, in your provider's network participation 
documents, and in the determination notices. 
Postservice Medical Necessity Determinations 
When you or your representative requests payment for 
services that include a medical necessity determination, CG 
will notify you or your representative of the determination 
within 30 days after receiving the request. However, if more 
time is needed to make a determination due to matters beyond 
CG's control CG will notify you or your representative within 
30 days after receiving the request. This notice will include the 
date a determination can be expected, which will be no more 
than 45 days after receipt of the request. If more time is 
needed because necessary information is missing from the 
request, the notice will also specify what information is 
needed. The determination period will be suspended on the 
date CG sends such a notice of missing information, and the 
determination period will resume on the date you or your 
representative responds to the notice. 

Procedures Regarding Claim Payment Determinations 
Postservice Claim Determinations 
When you or your representative requests payment for 
services which have been rendered, CG will notify you of the 
claim payment determination within 30 days after receiving 
the request. However, if more time is needed to make a 
determination due to matters beyond CG's control, CG will 
notifj you or your representative within 30 days after 
receiving the request. This notice will include the date a 
determination can be expected, which will be no more than 45 
days after receipt of the request. If more time is needed 
because necessary information is missing from the request, the 
notice will also specify what information is needed, and you 
and your representative must provide the specified information 
within 45 days after receiving the notice. The determination 
period will be suspended on the date CG sends such a notice 
of missing information, and resume on the date you or your 
representative responds to the notice. 
Notice of Adverse Determination 
Every notice of an adverse benefit determination will be 
provided in writing or electronically, and will include all of 
the following that pertain to the determination: 1. the specific 
reason or reasons for the adverse determination; 2. reference 
to the specific plan provisions on which the determination is 
based; 3. a description of any additional material or 
information necessary to perfect the claim and an explanation 
of why such material or information is necessary; 4. a 
description of the plan's review procedures and the time limits 
applicable, including a statement of a claimant's rights to bring 
a civil action under section 502(a) of ERISA following an 
adverse benefit determination on appeal; 5. upon request and 
free of charge, a copy of any internal rule, guideline, protocol 
or other similar criterion that was relied upon in making the 
adverse determination regarding your claim, and an 
explanation of the scientific or clinical judgment for a 
determination that is based on a medical necessity, 
experimental treatment or other similar exclusion or limit; 6. 
in the case of a claim involving urgent care, a description of 
the expedited review process applicable to such claim. 

Assistance With Your Questions 
If you have any questions about your plan, you should contact 
the Plan Administrator. If you have any questions about this 
statement or about your rights under ERISA, or if you need 
assistance in obtaining documents from the Plan 
Administrator, you should contact the nearest ofice of the 
Employee Benefits Security Administration, U.S. Department 
of Labor, listed in your telephone directory or the Division of 
Technical Assistance and Inquiries, Employee Benefits 
Security Administration, U.S. Department of Labor, 200 
Constitution Avenue N.W., Washington, D.C. 20210. You 
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may also obtain certain publications about your rights and 
responsibilities under ERISA by calling the publications 
hotline of the Employee Benefits Security Administration. 
CG will provide administrative services of the following 
nature: Claim Administration; Cost Containment; Financial; 
Banking and Billing Administration. 
Benefits provided under this plan are self-insured by the 
Employer. 
This document is issued by: 
Connecticut General Life Insurance Company 
900 Cottage Grove Road 
Hartford, CT 06152 

When You Have A Complaint or An 
Appeal 
The following complies with federal law and is effective 
July 1,2002. Provisions of the laws of your state may 
supersede. 
For the purposes of this section, any reference to "you," "your" 
or "Member" also refers to a representative or provider . 
designated by you to act on your behalf, unless otherwise 
noted. 
We want you to be completely satisfied with the care you 
receive. That is why we have established a process for 
addressing your concerns and solving your problems. 
Start With Member Services 
We are here to listen and help. If you have a concern regarding 
a person, a service, the quality of care, or contractual benefits, 
you can call the toll-free number on your Benefit 
Identification card explanation of benefits, or claim form and 
explain your concern to one of our Member Services 
representatives. You can also express that concern in writing. 
We will do our best to resolve the matter on your initial 
contact. If we need more time to review or investigate your 
concern, we will get back to you as soon as possible, but in 
any case within 30 days. 
If you are not satisfied with the results of a coverage decision, 
you can start the appeals procedure. 
Appeals Procedure 
CG has a two step appeals procedure for coverage decisions. 
To initiate an appeal, you must submit a request for an appeal 
in writing to CG within 365 days of receipt of a denial notice. 
You should state the reason why you feel your appeal should 
be approved and include any information supporting your 
appeal. If you are unable or choose not to write, you may ask 
CG to register your appeal by telephone. Call or write to us at 

the toll-free number or address on your Benefit Identification 
card, explanation of benefits, or claim form. 
Level One Appeal 
Your appeal will be reviewed and the decision made by 
someone not involved in the initial decision. Appeals 
involving Medical Necessity or clinical appropriateness will 
be considered by a health care professional. 
For level one appeals, we will respond in writing with a 
decision within 30 calendar days after we receive an appeal 
for a postservice coverage determination. If more time or 
information is needed to make the determination, we will 
notify you in writing to request an extension of up to 15 
calendar days and to specify any additional information 
needed to complete the review. 
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Level Two Appeal 
If you are dissatisfied with our level one appeal decision, you 
may request a second review of non-urgent care claims. To 
initiate a level two appeal, follow the same process required 
for a level one appeal except send this appeal to the entity 
responsible for administering the Level Two Appeal Process. 
The Appeal Committee review of your claim will be 
completed within 30 calendar days. If more time or 
information is needed to make the determination, you will be 
notified in writing to request an extension of up to I5 calendar 
days and to specify any additional information needed by the 
Appeal Committee to complete the review. You will be 
notified in writing of the Appeal Committee's decision within 
five business days after the Appeal Committee meeting, and 
within the Appeal Committee review time frames above if the 
Appeal Committee does not approve the requested coverage. 
The Appeal Committee referred to in the Level Two Appeal 
means the organization performing the second level appeal. 

Independent Review Procedure 
If you are not fully satisfied with the decision of CG's level 
two appeal review regarding your Medical Necessity or 
clinical appropriateness issue, you may request that your 
appeal be referred to an Independent Review Organization. 
The Independent Review Organization is composed of persons 
who are not employed by CG or any of its affiliates. A 
decision to use the voluntary level of appeal will not affect the 
claimant's rights to any other benefits under the plan. 
There is no charge for you to initiate this Independent Review 
Process. CG will abide by the decision of the Independent 
Review Organization. 
In order to request a referral to an Independent Review 
Organization, certain conditions apply. The reason for the 
denial must be based on a Medical Necessity or clinical 



Case No. 2006-00172 
Ky PSC-DR-0 1 -02 1 

Page 3 6 1 of 449 

appropriateness determination by CG. Administrative, 
eligibility or benefit coverage limits or exclusions are not 
eligible for appeal under this process. 
To request a review, you must noti9 the Appeals Coordinator 
within 180 days of your receipt of CG level two appeal review 
denial. CG will then forward the file to the Independent 
Review Organization. 
The Independent Review Organization will render an opinion 
within 30 days. When requested and when a delay would be 
detrimental to your condition, as determined by CG's Dentist 
reviewer, the review shall be completed within three days. 
The Independent Review Program is a voluntary program 
arranged by CG. 

Notice of Benefit Determination on Appeal 
Every notice of a determination on appeal will be provided in 
writing or electronically and, if an adverse determination, will 
include: ( I )  the specific reason or reasons for the adverse 
determination; (2) reference to the specific plan provisions on 
which the determination is based; (3) a statement that the 
claimant is entitled to receive, upon request and fiee of charge, 
reasonable access to and copies of all documents, records, and 
other Relevant informationas defined; (4) a statement 
describing any voluntary appeal procedures offered by the 
plan and the claimant's right to bring an action under ERISA 
section 502(a); (5) upon request and fiee of charge, a copy of 
any internal rule, guideline, protocol or other similar criterion 
that was relied upon in making the adverse determination 
regarding your appeal, and an explanation of the scientific or 
clinical judgment for a determination that is based on a 
Medical Necessity, experimental treatment or other similar 
exclusion or limit. 
You also have the right to bring a civil action under Section 
502(a) of ERISA if you are not satisfied with the decision on 
review. You or your plan may have other voluntary alternative 
dispute resolution options such as Mediation. One way to find 
out what may be available is to contact your local U.S. 
Department of Labor office and your State insurance 
regulatory agency. You may also contact the Plan 
Administrator. 
Relevant Information 
Relevant Information is any document, record, or other 
information which: (a) was relied upon in making the benefit 
determination; (b) was submitted, considered, or generated in 
the course of making the benefit determination, without regard 
to whether such document, record, or other information was 
relied upon in making the benefit determination; (c) 
demonstrates compliance with the administrative processes 
and safeguards required by federal law in making the benefit 
determination; or (d) constitutes a statement of policy or 
guidance with respect to the plan concerning the denied 

treatment option or benefit for the claimant's diagnosis, 
without regard to whether such advice or statement was relied 
upon in making the benefit determination. 
Legal Action 
If your plan is governed by ERISA, you have the right to bring 
a civil action under Section 502(a) of ERISA if you are not 
satisfied with the outcome of the Appeals Procedure. In most 
instances, you may not initiate a legal action against CG until 
you have completed the Level One and Level Two appeal 
processes. If your appeal is expedited, there is no need to 
complete the Level Two process prior to bringing legal action. 

Definitions 

Active Service 
You will be considered in Active Service: 

on any of your Employer's scheduled work days if you are 
- Ime performing the regular duties of your work on a full t' 

basis on that day either at your Employer's place of business 
or at some location to which you are required to travel for 
your Employer's business. 
on a day which is not one of your Employer's scheduled 
work days if you were in Active Service on the preceding 
scheduled work day. 

Coinsurance 
The term Coinsurance means the percentage of charges for 
Covered Expenses that an insured person is required to pay 
under the Plan. 
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Contracted Fee - CIGNA Dental Preferred Provider 
The term Contracted Fee refers to the total compensation level 
that a provider has agreed to accept as payment for dental 
procedures and services performed on an Employee or 
Dependent, according to the Employee's dental benefit plan. 

DFS1217 
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CIGNA HealthCare 

Dentist 
The term Dentist means a person practicing dentistry or oral 
surgery within the scope of his license. It will also include a 
physician operating within the scope of his license when he 
performs any of the Dental Services described in the policy. 

Dependent 
Dependents are: 

your lawfbl spouse; and 
any unmarried child of yours who is 

less than 19 years old; 
* 19 years but less than 25 years old, enrolled in school as a 

full-time student and primarily supported by you; 
19 or more years old and primarily supported by you and 
incapable of self-sustaining employment by reason of 
mental or physical handicap. Proof of the child's 
condition and dependence must be submitted to CG 
within 3 1 days after the date the child ceases to qualify 
above. During the next two years CG may, fiom time to 
time, require proof of the continuation of such condition 
and dependence. After that, CG may require proof no 
more than once a year. 

A child includes a legally adopted child. It also includes a 
stepchild who lives with you. 
Benefits for a Dependent child or student will continue until 
the last day of the calendar month in which the limiting age is 
reached. 
Anyone who is eligible as an Employee will not be considered 
as a Dependent. 
No one may be considered as a Dependent of more than one 
Employee. 

Employee 
See the definition for Participant. 

Employer 
The term Employer means the plan sponsor self-insuring the 
benefits described in this booklet, on whose behalf CG is 
providing claim administration services. 
DFS 1595 

Maximum Reimbursable Charge 
The Maximum Reimbursable Charge is the lesser of: 

1. the provider's normal charge for a similar service or 
supply; or 

2. the policyholder-selected percentile of all charges 
made by providers of such service or supply in the 
geographic area where it is received. 

To determine if a charge exceeds the Maximum Reimbursable 
Charge, the nature and severity of the Injury or Sickness may 
be cansidered. 
CG uses the Ingenix Prevailing Health Care System database 
to determine the charges made by providers in an area. The 
database is updated semiannually. 
The percentile used to determine the Maximum Reimbursable 
Charge is listed in the Schedule. 
Additional information about the Maximum Reimbursable 
Charge is available upon request. 

Medicaid 
The term Medicaid means a state program of medical aid for 
needy persons established under Title XIX of the Social 
Security Act of 1965 as amended. 

Medicare 
The term Medicare means the program of medical care 
benefits provided under Title XVIII of the Social Security Act 
of 1965 as amended. 

Participant 
The term Participant means a full-time or part-time employee 
of the Employer, or a person who retired fiom the Employer in 
an eligible group. The term does not include employees who 
are part-time or temporary or who normally work less than 20 
hours a week for the Employer. 

Participating Provider - CIGNA Dental Preferred 
Provider 
The term Participating Provider means: a dentist, or a 
professional corporation, professional association, partnership, 
or other entity which is entered into a contract with CG to 
provide dental services at predetermined fees. 
The providers qualifying as  Participating Providers may 
change fiom time to time. A list of the current Participating 
Providers will be provided by your Employer. 
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Introduction 

We are pleased to provide you with this Summary Plan Description 
(SPD). This SPD describes your Benefits, as well as your rights and 
responsibilities, under the Plan. 

How to Use this Document 
We encourage you to read your SPD and any attached Riders and/or 
Amendments carefully. 

We especially encourage you to review the Benefit limitation of this 
SPD by reading (Section 1: What's Covered--Benefits) and (Section 
2: What's Not Covered--Exclusions). You should also carefully read 
(Section 9: General Legal Provisions) to better understand how this 
SPD and your Benefits work. You should call the Claims 
Administrator if you have questions about the limits of the coverage 
available to you. 

Many of the sections of the SPD are related to other sections of the 
document. You may not have all of the information you need by 
reading just one section. We encourage you to keep your SPD and 
any attachments for your Future reference. 

Please be aware that your Physician does not have a copy of your 
SPD, and is not responsible for knowing or communicating your 
Benefits. 

Information about Defined Terms 
Because this SPD is a legal document, we want to give you 
information about the document that will help you understand it. 
Certain capitalized words have special meanings. We have defined 
these words in (Section 10: Glossary of Defined Terms). You can 
refer to Section 10 as you read this document to have a clearer 
understanding of your SPD. 

When we use the words "we," "us," and "our" in this document, we 
are referring to the Plan Sponsor. When we use the words "you" and 
"your" we are referring to people who are Covered Persons as the 
term is defined in (Section 10: Glossary of Defined Terms). 

Your Contribution to the Benefit Costs 
The Plan may require the Participant to contribute to the cost of 
coverage. Contact your Benefits representative for information 
about any part of this cost you may be responsibIe for paying. 

Customer S e ~ c e  and Claims Submittal 
Please make note of the following information that contains Claims 
Administrator department names and telephone numbers. 

Customer Service Representative (questions regarding Coverage 
or procedures): As shown on your ID card. 

Care CoordinationSM/Notification: As shown on your ID card. 

Mental Health/Substance Abuse Services Designee: As shown 
on your ID card. 

To continue reading go to tight column on this page. To continue reading, go fo le~? column on nextpage. v " ' z  s W o  ;gg 
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Claims Submittal Address: 

United Healthcare Insurance Company 

PO Box 740800 

Atlanta, GA 30374-0800 

Requests for Review of Denied Claims and Notice of 
Complaints: 

Name and Address For Submitting Requests: 

United Healthcare Insurance Company 

PO Box 740816 

Atlanta, GA 30374-0816 

Internet: 

We also encourage you to visit the Claims Administrator's website, 
www.mvuhc.com, to take advantage of several self-service features 
including: viewing your claims' status, ordering ID cards and &ding 
Network Physicians in your area. 

-0 'I* h, 
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You should show your identification card (ID card) every time you 

Section 1: request health care services so that the provider will know that you 
are enrolled under the Plan. 

What's Covered--Benefits 

e Copayments and EligibIe Expenses. 

* Annual Deductible, Out-of-Pocket Maximum 
and Maximum Plan Benefit. 

e Covered Health Services. We pay Benefits for the 
Covered Health Services described in this section 
unless they are listed as not covered in (Section 2: 
What's Not Covered--Exclusions). 

Covered Health Services that require you to 
notify Care coordinationSM or the Mental 
HeaIth/Substance Abuse Designee before you 

Benefits are available only if all of the following are true: 

Covered Health Services are received while the Plan is in effect. 

o Covered Health Services are received prior to the date that any 
of the individual termination conditions listed in (Section 8: 
When Coverage Ends) occurs. 

e The person who receives Covered Health S e ~ c e s  is a Covered 
Person and meets all eligibility requirements specified in the 
Plan. 

Copayment 
Copayment is the amount you pay each time you receive certain 
Covered Health S e ~ c e s .  For a complete definition of Copayment, 
see (Section 10: Glossary of Defined Terms). Copayment amounts 
are listed on the following pages next to the description for each 
Covered Health Service. Please note that when Copayments are 
calculated as a percentage (rather than as a set dollar amount) the 
percentage is based on Eligible Expenses. 

Accessing Benefits Eligible Expenses 
You can choose to receive Benefits from any Physician or provider. Eligible Expenses are the amount that we will pay for Benefits as . 

determined by us or by out designee once you have met your Annual 
Depending on the geographic area, you may have access to Network Deductible. In almost all cases our designee is the Claims 
providers. These providers have agreed to discount their charges for Administrator. For a complete definition of Eligible Expenses that 
Covered Health Services. If you receive Covered Health Services describes how payment is determined, see (Section 10: Glossary of 
from a Network provider, your Copayment level will remain the Defmed Terms). 
same. However, the portion that you owe may be less than if you 

fl received services from a non-Network provider because the Eligible We have delegated to the Claims Administrator the discretion and 7c tl 
Expense may be a lesser amount. Y 0 authority to initially determine on our behalf whether a treatment or 
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supply is a Covered Health Service and how the Eligible Expense 
will be determined and otherwise covered under the Plan. 

For Network Benefits, you are not responsible for any difference 
between the Eligible Expenses and the amount the provider bills, 
unless you agreed to reimburse the provider for such services. For 
non-Network Benefits, except for fees that are negotiated by a non- 
Network provider and either the Claims Administrator or one of its 
vendors, affiliates or subcontractors, you are responsible for paying, 
&ectly to the non-Network provider, any difference between the 
amount the provider bills you and the amount we wiU pay for 
Eligible Expenses. 

Notification Requirements 
Prior notification is required before you receive certain Covered 
Health Services. You are responsible for notifjmg Care 
CoordinationSM before you receive these Covered Health Services. 

For Mental Health/Substance Abuse Services you are responsible 
for notifying the Mental Health/Substance Abuse Designee. 

Services for which you must provide prior notification appear in this 
section under the Must You Nohz Care CoordinahdM? column in the 
table labeled Ben@tInfonnation. Some of the services requiring 
notification include: 

Accidental Dental Services. 

Durable Medical Equipment over $1,000. 

Home Health Care. 

Hospice Care. 

Hospital Confinements. 

To continue reading, go to night column on this page. 

Maternity Care that exceeds 48 hours for normal delivery and 96 
hours for Caesarian birth. 

Inpatient Mental Health and Substance Abuse Services. 

Reconstructive Procedures. 

Skilled Nursing/Inpatient Rehabilitation Facility Confinement. 

Transplant Services. 

Breast reduction and reconstruction (except for after cancer 
surgery), vein stripping, &tion and sclerotherapy, and upper lid 
blepharoplasty. These services will not be covered when 
considered cosmetic in nature. 

To notify Care coordinationSM or the Mental Health/Substance 
Abuse Designee, call the telephone number on your ID card for 
Claims Administration. 

We urge you to confirm with Care ~oordination~" that the services 
you plan to receive are Covered Health Services, even if not 
indicated in the Must You Nohz Care Coor&natiodn*? column. That's 
because in some instances, certain procedures may not meet the 
definition of a Covered Health Service and therefore are excluded. 
In other instances, the same procedure may meet the definition of 
Covered Health Services. By calling before you receive treatment, 
you can check to see if the service is subject to limitations or 
exclusions such as: 

The Cosmetic Procedures exclusion. Examples of procedures 
that may or may not be considered Cosmetic include: breast 
reduction and reconstruction (except for after cancer surgery 
when it is always considered a Covered Health Service); vein 
stripping, ligation and sclerotherapy, and upper lid 
blepharoplasty. 

* The Experimental or Investigational Services or Unproven 
Services exclusion. 

To continue reading, go to l e j  column on nextpage. 
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Any other limitation or exclusion of the Plan. 

Special Note Regarding Medicare 
If you are enrolled for Medicare on a primary basis (Medicare pays 
before we pay Benefits under the Plan), the notification 
requirements described in this SPD do not apply to you. Since 
Medicare is the primary payer, we will pay as secondary payer as 
described in (Section 7: Coordination of Benefits). You are not 
required to notify C a e  ~oordination~" before receiving Covered 
Health Services when Medicare is the primary payer. 

-0 -1- h) 
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Payment Information 

Payment Term Description Amounts 

Annual The amount you pay for Covered $200 per Covered Person per calendar year, not to exceed $400 for all 
Health Services before you are eligible Covered Persons in a family. 
to receive Benefits. For a complete 
definition of Annual Deductible, see 
(Section 10: Glossary of Defined 
Terms). 

Copayment The charge you are requked to pay for Network and Non-Network 
certain Covered Health Services. A See each Benefit in Section 1: What's Covered - - Benefits for further 
Copayment may be either a set dollar information. 
amount or a percentage of Eligible 
Expenses. 

-- - 

Out-of- The maximum you pay, out of your $1,200 per Covered Person per calendar year, not to exceed $2,400 for all 

Pocket pocket, in a calendar year for Covered Persons in a family. 
Copayments. For a complete definition The Out-of-Pocket Maximum does include the Annual Deductible. 

Maximum of Out-of-Pocket Maximum, see 
(Section 10: Glossary of Defined 
Terms). 

Maximum The maximum amount we will pay for 
Benefits during the entire period of 'lan Benefit time you are enrolled under the Plan. 
For a complete definition of Maximum 
Plan Benefit, see (Section 10: Glossary 
of Defined Terms). 

$2,000,000 per Covered Person. 
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Benefit Information 
Description of 

Covered Health Service 
Must Your Copayment Does Do You Need 
You Amount Copayment to Meet Annual 

No& Care % Copayrnents are Help Meet Deductible? 
~oordidations~ based On a percent out-hocket  

3 ' Eligible Expenses Maximum? 

1. Acupuncture Services NO $15 per visit NO NO 
Acupuncture services for pain therapy when both of the following 
are true: 

a Another method of pain management has failed. 

The service is performed by a provider in the provider's office. 

Where such Benefits are available, acupuncture is a Covered Health 
Service for the treatment of: 

Nausea of chemotherapy, or 

Post-operative nausea, or 

Nausea of early Pregnancy. 

Benefits are limited to 20 visits per calendar year. 

2. Ambulance Services - Emergency only NO Gmnd Yes Yes 
Emergency ambulance transportation by a licensed ambulance Transportation: 
service to the nearest Hospital where Emergency Health Services 10% 
can be performed. 

Air Tran@orfation: 
10% 

United Healthcare Out of Area Plan for Cinergy Cop. - 01/01/04 
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Description of 
Covered Health Senrice 

Must Your Copayment Does Do You Need 
You Amount Copayment to Meet Annual 

Notify Care % Copayment~ Help Meet Deductible? 
CootdinationSM based On a percent Of Out-of-hcket 

Eligible Expenses 
? Maximum? 

3. Ambulance Senices - Non-Emergency NO Ground Yes Yes 
Transportation by professional ambulance, other than air Transportation: 
ambulance, to and from a medical facility. 10% 

Transportation by regularly-scheduled airline, railroad or air 
ambulance, to the nearest medical facility qualified to give the 
required treatment. 

Note: Except in life threatening circumstances, notification for Air 
Ambulance transport is required 

Air Transportaton: 
10% 

4. Christian Science Practitioner 
Covered Health Services rendered when: No $15 per visit Yes Yes 

The frequency is reasonable and comparable to treatment by No Copayment 

another health care provider. applies when no 
Physician charge 

The Christian Science Nurse or Practitioner is listed in the is assessed 
Christian Science Journal at the time the charge is made. 

5. Dental Services - Accident only 
Dental services when all of the following are true: 

Treatment is necessary because of accidental damage. 
* Dental services are received from a Doctor of Dental Surgery, 

"D.D.S." or Doctor of Medical Dentistry, "D.M.D." 

The dental damage is severe enough that initial contact with a 
Physician or dentist occurred within 48 houts of the accident. 

Yes 
Ofice Visit 

$15 No 

Altetnate Seth'tg 
10°/o Yes 

No 

Yes 

United Healthcare Out of Area Plan for Cinergy Corp. - 01/01/04 vl ;- p 
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Desctiption of 
Coveted Health Service 

Benefits are available only for treatment of a sound, natural tooth. 
The Physician or dentist must certify that the injured tooth was: 

A virgin or unrestored tooth, or 

A tooth that has no decay, no filling on more than two surfaces, 
no gum disease associated with bone loss, no root canal therapy, 
is not a dental implant and functions normally in chewing and 
speech. 

Dental services for final treatment to repair the damage must be 
both qf the following: 

Started within three months of the accident. 

Completed within 12 months of the accident. 

Please note that dental damage that occurs as a result of normal 
activities of daily living or extraordinary use of the teeth is not 
considered an "accident". Benefits are not available for repairs to 
teeth that are injured as a result of such activities. 

Notify Care coordinationSM 
Please remember that you should notify Care coordinationSM as 
soon as possible, but at least five business days before follow-up 
@ost-Emergency) treatment begins. (You do not have to provide 
notification before the initial Emergency treatment.) When you 
provide notification, Care coordinationSM can veriEy that the service 
is a Covered Health Service. 

Must Your Copayrnent Does Do You Need 
You Amount Copayment to Meet Annual 

Notify Cate % Coea~ments Help Meet Deductible? 
CoordinationSM based On a percent Out-of-Pocket 

? Elqgble Expenses Maximum? 

- -- - 
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Description of 
Covered Health Service 

Must Your Copayment Does Do You Need 
You Amount Copayment to Meet Annual 

Notifir Care % Copayments ace ~ i l n - ~ e e t  Deductible? - - - -  r -  - 

~ootdidat ion~~ based On a percent Out-of-pocket 
Eligible Expenses ? Maximum? 

6. Diagnostic and Therapeutic Services NO l o O ~  Yes Yes 
Covered Health Services received on an outpatiknt basis including: 

o Lab and radiology/X-ray. 

Mammography testing. 

Other diagnostic tests and therapeutic treatments (including 
cancer chemotherapy or intravenous infusion therapy). 

A standard test (such as a Mammogram, PSA or Pap Smear) 
associated with an annual preventative screening will be covered at 
100%. If additional follow-up testing is required, the standard 
Copayment will apply. 

When these services are performed in a Physician's office, Benefits 
are described under Pby.rin'aani Ofice  service^ below. 

7. Durable Medical Equipment Yes, for items 10% Yes Yes 
Durable Medical Equipment that meets each of the following more than 
criteria: $1,000. 

Ordered or provided by a Physician for outpatient use. 

Used for medical purposes. 

Kot consumable or disposable. 

Not of use to a person in the absence of a disease or disability. 

If more than one piece of Durable Medical Equipment can meet 

United Healthcare Out of Area Plan for Cinergy Corp. - 01/01/04 
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Description of 
Covered Health S e ~ c e  

Must Your Copayment Does Do You Need 
You Amount Copayment to Meet Annual 

Notifv Care % Copayments are Help Meet Deductible? 
~ ~ ~ ~ ~ i ~ ~ t i ~ ~ ~ ~  basedonapercentof ~ ~ ~ - ~ f - ~ ~ ~ k ~ ~  

Ebble Expenses 
? Maximum? 

your functional needs, Benefits are available only for the most 
cost-effective piece of equipment. 

Examples of Durable Medical Equipment include: 

Equipment to assist mobility, such as a standard wheelchair. 

A standard Hospital-type bed. 

Oxygen concentrator units and the rental of equipment to 
administer oxygen. 

Delivery pumps for tube feedings. 

Braces that stabilize an Injured body part are considered Durable 
Medical Equipment and are a Covered Health Service, including 
necessary adjustments to shoes to accommodate braces. 

Mechanical equipment necessary for the treatment of chronic or 
acute respitatory failure or conditions. 

Diabetic pumps. 

We provide Benefits for a single unit of Durable Medical Equipment 
(example one insulin pump) and provide repair for that unit. 

Care coordinationSM will decide if the equipment should be 
purchased or rented. You must purchase or rent the Durable 
Medical Equipment from the vendor Care ~ o o r d i n a t i o n ~ ~  identifies. 

Notify Care coordinationSM 
Please remember that you must notify Care ~ o o r d i n a t i o n ~ ~  before 
obtaining any single item of Durable Medical Equipment that costs 
more than $1,000 (either purchase price or cumulative rental of a 

United Healthcare Out o f h e a  Plan for Cinergy Corp. - 01/01/04 
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Description of 
Covered Health Service 

Must Youi Copayment Does Do You Need 
You Amount Copayment to Meet Annual 

Notify Care % Copayments are ' Help Meet Deductible? 
~ ~ ~ ~ d i & ~ ~ i ~ ~ ~ ~  based on a Percent 

Elrgible Expenses 
? Maximum? 

single item). If you don't notify Care coordinationSM, Benefits for 
 gable Medical Equipment will be subject to a $300 penalty. 

8. Emergency Health Senices Yes, but only $75 per visit NO NO 
Services that are required to stabilize or initiate treatment in an for an Inpatient 
Emergency. Emergency Health Services must be received on an Stay. 
outpatient basis at a Hospital or Alternate Facility. 

You will find more information about Benefits for Emergency 
Health Services in (Section 3: Obtaihing Benefits). 

The $75 Emergency Health Services Copayrnent is waived if the 
Covered Person is admitted to a Hospital. Additionally, no Benefits 
are provided if the service is deemed to be non-Emergency in 
nature. 

Notify Care coordinationSM 
Please remember that if you are admitted to a Hospital as a result of 
an Emergency, you must notify Care ~ o o r d i n a t i o n ~ ~  within two 
business days or the same day of admission, or as soon as reasonably 
possible. 

If you don't notify Care coordinationSM, Benefits for the Hospital 
Inpatient Stay will be subject to a $300 penalty. Benefits will not be 
reduced for the outpatient Emergency Health Services. 

United Healthcare Out of Area Plan for Cinergy Corp. - 01/01/04 
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Description of 
Covered Health Senrice 

Must Your Copayment Does Do You Need 
You Amount Copayment to Meet Annual 

Notifv Care % Copayments are Helt, Meet Deductible? 
~ o o r d i i a t i o n ~ ~  based -. .~ On . a - percent out-if-pocket 

W b l e  Expenses 
? Maximum? 

9. Home Health Care 
Services received from a Home Health Agency that are both of the 
following: 

* Ordered by a Physician. 

Provided by or supervised by a registered nurse in your home. 

Benefits are available only when the Home Health Agency services 
are provided on a part-time, intermittent schedule and when skilled 
home health care is required. 

Skilled home health care is skilled nursing, skilled teaching, and 
skilled rehabilitation services when all of the following are true: 

It must be delivered or supervised by licensed technical or 
professional medical personnel in order to obtain the specified 
medical outcome, and provide for the safety of the patient. 

It is ordered by a Physician. 

It is not delivered for the purpose of assisting with activities of 
daily living, including but not limited to dressing, feeding, 
bathing or transferring from a bed to a chair. 

0 It requires clinical training in order to be delivered safely and 
effectively. 

It is not Custodial Care. 

Care coordinationSM will decide if skilled home health care is 
required by reviewing both the skilled nature of the service and the 

Yes 10% Yes Yes 
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Description of Must Your Copayment Does Do You Need 
Covered Health Service You Amount Copayment to Meet Annual 

Notify Care % Copayments are Help Meet Deductible? 
CoordinationSM based On a percent of Out-of-Pocket 

Eligible Expenses 
? Maximum? 

need for Physician-directed medical management. A service will not 
be determined to be "skilled" simply because there is not an available 
caregiver. 

Benefits are limited to 40 visits per calendar year. One visit equals 
four hours of skilled care services. 

Notifl dare coordinationSM 
Please remember that for Non-Network Benefits you should notify 
Care Coordinationsh' five business days before receiving services. If 
you don't notify Care coordinationSM, Benefits will be subject to a 
$300 penalty. 

10. Hospice Care Yes 10% 
Hospice care that is recommended by a Physician. Hospice care is an 
integrated program that provides comfort and support services for 
the terminally ill. Hospice care includes physical, psychological, 
social and spiritual care for the terminally ill person, and short-term 
grief counseling for immediate family members. Benefits are 
available when hospice care is received from a licensed hospice 
agency. 

Yes Yes 

Notify Care coordinationSM 
Please remember that you should notify Care coordinationSM five 
business days before receiving services. If you don't notify Care 
CoordinationSM, Benefits will be subject to a $300 penalty. 

ca-z n 80 
:wg 
2 7 g  United Healthcare Out of  Area Plan for Cinergy Corp. - 01/01/04 &El& 

14 (Section 1: What's Cowed--Benefits) tr) 6 5 
w - w  



Description of 
Covered Health Service 

Must Your Copayment Does Do You Need 
You Amount Copayment to Meet Annual 

Notif? Care % Copayments are Help Meet Deductible? 
~ o o r d i d a t i o n ~ ~  based On a percent of out-0;-pocket 

Eligible Expenses 
? Maximum? 

11. Hospital - Inpatient Stay 
Inpatient Stay in a Hospital. Benefits are available for: 

Yes 10% Yes Yes 

Services and supplies received during the Inpatient Stay. 

Room and board in a Semi-private Room (a room with two or 
more beds). 

Notify Care coordinationSM 
Please remember that you must notify Care coordinationSM as 
follows: 

For elective admissions: five business days before admission. 

For non-elective admissions: within one business day or the 
same day of admission. 

For Emergency admissions: within two business days or the 
same day of admission, or as soon as is reasonably possible. 

If you don't notifp Care coordinationsM, Benefits will be subject to a 
$300 penalty. 

12. Infertility Services No 20% Yes Yes 
Covered Health Services for the diagnosis and treatment of the 
underlying medical condition causing infertAity when provided by or 
under the direction of a Physician. 

w + 2 :  
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Description of 
Covered Health Service 

Must Your Copayment Does Do You Need 
You Amount Copayment to Meet Annual 

Notify Care % Copayments are Help Meet Deductible? 

13. Injections received in a Physician's 
Office 
Benefits are available for injections received in a Physician's office 
when no other health service is received, for example allergy 
imrnuno therap y. 

OBce Visit: 
$15 per visit Yes Yes 

14. Maternity Services Yes if Inpatient Same as Physician's Office Services, Professional Fees, 
Benefits for Pregnancy will be paid at the same level as Benefits for Stay exceeds Hospital-Inpatient Stay, and Outpatient Diagnostic 
any other condition, Sickness or Injury. This includes all maternity- time frames. and Therapeutic Services. 
related medical services for prenatal care, postnatal care, delivery, 
and any related complications. 

There is a special prenatal program to help during Pregnancy. It is 
completely voluntary and there is no extra cost for participating in 
the program. To sign up, you should notify Care coordinationshf 
during the &st trimester, but no later than one month prior to the 
anticipated childbirth. 

We will pay Benefits for an Inpatient Stay of at least: 

48 hours for the mother and newborn child following a vaginal 
delivery. 

96 hours for the mother and newborn child following.a cesarean 
section delivery. 

If the mother agrees, the attending provider may discharge the 

No Copayment 
applies to 

Physician office 
visits for prenatal 
care after the first 

visit. 
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Description of 
Covered Health Service 

Must Yout Copayment Does Do You Need 
You Amount Copayment to Meet Annual 

Notifv Care % Copayments are Help Meet Deductible? 
Coord&ation~~ based on a Percent of out-~f-pocket 

Eligible Expenses 
? Maximum? 

mother and/or the newborn child earlier than these minimum time 
frames. 

Notify Care ~ o o r d i n a t i o n ~ ~  
Please remember that you must notify Care ~ o o r d i n a t i o n ~ ~  as soon 
as reasonably possible if the Inpatient Stay for the mother and/or 
the newborn will be more than the time frames described. If you 
don't notify Care ~ o o r d i n a t i o n ~ ~  that the Inpatient Stay will be 
extended, your Benefits for the extended stay will be subject to a 
$300 penalty. 

15. Mental Health and Substance Abuse 
Services - Outpatient 
Mental Health Services and Substance Abuse Services received on an 
outpatient basis in a provider's office or at an Alternate Facility, 
including: 

Mental health, substance abuse and chemical dependency 
evaluations and assessment. 

Diagnosis. 

Treatment planning. 

Referral services. 

Medication management. 

Short-term individual, family and group therapeutic services 
(including intensive outpatient therapy). 

Crisis intervention. 

Yes Yes 

E g g  
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Description of 
Covered Health Service 

Must Your Copayment Does Do You Need 
You Amount Copayment to Meet Annual 

Notifjr Care % Copayments are Help Meet Deductible? 
- .  

W b l e  Expenses 
? Maximum? 

Psychological testing. 

Benefits for Mental Health Services and/or Substance Abuse 
Services are limited to 50 visits per calendar year. 

16. Mental Health and Substance Abuse ' Yes 10% Yes Yes 

Services - Inpatient and Intermediate 
Mental Health Services and Substance Abuse Services received on an 
inpatient or intermediate care basis in a Hospital or an Alternate 
Facility. Benefits include detoxification from abusive chemicals or 
substances that is limited to physical detoxification when necessary 
to protect your physical health and well-being. 

The Mental Health/Substance Abuse Designee, who will authorize 
the services, will determine the appropriate setting for the treatment. 
If an Inpatient Stay is required, it is covered on a Semi-private Room 
basis. At the discretion of the Mental Health/Substance Abuse 
Designee, two sessions of intermediate care (such as partial 
hospitalization) may be substituted for one inpatient day. 

Benefits for Mental Health Services and/or Substance Abuse 
Services are limited to 30 days per calendar year. 

Authorization Required 
Please remember that you must call and get authorization to receive 
these Benefits in advance of any treatment through the Mental 
Health/Substance Abuse Designee. The Mental Health/Substance 

United Healthcare Out of Area Plan for Cineigy Corp. - 01/01/04 
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Description of 
Covered Health Service 

Must Your Copayment Does Do You Need 
You Amount Copayment to Meet Annual 

Notifv Care % Copayments are Help Meet Deductible? 
~oordi ia t ions~  based Eligible On a Expenses percent out-+-pocket 

? Maximum? 

Abuse Designee phone number appears on your ID card. 

If you don't notify Care ~oordination~", Benefits will be subject to a 
$300 penalty 

17. Nutritional Counseling 
Covered Health Services provided by a registered dietician in an No 

individual session for Covered Persons with medical conditions that' 
require a special diet. Some examples of such medical conditions 
include: 

Diabetes mellitus. 

Coronary artery disease. 

Congestive heart failure. 

Severe obstructive airway disease. 

Gout. 

0 Renal failure. 

Phenylketonuria. 

Hyperlipidemias. 
Benefits are limited to three individual sessions during a Covered 
Person's lifetime for each medical condition. 

10% Yes Yes 

18. Outpatient Surgery 
Covered Health Services received on an outpatient basis at a No 10% Yes Yes 
Hospital or Alternate Facility including surgery and related services. 

United Healthcare Out of Area Plan For Cinergy Corp. - 01/01/04 
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Description of 
Coveted Health Service 

Must Your Copayment Does Do You Need 
You Amount Copayment to Meet Annual 

Notify Care % Copayments are H e l ~  Meet Deductible? 
coordi&tion~~ based Ekble  On a Expenses percent of out-if-~ocket 

? Maximum? 

Benefits under this section include only the facility charge and the 
charge for required services, supplies and equipment. Benefits for 
the professional fees related to outpatient surgery are described 
under Pr$essional Fees3r Surgial and Medcal Services below. 

When these services are performed in a Physician's office, Benefits 
are described under Ph_ssicianWO$ice Sem2e.s below. 

19. Physician's Office Services NO $15 per visit NO NO 
Covered Health Services received in a Physician's office including: 

No Copayment 
Treatment of a Sickness or Injury. 

Preventive medical care. 

Well-baby and well-child care. 

applies when no 
Physician charge 

is assessed. 

Routine well woman examinations, including pap smears, pelvic 
examinations and mammograms. 

Routine well man examinations, including PSA examinations. 

Routine physical examinations, including vision and hearing 
screenings. (Vision screenings do not include refractive 
examinations to detect vision impairment or the fitting or 
purchase of eyeglasses or contact lenses.) 

Immunizations. 

Benefits for immunizations are covered at 100°/o. 
5 P 
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Description of 
Covered Health Service 

Must Y o u  Copayment Does Do You Need 
You Amount Copayment to Meet Annual 

Notify Care % Copayments are Help Meet Deductible? 
~ ~ ~ ~ d i & ~ ~ i ~ ~ ~ ~  based On a Percent of Out-of-pocket 

Ebble Expenses 
? Maximum? 

20. Private Duty Nursing 
Covered Health Services for private duty nursing care given on an 
outpatient basis when provided by a licensed nurse (R.N., L.P.N., or 
L.V.N.). 

~enefits are iunited to a maximum of $5,000 per Covered Person 
per calendar year. 

10% Yes Yes 

21. Professional Fees for Surgical and NO IOOIO Yes Yes 

Medical Services 
Professional fees for surgical procedures and other medicaI care 
received in a Hospital, Skilled Nursing Facility, Inpatient 
Rehabilitation Facility or Alternate Facility. 

When these services are performed in a Physician's office, Benefits 
are described under Physin'an's Ofi~e Senvices above. 

22. Prosthetic Devices NO 10% Yes Yes 
Prosthetic devices that replace a limb or body part including: 

Artificial limbs. 

Artificial eyes. 

Breast prosthesis as required by the Women's Health and Cancer 
Rights Act of 1998. 

If more than one prosthetic device can meet your functional needs, 

United Healthcare Out of Area Plan for Cinergy Corp. - 01/01/04 
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Description of 
Coveted Health Service 

Must Your Copayment Does Do You Need 
You Amount Copayment to Meet Annual 

Notift Care % Copaymmts are Help Meet Deductible? 
~ o o t d i i a t i o n s ~  based On a percent out-Gf-~ocke t 

Eligible Expenses 
? Maximum? 

Benefits are available only for the most cost-effective prosthetic 
device. 

The prosthetic device must be ordered or provided by, or under the 
direction of a Physician. We provide Benefits for a single purchase, 
including repairs, of a type of prosthetic device. 

23. Reconstructive Procedures Yes Same as Physician's Office Services, Professional Fees, 
Reconstructive procedures - services are considered reconstructive Hospital-Inpatient Stay, Outpatient Diagnostic and 
procedures when a physical impairment exists and the primary Therapeutic Services, and Prosthetic Devices. 
purpose of the procedure is to improve or restore physiologic 
function for an organ or body part. By improving or restoring 
physiologic function it is meant that the target organ or body part is 
made to work better. An example of a reconstructive procedure is 
surgery on the inside of the nose so that a person's breathing can be 
improved or restored. 

Cosmetic Procedures - s e ~ c e s  are considered Cosmetic Procedures 
when they improve appearance without making an organ or body 
part work better. The fact that a person may suffer psychological 
consequences from the impairment does not classify surgery and 
other procedures done to relieve such consequences as a 
reconstructive procedure. Reshaping a nose with a prominent 
"bump" would be a good example of a Cosmetic Procedure because 
appearance would be improved, but there would be no effect on 
function like breathing. This Plan does not provide Benefits for 
Cosmetic Procedures. 

United Healthcare Out oZArea Plan For Cinergy Corp. - 01/01/04 
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Description of Must Your Copayment Does Do You Need 
Covered Health Service You Amount Copayment to Meet Annual 

Notify Care % Copayments are Help Meet Deductible? 
CoordinationSM based Eligible On a Expenses percent of Out-of-Pocket 

? Maximum? 

Some services are considered cosmetic in some circumstances and 
reconstructive in others. This means that there may be situations in 
which the primary purpose of the service is to make a body part 
work better, whereas in other situations, the purpose would be to I 
improve appearance and function (such as vision) is not affected. A 
good example is upper eyelid surgery. At times, this procedure will 
improve vision, while on other occasions improvement in 
appearance is the primary purpose of the procedure. 

Please note that Benefits for reconstructive procedures incIude 
breast reconstruction Following a mastectomy and reconstruction of 
the non-affected breast to achieve symmetry. Other services 
mandated by the Women's Health and Cancer Rights Act of 1998, 
including breast prostheses and treatment of complications, are 
provided in the same manner and at the same level as those for any 
Covered Health Service. You can contact Care coordinationSM at the 
telephone number on your ID card for more information about 
Benefits for mastectomy related services. 

Notify Care ~oordination'~ 
Please remember that you should notify Care ~ o o r d i n a t i o n ~ ~  five 
business days before receiving services. When you provide 
notification, Care coordinationSM can verify that the service is a 
reconstructive procedure rather than a c o k e t i c  Procedure. 
Cosmetic Procedures are always excluded from coverage. 

0 ' q - 0  
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Description of 
Covered Health Service 

Must Your Copayment Does Do You Need 
You Amount Copayment to Meet Annual 

Notify Care % Copayments are ' Help Meet Deductible? 

24. Rehabilitation Services - Outpatient 
Therapy 
Short-term outpatient rehabibtation services for: 

Physical therapy. 

Occupational therapy. 

Speech therapy 

Pulmonary rehabilitation therapy. 

Cardiac rehabilitation therapy. 

Rehabilitation services must be performed by a licensed therapy 
provider, under the direction of a Physician. 

Benefits are available only for rehabilitation services that are 
expected to result in significant physical improvement in your 
condition within two months of the start of treatment. 

PIease note that we will pay Benefits for speech therapy only when 
the speech impediment or speech dysfunction results from Injury, 
stroke or a Congenital Anomaly. 

Speech Therapy for Children under Age Three 
Services of a licensed speech therapist for treatment given to a child 
under. age three whose speech is impaired due to one of the 
following conditions: 

Infantile autism. 

No 

Yes 

Ofice Visit 
$15 No 

Altenlate Settiqg: 
10% Yes 

No 

Yes 
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Description of 
Covered Health Senrice 

Must Your Copayment Does Do You Need 
You Amount Copayment to Meet Annual 

Notifl Care YO Copayments are Help Meet Deductible? 
CoordinationSM based On a percent Out-of-Pocket 

Ekgible Expenses 
? Maximum? 

Development delay or cerebral palsy. 

Hearing impairment. 

Major congenital anomalies that affect speech such as, but not 
limited to, cleft lip and cleft palate. 

Please note that the Plan excludes any type of therapy, service or 
supply for the treatment of a condition which ceases to be 
therapeutic treatment and is instead administered to maintain a level' 
of functioning or to prevent a medical problem from occurring or 
reoccurring. 

Benefits are limited as follows: 

20 visits of physical therapy per calendar year. 

20 visits of occupational therapy per calendar year. 

20 visits of speech therapy per calendar year. 

- 

25. Skilled Nursing FacilityIInpatient Yes 

Rehabilitation Facility Services 
Services for an Inpatient Stay in a Skilled Nursing Facility or 
Inpatient Rehabilitation Facility. Benefits are available for: 

10% Yes Yes 

Services and supplies received during the Inpatient Stay. 

Room and board in a Semi-private Room (a room with two or 
more beds). 

i 1 

7c E 
Benefits are limited to 120 days per calendar year. 
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Description of Must Your Copayment Does Do You Need 
Covered Health S e ~ c e  You Amount Copayment to Meet Annual 

Notify Care % Copayments are Help Meet Deductible? 
CootdinationSM based On a percent of Out-of-Pocket 

Higible Expenses 
? Maximum? 

Please note that, in general, the intent of skilled nursing is to provide 
Benefits for Covered Persons who are convalescing from an Injury 
or illness that requires an intensity of care or a combination of 
skilled nursing, rehabilitation and facility services which are less than 
those of a general acute Hospital but greater than those available in 
the home setting. 

The Covered Person is expected to improve to a predictable level of 
recovery. 

Benefits are available when skilled nursing and/or rehabilitation 
services are needed on a daily basis. Accordingly, Benefits are NOT 
available when these services are required intermittently (such as 
physical therapy three times a week). 

Benefits are NOT availabIe for custodial, domiciliary or maintenance 
care (including administration of enteral feeds) which, even if it is 
ordered by a Physician, is primarily for the purpose of meeting 
personal needs of the Covered Person or maintaining a level of 
function, as opposed to improving that function to an extent that 
might allow for a more independent existence. 

(Custodial, domiciliary or maintenance care may be provided by 
persons without special skill or training. It may include, but is not 
limited to, help in getting in and out of bed, walking, bathing, 
dressing, eating and taking medication, as well as ostomy care, 
hygiene or incontinence care, and checking of routine vital signs.) 

Notify Care coordinationSM 
Please remember that you must notify Care coordinationsM as 

United Healthcare Out of Area Plan for Cinergy Corp. - 01/01/04 
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Description of 
Covered Health Service 

Must Your Copayment Does Do You Need 
You Amount Copayment to Meet Annual 

Notify Care % Copayments are Help Meet Deductible? 
~ o o r d i & a t i o n ~ ~  based Ekble On a Expenses percent out-if-pocket 

7 Maximum? 

follows: 

For elective adrmssions: five business days before admission. 

For non-elective admission: within one business day or the same 
day of admission. 

  or Emergency admissions: within two business days or the 
same day of admission, or as soon as is reasonably possible. 

If you don't notify Care coordinationSM, Benefits will be subject to a 
$300 penalty. 

26. Spinal Treatment, Chiropractic and 
Osteopathic Manipulative Therapy 
Benefits for Spinal Treatment include chiropractic and osteopathic 
manipulative therapy. Benefits for Spinal Treatment when provided 
by a Spinal Treatment provider in the provider's office. 

Benefits include diagnosis and related services and are limited to one 
visit and treatment per day. 

Please note that the Plan excludes any type of therapy, service or 
supply including, but not limited to spinal manipulations by a 
chiropractor or other doctor for the treatment of a condition when 
the therapy, service or supply ceases to be therapeutic treatment and 
is instead administered to maintain a level of functioning or to 
prevent a medical problem from occurring or reoccurring. 

Benefits for Spinal Treatment are limited to 20 visits per calendar 
year. 

$15 per visit 
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Description of Must Your Copayment Does Do You Need 
Covered Health Service You Amount Copayment to Meet Annual 

Notifv Care % Copayments ace Help Meet Deductible? 
~ootdidat ion~~ based On a percent of out-of-pocket 

Eligible Expenses 
? Ma~i~zxrn3 

27. Temporomandibular Joint 
Dysfunction (TMJ) 

Covered Health Services for diagnostic and surgical treatment of 
conditions affecting the temporomandibular joint when provided by 
or under the direction of a Physician. Coverage includes necessary 
diagnostic or surgical treatment required as a result of accident, 
trauma, congenial defect, developmental defect, or orpathology. 

Please note that Benefits are not available for charges of services 
that are Dental in nature. 

Benefits are limited to a maximum of $1,500 per Covered Person 
per lifetime for non-surgical senices and supplies relating to TMJ 

Office Visit: 
$15 No 

Alternate Setting: 
10% Yes 

No 

Yes 

28. Transplantation S e ~ c e s  Yes 10% Yes Yes 
Covered Health Services for the following organ and tissue 
transplants when ordered by a Physician. For the highest level of 
Benefits, services must be received at a Designated United Resource 
Network Facility. Benefits are available for the transplants listed 
below when the transplant meets the definition of a Covered Health 
Service, and is not an Experimental or Investigational Service or an 
Unproven Service. 

Care ~oordination~~notification is required for all transplant 
services. 

0 
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The services described under Transportation and Lodging below a 2 
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Desctiption of 
Covered Health 

Must Your Copayment Does Do You Need 
You Amount Copayment to Meet Annual 

Notifv Care % Copayments are Help Meet Deductible? 
~oordi&tion~~ based Eligible On a Expenses percent out-if-pocket 

? Maximum? 
-- 

are Covered Health Services ONLY in connection with a transplant 
received at a Designated United Resource Network Facility. 

Bone marrow transplants (either from you or from a compatible 
donor) and peripheral stem cell transplants, with or without high 
dose chemotherapy. Not all bone marrow transplants meet the 
definition of a Covered Health Service. The serirch for bone 
marrow/stem cell from a donor who is not biologically related 
to the patient is a Covered Health Service only for a transplant 
received at a Designated United Resource Network Facility. If a 
separate charge is made for bone marrow/stem cell search, a 
Maximum Benefit of $25,000 is payable for all charges made in 
connection with the search. 

Heart transplants. 

* Heart/lung transplants. 

Lung transplants. 

Kidney transplants. 

Kidney/pancreas transplants. 

Liver transplants. 

Liver/small bowel transplants. 

Pancreas transplants. 

Small bowel transplants. 
Benefits for cornea transplants that are provided by a Physician at a 
Hospital are paid as if the transplant was received at a Designated 
United Resource Network Facility. We do not require that cornea 
transplants be performed at a Designated United Resource Network 

- - 
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Description of 
Coveted Health Service 

Must Your Copayment Does Do You Need 
You Amount Copayment to Meet Annual 

Notifir Care % Copayments are Help Meet Deductible? 
coordi&tion~~ based On a Percent of ~ u ~ - i f - ~ ~ ~ k ~ ~  

? Elrgible Expenses Maximum? 
- - 

Facility. 

Organ or tissue transplants or multiple organ transplants other than 
those listed above are excluded from coverage, unless determined by 
Care Coordination to be a proven procedure for the involved 
diagnoses. 

Under the Plan there are specific p i d e h e s  regarding Benefits for 
transplant services. Contact Care coordinationSM at the telephone 
number on your ID card for information about these guidelines. 

Transportation and Lodging 
Care ~oordination~~'will assist the patient and family with travel and 
lodging arrangements only when services are received from a 
Designated United Resource Network Facility. Expenses for travel, 
lodging and meals for the transplant recipient and a companion are 
available under this Plan as follows: 

Transportation of the patient and one companion who is 
traveling on the same day(s) to and/or fiom the site of the 
transplant for the purposes of an evaluation, the transplant 
procedure or necessary post-discharge follow-up. 

Eligible Expenses for lodging and meals for the patient (while 
not confined) and one companion. Benefits are paid at a per 
diem rate of up to $50 for one person or up to $100 for two 
people. 

Travel and lodging expenses are only available if the transplant 
recipient resides more than 50 miles fiom the Designated United 
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Description of 
Covered Health Service 

Must Your Copayment Does Do You Need 
You Amount Copayment to Meet Annual 

Notifv Care % Copayments are Help Meet Deductible? 
~ootdi&tion~M based On a percent out-o;-~ocket 

Eligible Expenses 
? Maximum? 

Resource Network Facility. 

If the patient is an Enrolled Dependent minor child, the 
transportation expenses of two companions will be covered and 
lodging and meal expenses will be reimbursed up to the $100 per 
diem rate. 

There is a combined overall lifetime maximum Benefit of $10,000 
per Covered Person for all transportation, lodging and meal 
expenses incurred by the transplant recipient and companion(s) and 
reimbursed under this Plan in connection with all transplant 
procedures. 

Notify Care coordinationSM 
You must notify Care coordinationSM as soon as the possibility of a 
transplant arises (and before the time a pre-transplantation 
evaluation is performed at a transplant center). If you don't notify 
Care coordinationSM, Benefits will be subject to a $300 penalty. 

29. Urgent Care Center Services NO 10% Yes Yes 
Covered Health Services received at an Urgent Care Center. When 
services to treat urgent health care needs are provided in a 
Physician's office, Benefits are available as described under Physician's 
Ofice Seruices earlier in this section. 
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Section 2: 
What's Not Covered-- 

Exclusions 

* How headings are used in this section. 

* Medical S ~ M C ~ S  that are not covered. We c d  
these Exclusions. It's important for you to know 

ces and supplies are not covered under 

How We Use Headings in this Section 
To help you find specific exclusions more easily, we use headings. 
The headings group S~MC~S,  treatments, items, or supplies that f d  
into a similar category. Actual exclusions appear underneath 
headings. A heading does not create, define, modifjr, limit or expand 
an exclusion. All exclusions in this section apply to you. 

Plan Exclusions 
We will not pay Benefits for any of the services, treatments, items or 
supplies described in this section, even if either of the following is 
true: 

It is recommended or prescribed by a Physician. 
* It is the only available treatment for your condition. 

To continue reading, go to right c o / m  on this page. 

The services, treatments, items or supplies listed in this section are 
not Covered Health Services, except as may be specifically provided 
for in (Section 1: Covered Health Services) or through a Rider to the 
SPD. 

A. Alternative Treatments 
1. Acupressure. 

2. Aroma therapy. 
3. Hypnotism. 

4. Massage Therapy. 

5. Rolfing. 
6. S ~ M C ~ S  and supplies provided by a naturopath. 

7. Other forms of alternative treatment as defined by the Office of 
Alternative Medicine of the National Institutes of Health. 

B. Comfort or Convenience 
1. Television. 

2. Telephone. 

3. BeautyIBarber service. 

4. Guest service. 

5. Supplies, equipment and similar incidental services and supplies 
for personal comfort. Examples include: 

- Air conditioners. 

- Air purifiers and filters. 

- Batteries and battery chargers. 

- Dehumidifiers. 

- Humidifiers. 
6. Devices and computers to assist in communication and speech. 

To continue reading, go to /@column on nextpage. 
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7. Home remodeling to accommodate a health need (such as, but 
not limited to, ramps and swimming pools). 

C. Dental 
1. Dental care except as described in (Section 1: What's Covered-- 

Benefits) under the heading Dental Services - Accident Onb. 

2. Preventive care, diagnosis, treatment of or related to the teeth, 
jawbones or gums. Examples include all of the following: 

- Extraction, restoration and replacement of teeth. 

- Medical or surgical treatments of dental conditions. 

- Services to improve dental clinical outcomes. 

3. Dental implants. 
4. Dental braces. 
5 .  Dental X-rays, supplies and appliances and all associated 

expknses, including hospitalizations and anesthesia. The only 
exceptions to this are for any of the following: 

- Transplant preparation. 

- Initiation of irnrnunosuppressives. 

- The direct treatment of acute traumatic Injury, cancer or 
cleft palate. 

6. Treatment of congenitally missing, malpositioned, or super 
nurnerary teeth, even if part of a Congenital Anomaly. 

D. Drugs 
1. Prescription drug products for outpatient use that are filled by a 

prescription order or reH. 
2. Self-injectable medications. 

3. Non-injectable medications given in a Physician's office except 
as required in an Emergency. 

To continne reading, go to ngbt co/timn on tblispage. 

4. Over the counter drugs and treatments. 

E. Experimental or Investigational 
- 

Services or Unproven Services 
Experimental or Investigational Services and Unproven Services are 
excluded. The fact that an Experimental or Investigational Service or 
an Unproven Service, treatment, device or pharmacological regimen 
is the only available treatment for a particular condition will not 
result in Benefits if the procedure is considered to be Experimental 
or Investigational or Unproven in the treatment of that particular 
condition. 

F. Foot Care 
1. Except when needed for severe systemic disease: 

- Routine foot care (including the cutting or removal of corns 
and calluses). 

- Nail trimming, cutting, or debriding. 

.2. Hygienic and preventive maintenance foot care. Examples 
include the following: 

- Cleaning and soaking the feet. 

- Applying skin creams in order to maintain skin tone. 

- Other services that are performed when there is not a 
localized illness, Injury or symptom involving the foot. 

3. Treatment of flat feet. 

4. Treatment of subluxation of the foot. 

G. Medical Supplies and Appliances 
1. Devices used specifically as safety items or to affect performance 

in sports-related activities. 

To continue readng, go to left column on nextpage. 
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2. Prescribed or non-prescribed medical supplies and disposable 
supplies. Examples include: 

- Elastic stockings. 

- Ace bandages. 

- Gauze and dressings. 

- Syringes. 

- Diabetic test strips, monitors, and supplies (except for 
pumps). 

3. Orthotic appliances that straighten or re-shape a body part 
(including some types of braces). 

4. Tubings, nasal cannulas, connectors and masks are not covered 
except when used with Durable Medical Equipment (as 
described in Section 1: What's Covered--Benefits). 

H. Mental Health/Substance Abuse 
1. Services performed in connection with conditions not classified 

in the current edition of the Diagnostic and Statistical Manual of 
the American Psychiatric Association. 

2. Services for Mental Health and Substance Abuse that extend 
beyond the period necessary for short-term evaluation, 
diagnosis, treatment or crisis intervention. 

3. Treatment for insomnia and other sleep disorders, dementia, 
neurological disorders and other disorders with a known physical 
basis. 

4. Treatment for conduct and impulse control disorders, 
personality disorders, paraphilias and other Mental Illnesses that 
will not substantially improve beyond the current level of 
functioning, or that are not subject to favorable modification or 
management according to prevailing national standards of 
clinical practice, as reasonably determined by the Mental 
Health/Substance Abuse Designee. 

To continue reading, go to right column on this page. 

5. Services u&hg methadone treatment as maintenance, 
L.A.A.M. (1-Alpha-Acetyl-Methadol), Cyclazocine, or their 
equivalents. 

6. Treatment provided in connection with or to comply with 
involuntary commitments, police detentions and other similar 
arrangements, unless authorized by the Mental 
Health/Substance Abuse Designee. 

7. Residential treatment services. 

8. Services or supplies for the diagnosis or eeatment of Mental 
Illness, alcoholism or substance abuse disorders that, in the 
reasonable judgment of the Mental Health/Substance Abuse 
Designee, are any of the following: 

- Not consistent with prevailing national standards of clinical 
practice for the treatment of such conditions. 

- Not consistent with prevailing professional research 
demonstrating that the services or supplies will have a 
measurable and beneficial health outcome. 

- Typically do not result in outcomes demonstrably better than 
other available treatment alternatives that are less intensive 
or more cost effective. 

- Not consistent with the Mental Health/Substance Abuse 
Designee's guidelines or best practices as modified from time 
to time. 

The Mental Health/Substance Abuse Designee may consult with 
professional clinical consultants, peer review committees or 
other appropriate sources for recommendations and information 
regarding whether a service or supply meets any of these criteria. 

9. Pastoral counselors. 

10. Treatment provided in connection with autism provided under 
the Mental HeaWSubstance Abuse portion of the Plan. However, 

To continue nadng, go to ltj? column on nextpage. 
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any services, treatments, items or supplies provided for in 
(Section 1: Covered Health Services) may be covered. 

11. Treatment provided in connection with tobacco dependency. 
12. Routine use of psychological testing without specific 

authorization. 

I. Nutrition 
1. Megavitamin and nutrition based therapy. 

2. Except as described in (Section 1: What's Covered -- Benefits) 
under Nz~fntiolral Counseling, nutritional counseling for either 
individuals or groups, including weight loss programs, health 
clubs and spa programs. 

J. Physical Appearance 
1. Cosmetic Procedures. See the definition in (Section 10: Glossary 

of Dehned Terms.) Examples include: 

- PharmacoIogical regimens, nutritional procedures or 
treatments. 

- Scar or tattoo removal or revision procedures (such as 
salabrasion, chemosurgery and other such skin abrasion 
procedures). 

- Skin abrasion procedures performed as a treatment for acne. 
2. Replacement of an existing breast implant if the earlier breast 

implant was performed as a Cosmetic Procedure. 
Note: Replacement of an existing breast implant is considered 
reconstructive if the initial breast implant followed mastectomy. 
See Reconstmctive Pmcedures in (Section 1: What's Covered-- 
Benefits). 

3. Physical conditioning programs such as athletic training, body- 
building, exercise, fitness, flexibility, and diversion or general 
motivation. 

To continue readin& go to nght column on this page. 

4. Weight loss programs whether or not they are under medical 
supervision. Weight loss programs for medical reasons are also 
excluded. 

5. Wigs regardless of the reason for the hair loss except for loss of 
hair resulting from treatment of a malignancy or permanent loss 
of hair from an accidental Injury in excess of one per lifetime, up 
to a maximum of $500. 

K. Providers 
1. Services performed by a provider who is a family member by 

birth or marriage, including spouse, brother, sister, parent or 
child. This includes any service the provider may perform on 
himself or herself. 

2. Services performed by a provider with your same legal residence. 
3. Services provided at a free-standing or Hospital-based diagnostic 

facility without an order written by a Physician or other provider. 
~ervic'es that are self-directed to a free-standing or Hospital- 
based diagnostic facility. Services ordered by a Physician or other 
provider who is an employee or representative of a free-standing 
or Hospital-based diagnostic facility, when that Physician or 
other provider: 

- Has not been actively involved in your medical care prior to 
ordering the service, or 

- Is not actively involved in your medical care after the service 
is received. 

This exclusion does not apply to mammography testing. 

L. Infertility/ Reproduction 
1. Surrogate parenting. 
2. The reversal of voluntary sterilization. 

To continue reading, go to Iej? column on nextpage. 
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3. Fees or direct payment to a donor for sperm or ovum donations. 
4. Fees relating to Assisted Reproductive Technology. (Such as 

Artificial Insemination, Invitro Fertilization, GIFT & ZIFT.) 
5. Monthly fees for maintenance and/or storage of frozen 

embryos. 

6. Health services and associated expenses for elective abortion. 

7. Contraceptive supplies and services. 
8. Fetal reduction surgery. 

9. Health services associated with an elective abortion or the use of 
non-surgical or drug-induced Pregnancy termination. 

10. Voluntary Family Planning. 

M. S e ~ c e s  Provided under Another Plan 
1. Health services for which other coverage is requifed by federal, 

state or local law to be purchased or provided through other 
arrangements. This includes, but is not limited to, coverage 
required by workers' compensation, no-fault auto insurance, or 
similar legislation. 
If coverage under workers' compensation or similar legislation is 
optional for you because you could elect it, or could have it 
elected for you, Benefits will not be paid for any Injury, Sickness 
or Mental Illness that would have been covered under workers' 
compensation or similar legislation had that coverage been 
elected. 

2. Health services for treatment of military service-related 
disabilities, when you are legally entitled to other coverage and 
facilities are reasonably available to you. 

3. Health services while on active military duty. 

To continue reading, go to night column on thispage. 

N. Transplants 
1. Health services for ozgan anitissue transplants, except those 

described in (Section 1: What's Covered--Benefits). 
2. Health services connected with the removal of an organ or tissue 

from you for purposes of a transplant to another person. (Donor 
costs for removal are payable for a transplant through the organ 
recipient's Benefits under the Plan). 

3. Health services for transplants involving mechanical or animal 
organs. 

4. Any solid organ transplant that is performed as a treatment for 
cancer. 

5. Any multiple organ transplant not listed as a Covered Health 
Service under the headbig Tranpkantation Health Sentices in 
(Section 1: What's Covered--Benefits), unless determined by 
Care Coordination to be a proven procedure for the involved 
diagnoses. 

0. Travel 
1. Health services provided in a foreign country, unless required as 

Emergency Health Services. 
2. Travel or transportation expenses, even though prescribed by a 

Physician. Some travel expenses related to covered services 
rendered at United Resource Networks participating programs 
or Designated Facilities may be reimbursed at our discretion. 

P. Vision and Hearing 
1. Purchase cost of eye glasses, contact lenses, or hearing aids. 

2. Fitting charge for hearing aids, eye glasses or contact lenses. 
3. Surgery that is intended to allow you to see better without 

glasses or other vision correction including radial keratotomy, 
. laser, and other refractive eye surgery. 

To continue read#& go to h$' column on nextpage. 
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.Q. All Other Exclusions 
1. Health S ~ M C ~ S  and supplies that do not meet the definition of a 

Covered Health Service - see the dehnition in (Section 10: 
Glossary of Dehned Terms). 

2. Physical, psychiatric or psychological exams, testing, 
vaccinations, immunizations or treatments that are otherwise 
covered under the Plan when: 

- Required solely for purposes of career, education, sports or 
camp, travel, employment, insurance, marriage or adoption. 

- Related to judicial or administrative proceedings or orders. 

- Conducted for purposes of medical research. 

- Required to obtain or maintain a license of any type. 

3. Health services received as a result of war or any act of war, 
whether declared or undeclared or caused during service in the 
armed forces of any country. 

4. Health s e ~ c e s  received after the date your coverage under the 
Plan ends, including health services for medical conditions 
arising before the date your coverage under the Plan ends. 

5. Health services for which you have no legal responsibility to pay, 
or for which a charge would not ordinarily be made in the 
absence of coverage under the Plan. 

6. In the event that a Non-Network provider waives Copayments 
and/or the Annual Deductible for a particular health service, no 
Benefits are provided for the health service for which the 
Copayments and/or Annual Deductible are waived. 

7. Charges in excess of Eligible Expenses or in excess of any 
specified limitation. 

8. Services for the evaluation and treatment of temporomandibular 
joint syndrome (TMJ), when the services are considered to be 
dental in nature, including oral appliances. 

To continue readng, go to night column on this page. 

9. Speech therapy except as required for treatment of a speech 
impediment or speech dysfunction that results from Injury, 
stroke, or a Congenital Anomaly. 

10. Upper and lower jawbone surgery except as required for direct 
treatment of acute traumatic Injury or cancer. Orthognathic 
surgery, jaw alignment except ac. a treatment of 
temporomandibular joint or obstructive sleep apnea. 

11. Non-surgical treatment of obesity, including morbid obesity. 

12. Surgical treatment of obesity including severe morbid obesity 
(with a BMI greater than 35). 

13. Growth hormone therapy. 

14. Sex transformation operations. 
15. Custodial Cate. 
16. Domiciliary care. 
17. Private duty nursing received on an inpatient basis. 

18. Respite care. 

, 19. Rest cures. 
20. Psychosurgery. 

21. Treatment of benign gynecomastia (abnormal breast 
enlargement in males). 

22. Medical and surgical treatment of excessive sweating 
(hyperhidrosis). 

23. Medical and surgical treatment for snoring, except when 
provided as a part of treatment for documented obstructive 
sleep apnea. 

24. Appliances for snoring. 

25. Any charges for missed appointments, room or facility 
reservations, completion of claim forms or record processing. 

26. Any charges relating to a Physician visit that was performed in 
the Covered Person's home. 

To continue reading go to 'oJ column on nextpage. 
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27. Any charges higher than the actual charge. The actual charge is 
defined as the provider's lowest routine charge for the service, 
supply or equipment. 

28. Any charge for services, supplies or equipment advertised by the 
provider as free. 

29. Any charges by a provider sanctioned under a federal program 
for reason of fraud, abuse or medical competency. 

30. Any charges prohibited by federal anti-kickback or self-referral 
statutes. 

31. Any additional charges submitted after payment has been made 
and your account balanceis zero. 

32. Any outpatient facility charge in excess of payable amounts 
under Medicare. 

33. Any charges by a resident in a teaching Hospital where a faculty 
Physician did not supervise services. 

34. Outpatient rehabilitation services, Spinal Treatment or supplies 
including, but not limited to spinal manipulations by a 
chiropractor or other doctor, for the treatment of a condition 
whjch ceases to be therapeutic treatment and is instead 
administered to maintain a level of functioning or to prevent a 
medical problem from occurring or reoccurring. 

35. Spinal treatment, including chiropractic and osteopathic 
manipulative tteatrnent, to treat an illness, such as asthma or 
allergies. 

36. Speech therapy to treat stuttering, stammering, or other 
articulation disorders. 

37. Liposuction 

38. Chelation therapy, except to treat heavy metal poisoning. 

39. Personal trainer. 

40. Naturalist. 

To continue reading go to right column on thispage. To continue reading, go to kj co/unzn on nextpage. 
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Section 3: 
Obtaining Benefits 

Benefits for Covered Health Services. 

Your responsibility for notification. 

Benefits for Covered Health Services 
Benefits are payable for Covered Health Services that are provided 
by or under the direction of a Physician or other provider. 

Please note that Mental Health and Substance Abuse Services must 
be authorized by the Mental Health/Substance Abuse Designee. 
Please see (Section 1: What's Covered--Benefits) under the heading 
for Mental Health and Substance Abme. 

If You Obtain Services fiom a Network Provider 
The Claims Administrator or its affiliate arranges for health care 
providers to participate in a Network. These Network providers 
have agreed to discount their charges for Covered Health Services. 

If you use a Network provider, your Copayment amount will 
generally be less than it would be if you use a non-Network 
provider. The Copayment level will remain the same, but because 
the total amount of Eligibie Expenses may be less when you use a 
Network provider, the portion that you owe wiU be less. 

To continue reading, go to n'ght column on this page. 
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Network providers are independent practitioners. They are not our 
employees or employees of the Claims Administrator. It is your 
responsibility to select your provider. 

The credentialkg process confirms public information about the 
providers' licenses and other credentials, but does not assure the 
quality of the services provided. 

Separately, you will automatically be given a directory of Network 
providers at no cost to you. However, before obtaining services you 
should always verify the Network status of a provider. A provider's 
status may change. You are responsible for verifyl.g a provider's 
Network status prior to receiving services, even when you are 
referred by another Network provider. You can verify the provider's 
status by calling the Claims Administrator. 

It is possible that you might not be able to obtain services fiom a 
particular Network provider. The network of providers is subject to 
change. Or you might find that a particular Network provider may 
not be accepting new patients. 

Do not assume that a Network provider's agreement includes all 
Covered Health Services. Some Network providers contract to 
provide only certain Covered Health Services, but not all Covered 
Health Services. Some Network providers choose to be a Network 
provider for only some products. Refer to your provider directory or 
contact the Claims Administrator for assistance. 

Designated Urnled Resource Network Facilties and 
Other Providers 
If you have a medical condition that Care CoordinationSM believes 
needs special services, they may direct you to a Designated United 
Resource Network Facility or other provider chosen by them. If you 

0 require certain complex Covered Health Services for which expertise 
'4 CD 
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is limited, Care coordinationsh' may direct you to a non-Network 
facility or provider. 

In both cases, Benefits will only be paid if your Covered Health 
Services for that condition are provided by or arranged by the 
Designated United Resource Network Facility or other provider 
chosen by Care coordinationSM. 

Your Responsibility for Notification 
You must notify Care coordinationSM before getting certain Covered 
Health Services. The details are shown in the Must You No@ Care 
Coorliinah'odM? column in (Section 1: What's Covered--Benefits). If 
you fail to notify Care coordinationSM, Benefits are reduced or 
denied. 

Prior notification does not mean Benefits are payable in all cases. 
Coverage depends on the Covered Health Services that are actually 
given, your eligibility status, and any benefit limitations. 

Care ~oordr'na ion SM 
When you notify Care coordinationSM as described above, they will 
work to implement the Care coordinationSM process and to provide 
you with information about additional services that are available to 
you, such as disease management programs, health education, pre- 
admission counseling and patient advocacy. 

Emergency Health Services 
We provide Benefits for Emergency Health Services when required 
for stabilization and initiation of treatment as provided by or under 
the direction of a Physician. 

If you are confined in a Hospital after you receive Emergency 
Health Services, Care CoordinationSM must be notified within 
two business days or on the same day of admission if reasonably 
possible. 

If you are admitted as an inpatient to a Hospital within 24 hours 
of receiving tteatment for the same condition as an Emergency 
Health Service, you will not have to pay the Copayment for 
Emergency Health Services. The Copayment for an Inpatient 
Stay will apply instead. 

Note: Please note that the Copayment for Emergency Health 
Services will not be waived if you have been placed in an 
observation bed for the purpose of monitoring your condition, 
rather than being admitted as an inpatient in the Hospital. In this 
case, the Emergency Copayrnent will apply instead of the 
Copayment for an Inpatient Stay. 

v * z  
P2 m o  
% T N  

To continue reading, go to right column on thispage. To contin~e reading go to it# column on nextpage. P U O  
S ;P g 
0 1 q - 0  

United Healthcare Out of Atea Plan for Cinergy Corp. - 01/01/04 1 0  

40 %,Os 
(Section 3: Obtaining Benefits) VJ 



If You Are Eligible for Medicare 
Section 4: YOU will be responsible for the costs that Medicare would have paid 

if you are e ~ b i e  for Medicare but do not enroll in and maintain 

When Coverage Begins coverage under both Medicare Part A and Part B. 

If vou are enrolled in a Medicare-f-Choice (Medicare Part C) plan, 

How to enroll. 

If you are hospitalized when this coverage 

Who is eligible for coverage. 

When to enroll. 

How to Enroll 
To enroll, the Eligible Person must complete an online enrollment 
through YBR (Your Benefits Resources) website or by calling the 
iPeople Center within 31 days of eligibility or during Annual 
Enrollment. We will not provide Benefits for health services that 
you receive before your effective date of coverage. 

If You Are Hospitalized When Your 
Coverage Begins 
If you are an inpatient in a Hospital, Skilled Nursing Facility or 
Inpatient Rehabilitation Facility on the day your coverage begins, we 
will pay Benefits for Covered Health Services related to that 
Inpatient Stay as long as you receive Covered Health Services in 
accordance with the terms of the Plan. 

To contin~e reading, go to n$t column on this page. 
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you will be responsible for any additional costs or reduced benefits 
that result if you fail to follow the requirements of the 
Medicare+Choice plan. Please see Medicate Elkibility in (Section 9: 
General Legal Provisions) for more information about how 
Medicare may affect your Benefits. 

To continne reading, go to / ,  column on nextpage. 
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Who is Eligible for Coverage 

- - 

Eligible Eligible Person usually refers to an Employee or Retiree who meets the Cinergy Corp. determines who is eligible 
eligibility rules of this Plan. When an Eligible Person actually enrolls, we to enroll under the Plan. 

person refer to that person as a Participant. For a complete definition of Eligible 
Person and Participant, see (Section 10: Glossary of Defined Terms). 

If both spouses are Eligible Persons of the Plan Sponsor, each may 
enroll as a Participant or be covered as an Enrolled Dependent of the 
other, but not both. 

Except as we have described in (Section 4: When Coverage Begins), 
Eligible Persons may not enroll without our written permission. 

Dependent Dependent generally refers to the Participant's spouse and children. Cinergy Corp. determines who qualifies as 
When a Dependent actually enrolls, we refer to that person as an a Dependent. 
Enrolled Dependent. For a complete definition of Dependent and 
Enrolled Dependent, see (Section 10: Glossary of Defined Terms). 

Dependents of an E b b l e  Person may not enroll unless the Eligible 
Person is also covered under the Plan. 

If both parents of a Dependent child are enrolled as a Participant, only 
one parent may enroll the child as a Dependent. 

United Healthcare Out oEArea Plan for Cinergy Corp. - 01/01/04 
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When to Enroll and When Coverage Begins 

Initial Enrollment Eligible Persons may enroll themselves and their Coverage begins on the date of hire or qualified 
Dependents. . status change if you complete an online Period enrollment through YBR (Your Benefits 

The Initial Enrollment Period is the Resource) or by calling the iPeople Center 
first period of time when Eligible within 31 days of the date the Eligible Person 
Persons can enroll. becomes eligible to enroll. 

Open Enrollment Eligible Persons may enroll themselves and their Cinergy Corp. determines the Open Enrollment 
Dependents. Period. Coverage begins on the 1st day of the 

Period following calendar year. 

New Eligible Persons New Eligible Persons may enroll themselves and Coverage b e e s  on the date of the qualified 
their Dependents. status change if you enroll through the YBR 

(Your Benefit Resource) website or by calling 
the iPeop1e Center within 31 days of the event. 

Adding New Participants may enroll Dependents who join their Coverage begins on the date of the qualified 
family because of any of the following events: status change if you enroll though the YBR Dependents 

Birth. (Your Benefit Resource) website or by calling 

LegaI adoption. 
the iPeople Center within 31 days of the event. 

Placement for adoption. 
0 Marriage. 

Legal guardianship. 
Court or administrative order. 
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Special Enrollment A special enrollment period applies to an Eligible Event Takes Place (for example, a birth or 
Person and any Dependents when one of the marriage). Coverage begins on the date of the 

Period following events occurs: event if the Plan Administtator receives the 
An Eligible Person and/or completed enrollment form and any required 
Dependent may also be able to enroll . ~ k t h .  contribution within 31 days of the event. 
during a special enrollment period. A 
special enrollment period is not 

Legal adoption. 
Missed Initial Enrollment Period or Open 

available to an Eligible Person and his 0 Placement for adoption. 
Entollment Period. Coverage begins on the 

or her Dependents if coverage under . M~~..~~~. day immediately following the day coverage 
the prior plan was terminated for under the prior plan ends if the Plan 
cause, or because required A special enrollment period applies for an Eligible 

Person and/or Dependent who did not enroll 
Administrator receives the completed 

contributions were not paid on a 
during the Initial Enrollment Petiod or Open 

enrollment forrn and any required contribution 
timely basis. 

Enrollment Period if the following are true: 
within 31 days of the date coverage under the 
prior plan ended. 

* The Eligible Person and/or Dependent had 
existing health coverage under another plan 
at the time they had an opportunity to enroll 
during the Initial Enrollment Period or Open 
Enrollment Period; and 

* Coverage under the prior plan ended because of 
any of the following: 

- Loss of elqybility (including, without 
limitation, legal separation, divorce or death). 

- The employer stopped paying the 
contributions. 

- In the case of COBRA continuation 
coverage, the coverage ended. 
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Section 5: 
How to File a Claim 

If you receive Covered Health Services from a 
Network provider, you do not have to file a 
claim. We pay these providers directly. 

If you receive Covered Health Services from a 
non-Network provider, you are responsible for 

If You Receive Covered Health S e ~ c e s  
from a Network Provider 
We pay Network providers directly for your Covered Health 
Services. If a Network provider bills you for any Covered Health 
Service, contact the Claims Administrator. However, you are 
responsible for meeting the Annual Deductible and for paying 
Copayments to a Network provider at the time of service, or when 
you receive a bill from the provider. 

format that contains all of the information required, as described 
below. 

You must submit a request for payment of Benefits within one year 
after the date of service. If a non-Network provider submits a claim 
on your behalf, you will be responsible for the timeliness of the 
submission. If you don't provide this information to us within 

of the date of service, Benefits for that health service will be 
denied or reduced, in o w  or the Claims Administrator's discretion. 
This time limit does not apply if you are legally incapacitated. If your 
claim relates to an Inpatient Stay, the date of service is the date your 
Inpatient Stay ends. 

If a Participant provides written authorization to allow dkect 
payment to a provider, all or a portion of any Eligible Expenses due 
to a provider may be paid directly to the provider instead of being 
paid by the Participant. We will not reimburse third parties who have 
purchased or been assigned benefits by Physicians or other 
providers. 

Requiked Informadon 
m e n  you request payment of Benefits from us, you must provide 
us with all of the following information: 

A. Patticipant's name and address. 

B. The patient's name, age and relationship to the Participant. 

C. The member number stated on your ID card. 
D. An itemized bill Gom your provider that includes the following: 

. 

Patient Diagnosis 
Filing a Claim for Benefits Date(s) of service 
When you receive Covered Health Services from a non-Network 
provider, you are responsible for requesting payment from us a Procedure Code(s) and descriptions of service(s) rendered 

through the Claims Administrator. You must file the claim in a Charge for each service rendered 
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Provider of service Name, Address and Tax Identification 
Number 

E. The date the Injury or Sickness began. 
F. A statement indicating either that you are, or you are not, 

enrolled for coverage under any other health insurance plan or 
program. If you are enrolled for other coverage you must include 
the name of the other carrier(s). 

Payment of Beneiits 
'Ilirough the Claims Administrator, we will make a benefit 
determination as set forth below. Benefits will be paid to you unless 
either of the following is true: 

A. The provider notifies the Claims Administrator that your 
signature is on He, assigning benefits directly to that provider. 

B. You make a written request for the non-Network provider to be 
paid directly at the time you submit your claim. 

Benefit De temuna tions 
Post-Sewice Claims 

Post-Service Claims are those claims that are filed for payment of 
benefits after medical care has been received. If your post-service 
claim is denied, you will receive a written notice from the Claims 
Admstrator within 30 days of receipt of the claim, as long as all 
needed information was provided with the claim. The Claims 
A a s t r a t o r  will notify you within this 30 day period if additional 
information is needed to process the claim, and may request a one 
time extension not longer than 15 days and pend your claim untiI all 
information is received. 

will notify you of the denial within 15 days after the information is 
received. If you don't provide the needed information within the 45 
day period, your claim will be denied. 

A denial notice will explain the reason for denial, refer to the part of 
the Plan on which the denial is based, and provide the claim appeal 
procedures. 

Pre-service claims are those claims that require notification or 
approval prior to receiving medical care. If your claim was a pre- 
service claim, and was submitted properly with all needed 
information, you will receive written notice of the claim decision 
from the Claims Administrator within 15 days of receipt of the 
claim. If you Bed a pre-service claim improperly, the Claims 
Administrator will notify you of the improper filing and how to 
correct it within 5 days after the pre-service claim was received. If 
additional information is needed to process the pre-service claim, the 
Claims Administrator will notify you of the information needed 
within 15 days after the claim was received, and may request a one 
time extension not longer than 15 days and pend your claim until all 
information is received. Once notified of the extension you then 
have 45 days to provide this information. If all of the needed 
information is received within the 45 day time frame, the Claims 
Administrator will notify you of the determination within 15 days 
after the information is received. If you don't provide the needed 
information within the 45 days period, your claim will be denied. A 
denial notice will explain the reason for denial, refer to the part of 
the Plan on which the denial is based, and provide the claim appeal 
procedures. 

Once notified of the extension you then have 45 days to provide this Urgent Claims that Require Immediate Action 
information. If all of the needed information is received within the Urgent Care Claims are those claims that require notification or 

5 2  
45 day h e  frame and the claim is denied, the Claims Administrator 

4% 2 
approval prior to receiving medical care, where a delay in treatment & W o 
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could seriously jeopardize your life or health or the ability to regain 
maximum function or, in the opinion of a physician with knowledge 
of your medical condition could cause severe pain. In these 
situations: 

0 You will receive notice of the benefit determination in writing or 
electronically within 72-hours after the Claims Administrator 
receives all necessary information, taking into account the 
seriousness of your condition. 

Notice of denial may be oral with a written or electronic 
confirmation to follow within 3 days. 

If you filed an urgent claim improperly, the Claims Administrator 
will notify you of the improper liling and how to correct it within 24 
hours after the urgent claim was received. If additional information 
is needed to process the claim, the Claims Administrator will notify 
you of the information needed within 24 hours after the claim was 
received. You then have 48 hours to provide the requested 
inforrna tion. 

You will be notified of a determination no later than 48 hours after: 

The Claims Administrator's receipt of the requested information; 
or 

The end of the 48 hour period within which you were to provide 
the additional information, if the information is not received 
within that time. 

A denial notice will explain the reason for denial, refer to the part of 
the Plan on which the denial is based, and provide the claim appeal 
procedures. 

Concurrent Care Clam 

If an on-going course of treatment was previously approved for a 
specific period of time or number of treatments, and your request to 
extend the treatment is an Urgent Care Claim as d e h e d  above, your 
request will be decided within 24 hours, provided your request is 
made at least 24 hours prior to the end of the approved treatment. 
The Claims Administrator will make a determination on your request 
for the extended treatment within 24 hours from receipt of your 
request. 

If your request for extended treatment is not made at least 24 hours 
prior to the end of the approved treatment, the request will be 
treated as an Urgent Care Claim and decided according to the 
t i r n e h e s  described above. If an on-going course of treatment was 
previously approved for a specific period of time or number of 
treatments, and you request to extend treatment in a non-urgent 
circumstance, your request will be considered a new claim and 
decided according to post-service or pre-service timefrarnes, 
whichever applies. 

To continue reading go to nght column on thispage. To continue reaffng, go to le@ column on nextpage. 

United Healthcare Out of Area Plan for Cinergy Corp. - 01/01/04 

47 (Section 5: How to File a Claim) 



If you are appealing an Urgent Care Claim denial, please refer to the 

Section 6: "Urgent Claim Appeals that Reqqire Immediate Action" section 
below and contact Customer Service immediately. 

Questions and Appeals The Customer Service telephone number is shorn on your ID card. 
Customer Service representatives are available to take your call 
during regular business hours, Monday through Friday. 

You have a question or concern about Covered 
Health Services or your Benefits. 

You are notified that a claim has been denied 
because it has been determined that a service or 
supply is excluded under the Plan and you wish 

To resolve a question or appeal, just follow these steps: 

What to Do First 
If your question or concern is about a benefit determination, you 
may informally contact Customer Service before requesting a formal 
appeal. If the Customer Service representative cannot resolve the 
issue to your satisfaction over the phone, you may submit your 
question in writing. However, if you are not satisfied with a benefit 
determination as described in (How to File a Claim) you may appeal 
it as described below, without first informally contacting Customer 
Service. If you first informally contact Customer Service and later 
wish to request a formal appeal in writing, you should contact 
customer Service and request an appeal. If you request a forrnal 
appeal, a Customer Service representative will provide you with the 
appropriate addtess of the Claims Administrator. 

How to Appeal a Claim Decision 
If you disagree with a pre-service or post-service claim 
determination after following the above steps, you can contact the 
Claims Administrator in writing to f o d y  request an appeal. Your 
request should include: 

e The patient's name and the identification number &om the 
ID card. 

e The date(s) of medical service(s). 

The provider's name. 

The reason you believe the claim should be paid. 

o Any documentation or other written information to support 
your request for claim payment. 

Your first appeal request must be submitted to the Claims 
Administrator within 180 days after you receive the claim denial. 

Appeal Process 
A qualified individual who was not involved in the decision being 
appealed wiIl be appointed to decide the appeal. If your appeal is 
related to ciinical matters, the review will be done in consultation 
with a health care professional with appropriate expertise in the field 
who was not involved in the prior determination. The Claims 
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Administrator may consult with, or seek the participation of, medical 
experts as part of the appeal resolution process. You consent to this 
referral and the sharing of pertinent medical claim information. 
Upon written request and free of charge you have the right to 
reasonable access to and copies of, all documents, records, and other 
information relevant to your claim for benefits. 

Appeals Determinations 
Pre-Service and Post-Service Claim Appeals 
You will be provided written or electronic notification of decision 
on your appeal as follows: 

For appeals of pre-service claims (as defined in How to File a 
C'laim), the first level appeal will be conducted and you will be 
notified by the Claims Administrator of the decision within 15 days 
from receipt of a request for appeal of a denied claim. The second 
level appeal will be conducted and you will be notified by us of the 
decision within 15 days from receipt of a request for review of the 
&st level appeal decision. 

request must be submitted to us in writing within 60 days from 
receipt of the first level appeal decision. 

The Plan Administrator has the exclusive right to interpret and 
administer the Plan, and these decisions are conclusive and binding. 

Please note that our decision is based only on whether or not 
Benefits are available under the Plan for the proposed treatment or 
procedure. The determination as to whether the pending health 
service is necessary or appropriate is between you and your 
Physician. 

Urgent Claim Appeals that Require 
Immediate Action 
Your appeal may require immediate action if a delay in treatment 
could sipficantly increase the risk to your health or the ability to 
regain maximum function or cause severe pain. In these urgent 
situations: 

e The appeal does not need to be submitted in writing. You or 
For appeals of post-service claims (as defined in How to File a your Physician should c d  the Claims Administrator as soon as 
Claim), the first level appeal will be conducted and you will be 

possible. The Claims Administrator will provide you with a 
notified by the Claims Administrator of the decision within 30 days written or electronic determination within 72 hours following 
from receipt of a request for appeal of a denied claim. The second 

receipt by the Claims Administrator of your request for review 
level appeal will be conducted and you will be notified by us of the 

of the determination taking into account the seriousness of your 
decision within 30 days from receipt of a request for review of the 

condition. 
first level appeal decision. 

For procedures associated with urgent claims, see "Urgent Claim 
Appeals that Require Immediate Action" below. 

For urgent claim appeals, we have delegated to the Claims 
Administrator the exclusive right to interpret and administer the 
provisions of the Plan. The Claims Administrator's decisions are 

If you are not satisfied with the first level appeal decision of the conclusive and binding. 
Claims Administrator, you have the right to request a second level 
appeal from us as the Plan Administrator. Your second level appeal 
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Section 7: 
Coordination of Benefits 

~efinitions specific to Coordination of Benefit 

Benefits When You Have Coverage under 
More than One Plan 
This section describes how Benefits under the Plan will be 
coordinated with those of any other plan that provides Benefits to 
you. The language in this section is fiom model laws drafted by the 
National Association of Insurance Commissioners (NAIC) and 
represents standard industry practice for coordinating Benefits. 

When Coordination of Benefits Applies 
This coordination of benefits (COB) provision applies when a person 
has health care coverage under more than one benefit plan. 

The order of benefit determination rules described in this section 
determine which Coverage Plan will pay as the Primary Coverage 
Plan. The Primary Coverage Plan that pays &st pays without regard 
to the possibility that another Coverage Plan may cover some 

To continge rraditg, go to nght column on tbhpage. 

expenses. A Secondary Coverage Plan pays after the Primary 
Coverage Plan and may reduce the Benefits it pays. This is to prevent 
payments from all group Coverage Plans fiom exceeding 100 percent 
of the total Allowable Expense. 

Definitions 
For purposes of this section, terms are defined as follows: 

1. "Coverage Plan" is any of the following that provides Benefits or 
services for medical or dental care or treatment. However, if 
separate contracts are used to provide coordinated coverage for 
members of a group, the separate contracts are considered parts 
of the same Coverage Plan and there is no COB among those 
separate contracts. 

a. "Coverage Plan" includes: group insurance, closed panel or 
other forms of group or group-type coverage (whether 
insured or uninsured); medical care components of group 
long-term care contracts, such as skilled nursing care; medical 
Benefits under group or individual automobile contracts; and 
Medicare or other governmental Benefits, as permitted by 
law. 

b. "Coverage Plan" does not include: individual or family 
insurance; closed panel or other individual coverage (except 
for group-type coverage); school accident type coverage; 
Benefits for non-medical components of group long-term 
care policies; Medicare supplement policies, Medicaid policies 
and coverage under other governmental Plans, unless 
permitted by law. 

Each contract for coverage under a. or b. above is a separate 
Coverage Plan. If a Coverage Plan has two parts and COB 
rules apply only to one of the two, each of the parts is treated 
as a separate Coverage Plan. 

To continue reading go to l$ column on tiextpage. 
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2. The order of benefit determination rules determine whether this 
Coverage Plan is a "Primary Coverage Plan" or "Secondary 
Coverage Plan" when compared to another Coverage Plan 
covering the person. 

When this Coverage Plan is primary, its Benefits are determined 
before those of any other Coverage Plan and without considerhg 
any other Coverage Plan's Benefits. When this Coverage Plan is 
secondary, its Benefits are determined after those of another 
Coverage Plan and may be reduced because of the Primary 
Coverage Plan's Benefits. 

3. "Allowable Expense" means a health care service or expense, 
including deductibles and Copayments, that is covered at least in 
part by any of the Coverage Plans covering the person. When a 
Coverage Plan provides Benefits in the form of services, (for 
example an HMO) the reasonable cash value of each service will 
be considered an Allowable Expense and a benefit paid. An 
exEjense or service that is not covered by any of the Coverage 
Plans is not an Allowable Expense. Dental care, routine vision 4. 
care, outpatient prescription drugs, and hearing aids are examples 
of expenses or services that are not Allowable Expenses under 
the Plan. The following are additional examples of expenses or 
services that are not Allowable Expenses: 

5. 
a. If a Covered Person is confined in a private Hospital room, 

the difference between the cost of a Semi-private Room in 
the Hospital and the private room, (unless the patient's stay in 
a private Hospital room is medically necessary in terms of 
generally accepted medical practice, or one of the Coverage 
Plans routinely provides coverage for Hospital private rooms) 
is not an Allowable Expense. 6. 

b. If a person is covered by two or more Coverage Plans that 
compute their benefit payments on the basis of usual and 
customary fees, any amount in excess of the highest of the 
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usual and customary fees for a specific benefit is not an 
Allowable Expense. 

c. If a person is covered by two or more Coverage Plans that 
provide Benefits or services on the basis of negotiated fees, 
an amount in excess of the highest of the negotiated fees is 
not an Allowable Expense. 

d. If a person is covered by one Coverage Plan that calculates its 
Benefits or services on the basis of usual and customary fees 
and another Coverage Plan that provides its Benefits or 
services on the basis of negotiated fees, the Primary Coverage 
Plan's payment arrangements shall be the Allowable Expense 
for all Coverage Plans. 

e. The amount a benefit is reduced by the Primary Coverage 
Plan because a Covered Person does not comply with the 
Coverage Plan provisions. Examples of these provisions are 
second surgical opinions, precertification of admissions, and 
preferred provider arrangements. 

"Claim Determination Period" means a calendar year. However, 
it does not include any part of a year during which a person has 
no coverage under this Coverage Plan, or before the date this 
COB provision or a similar provision takes effect. 

"Closed Panel Plan" is a Coverage Plan that provides health 
Benefits to Covered Persons primarily in the form of services 
through a panel of providers that have contracted with or are 
employed by the Coverage Plan, and that limits or excludes 
Benefits for services provided by other providers, except in cases 
of Emergency or referral by a panel member. 

"Custodial Parent" means a parent awarded custody by a court 
decree. In the absence of a court decree, it is the parent with 
whom the child resides more than .one half of the calendar year 
without regard to any temporary visitation. 0 
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Order of Benefit Determination Rules 
When two or more Coverage Plans pay Benefits, the rules for 
determining the order of payment are as follows: 

A. The Primary Coverage Plan pays or provides its Benefits as if the 
Secondary Coverage Plan or Coverage Plans did not exist. 

B. A Coverage Plan that does not contain a coordination of Benefits 
provision that is coisistent with this provision is always primary. 
There is one exception: coverage that is obtained by virtue of 
membership in a group that is designed to supplement a part of a 
basic package of Benefits may provide that the supplementary 
coverage shall be excess to any other parts of the Coverage Plan 
provided by the contract holder. Examples of these types of 
situations are major medical coverages that are superimposed 
over base Coverage Plan Hospital and surgical Benefits, and 
insurance type coverages that are written in connection with a 
closed panel Coverage Plan to provide Non-Network Benefits. 

C. A Coverage Plan may consider the Benefits paid or provided by 
another Coverage Plan in determining its Benefits only when it is 
secondary to that other Coverage Plan. 

D. The &st of the following rules that describes which Coverage 
Plan pays its Benefits before another Coverage Plan is the rule to 
use. 
1. Non-Dependent or Dependent. The Coverage Plan that 

covers the person other than as a Dependent, for example as 
an employee, member, subscriber or retiree is primary and the 
Coverage Plan that covers the person as a Dependent is 
secondary. However, if the person is a Medicare beneficiary 
and, as a result of federal law, Medicare is secondary to the 
Coverage Plan covering the person as a Dependen~ and 
primary to the Coverage Plan covering the person as other 
than a Dependent (e.g. a retired empIoyee); then the order of 
Benefits between the two Coverage PIans is reversed so that 

To continue reading go to right column on this page. 

the Coverage Plan covering the person as an Employee, 
Retiree or Dependent is secondary and the other Coverage 
Plan is primary. 

2. ChiId Covered Under More Than One Coverage P h .  The 
order of Benefits when a chlld is covered by more than one 
Coverage Plan is: 

a. The Primary Coverage PIan is the Coverage Plan of the 
parent whose birthday is earlier in the year if: 
1) The parents are married; 

2) The parents are not separated (whether or not they 
ever have been married); or 

3) A court decree awards joint custody without 
specifjmg that one party has the responsibility to 
provide health care coverage. 

If both parents have the same birthday, the Coverage 
Plan that covered either of the parents longer is primary. 

b. If the specific terms of a court decree state that one of 
the parents is responsible for the child's health care 
expenses or health care coverage and the Coverage Plan 
of that parent has actual knowledge of those terms, that 
Coverage Plan is primary. This rule applies to claim 
determination periods or plan years commencing after the 
Coverage Plan is given notice of the court decree. 

c. If the parents are not married, or are separated (whether 
or not they ever have been married) or are divorced, the 
order of Benefits is: 

1) The Coverage PIan of the custodial parent; 

2) The Coverage Plan of the spouse of the custodial 
parent; 

3) The Coverage Plan of the noncustodial parent; and 
then 
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4) The Coverage Plan of the spouse of the noncustodial Effect on the Benefits of this Plan 
parent. 

3. Active or inactive employee. The Coverage Plan that covers a 
person as an employee who is neither laid off nor retired is 
primary. The same would hold true if a person is a 
Dependent of a person covered as a Retiree or an Employee. 
If the other Coverage Plan does not have this rule, and if, as a 
result, the Coverage Plans do not agree on the order of 
Benefits, this rule is ignored. Coverage provided an individual 
as a retired worker and as a Dependent of an actively working 
spouse will be determined under the rule labeled D(1). 

4. Continuation coverage. If a person whose coverage is 
provided under a right of continuation provided by federal or 
state law also is covered under another Coverage Plan, the 
Coverage Plan covering the person as an Employee or Retiree 
(or as that person's Dependent) is primary, and the 
continuation coverage is secondary. If the other Coverage 
Plan does not have this rule, and if, as a result, the Coverage 
Plans do not agree on the order of Benefits, this rule is 
ignored. 

5. Longer or shorter length of coverage. The Coverage Plan that 
covered the person as an Employee or Retiree longer is 
primary. 

6. If a husband or wife is covered under ths Coverage Plan as a 
Participant and as an Enrolled Dependent, the Dependent 
Benefits will be coordinated as if they were provided under 
another Coverage Plan, this means the Participant's benefit 
will pay &st. 

7. If the preceding rules do not determine the Primary Coverage 
Plan, the Allowable Expenses shall be shared equally between 
the Coverage Plans meeting the definition of Coverage Plan 
under this provision. In addition, this Coverage Plan will not 
pay more than it would have paid had it been primary. 

To continue reading, go to tight column on this page. 

A. When this Coverage Plan is secondary, it may reduce its Benefits 
so that the total Benefits paid or provided by all Coverage Plans 
during a claim determination period are not more than 100 
percent of total Allowable Expenses. The difference between the 
benefit payments that this Coverage Plan would have paid had it 
been the Primary Coverage Plan, and the benefit payments that it 
actually paid or provided shall be recorded as a benefit reserve for 
the Covered Person and used by this Coverage Plan to pay any 
Allowable Expenses, not otherwise paid during the claim 
determination period. As each claim is submitted, this Coverage 
Plan will: 
1. Determine its obligation to pay or provide Benefits under its 

contract; 

2. Determine whether a benefit reserve has been recorded for 
the Covered Person; and 

3. Ditermine whether there are any unpaid Allowable Expenses 
during that claim determination period. 

If there is a benefit reserve, the Secondary Coverage Plan will use 
the Covered Person's benefit reserve to pay up to 100 percent of 
total Allowable Expenses incurred during the claim determination 
period. At the end of the claim determination period, the benefit 
reserve returns to zero. A new benefit reserve must be created for 
each new claim determination period. 

B. If a Covered Person is enrolled in two or more closed panel 
Coverage Plans and if, for any reason, including the provision of 
service by a non-panel provider, Benefits are not payable by one 
closed panel Coverage Plan, COB shall not apply between that 
Coverage Plan and other closed panel Coverage Plans. 

C. This Coverage Plan reduces its Benefits as described below for 
Covered Persons who are eligible for Medicare when Medicare 
would be the Primary Coverage Plan. 
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Medicare Benefits are determined as if the full amount that would 
have been payable under Medicare was actually paid under 
Medicare, even if: 

The person is entitled but not enrolled for Medicare. 
Medicare Benefits are determined as if the person were 
covered under Medicare Parts A and B. 

0 The person is enrolled in a Medicare+Choice (Medicare Part 
C) plan and receives non-covered services because the person 
did not follow all rules of that plan. Medicare Benefits are 
determined as if the services were covered under Medicare 
Parts A and B. 

The person receives services Erom a provider who has elected 
to opt-out of Medicare. Medicare Benefits are determined as 
if the services were covered under Medicare Parts A and B 
and the provider had agreed to limit charges to the amount of 
charges allowed under Medicare rules. 

The services are provided in any facility that is not eligible for 
Medicare reimbursements, including a Veterans 
Administration facility, facility of the Uniformed Services, or 
other facility of the federal government. Medicare Benefits 
are determined as if the services were provided by a facility 
that is eligible for reimbursement under Medicare. 

The person is enrolled under a Plan with a Medicare Medical 
Savings Account. Medicare Benefits are determined as if the 
person were covered under Medicare Parts A and B. 

Right to Receive and Release Needed 

may get the facts it needs &om, or give them to, other organizations 
or persons for the purpose of applying these rules and determining 
Benefits payable under this Coverage Plan and other Coverage Plans 
covering the person claiming Benefits. 

The Claims Administrator need not tell, or get the consent of, any 
person to do this. Each person claiming Benefits under this Coverage 
Plan must give us any facts we need to apply those rules and 
determine Benefits payable. If you do not provide us the information 
we need to apply these rules and determine the Benefits payable, your 
claim for Benefits will be denied. 

Payments Made 
A payment made under another Coverage Plan may include an 
amount that should have been paid under this Coverage Plan. If it 
does, we may pay that amount to the organization that made the 
payment. That amount will then be treated as though it were a benefit 
paid under this Coverage Plan. We will not have to pay that amount 
again. The term "payment madei' includes providing Benefits in the 
form of services, in which case "payment made" means reasonable 
cash value of the Benefits provided in the form of services. 

Right of Recovery 
If the amount of the payments we made is more than we should have 
paid under this COB provision, we may recover the excess from one 
or more of the persons we have paid or for whom we have paid; or 
any other person or organization that may be responsible for the 
Benefits or services provided for you. The "amount of the payments 
made" includes the reasonable cash value of any Benefits provided in 
the form of services. 

Infotrnation 
Certain facts about health care coverage and services are needed to 0 

apply these COB rules and to determine Benefits payable under this ,X % 
Coverage Plan and other Coverage Plans. The Claims Administrator -e -a 2 & g o  
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Section 8: 
When Coverage Ends 

e The date your coverage ends. 

General Information about When 
Coverage Ends 
We may discontinue this Benefit Plan and/or all similar benefit 
Plans at any time, as permitted or required by law. 

If your coverage should end, your entitlement to Benefits 
automatically ends on the date that coverage ends, even if you are 
hospitalized or are otherwise receiving medical treatment on that 
date. 

When your coverage ends, we will still pay claims for Covered 
Health Services that you received before your coverage ended. 
However, once your coverage ends, we do not provide Benefits for 
health services that you receive for medical conditions that occurred 
before your coverage ended, even if the underlying medical 
condition occurred before your coverage ended. 

With the exception of a surviving spouse of the Participant, an 
Enrolled Dependent's coverage ends on the date the Participant's 
coverage ends or sooner if the Participant chooses to end the 
Dependent's coverage or as otherwise set forth in this SPD. 

In some cases, you may have the right and option to choose to 
continue coverage at your expense, even though you may no longer 
qualify as an Employee, Retiree or Dependent. For more 
information on this issue, see this section's discussion of 
Continuation of coverage under federal law (COBRA). 
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Events Ending Your Coverage 

Coverage ends on the earliest of the dates specified in the following table: 

Ending Event What Happens 

The Entire Plan Ends Your coverage ends on the date the Plan ends. We are responsible for notifying you that your 
coverage has ended. 

YOU Are NO Longer Your coverage ends on the last day of the calendar month in which you are no longer eligible to be a 

Eligible Participant or Enrolled Dependent. Please refer to (Section 10: Glossary of Defined Tams) for a 
more complete definition of the terms "Eligible Person", "Participant", "Dependent" and "Enrolled 
Dependent." 

The Claims Your coverage ends on the last day of the calendar month in which the Claims Administrator receives 
written notice from us instructing the Claims Administrator to end your coverage, or the date Receives requested in the notice, if later. 

Notice to End 
Coverage 

The coverage that you have as an Employee may be available to you in retirement. The Cinergy 
Participant Retires or iPeople Center can provide you with this information as well as explain how to elect coverage as a 

IS Pensioned retiree. 
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Other Events Ending Your Coverage 

When any of the following happen, we will provide written notice to the Participant that coverage has ended on the date the Plan Administrator 
identifies in the notice: 

Fraud, Misrepresentation Fraud or misrepresentation, or because the Participant knowingly gave us or the Claims 
Administrator false material information. Examples include false information relating to 

or False Information another person's eligibility or status as a Dependent. During the &st two years the Plan is in 
effect, we have the right to demand that you pay back all Benefits we paid to you, or paid in 
your name, during the time you were incorrectly covered under the Plan. After the first two 
years, we can only demand that you pay back these Benefits if the written application contained 
a fraudulent misstatement. 

Material Violation There was a materid violation of the terms of the Plan. 

Improger Use of 1' Card You permitted an unauthorized person to use your ID card, or you used another person's card. 

Failure to Pay You failed to pay a required. contribution. 

Threatening Behavior YOU committed acts of physical or verbal abuse that pose a threat to our staff, the Claims 
Administrator's staff, a provider, or other Covered Persons. 

iiwg 
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Coverage for a Handicapped Child 
Coverage for an unmarried Enrolled Dependent child who is not 
able to be self-supporting because of mental retardation or a physical 
handicap will not end just because the child has reached a certain 
age. We will extend the coverage for that child beyond the limiting 
age if both of the following are true regarding the Enrolled 
Dependent child: 

Is not able to be self-supporting because of mental retardation 
or physical handicap. 

e Depends mainly on the Participant for support. 

Coverage will continue as long as the Enrolled Dependent is 
incapacitated and Dependent unless coverage is otherwise 
terminated in accordance with the terms of the Plan. 

We will ask you to furnish the Claims Administrator with proof of 
the child's incapacity and dependency within 31 days of the date 
coverage would othenvise have ended because the child reached a 
certain age. Before the Claims Administrator agrees to this extension 
of coverage for the child, the Claims Administrator may require that 
a Physician chosen by us examine the child. We will pay for that 
examination. 

The Claims Administrator may continue to ask you for proof that 
the child continues to meet these conditions of incapacity and 
dependency. Such proof might include medical examinations at our 
expense. However, we will not ask for this information more than 
once a year. 

If you do not provide proof of the child's incapacity and dependency 
within 31 days of the Claims Administrator's request as described 
above, coverage for that child will end. 

To continue reading go to n;ght column on this page. 

For purposes of the Plan, a person who meets the dehnition of a 
Handicapped Child, as just explained, shall be considered a 
Dependent for coverage purposes. 

Continuation of Coverage 
If your coverage ends under the Plan, you may be entitled to elect 
continuation coverage (coverage that continues on in some form) in , 

accordance with federal law. 

Continuation coverage under COBRA (the federal Consolidated 
Omnibus Budget Reconciliation Act) is available only to Plans that 
are subject to the terms of COBRA. You can contact your Plan 
Administrator to determine if we are subject to the provisions of 
COBRA. 

If you selected continuation coverage under a prior Plan which was 
then replaced by coverage under this Plan, continuation coverage 
will end as scheduled under the prior Plan or in accordance with the 
terminating events listed below, whichever is earlier. 

Continuation Coverage under Federal 
Law (COBRA) 
Much of the language in this section comes from the federal law that 
governs continuation coverage. You should call you: Plan 
Administrator if you have questions about your right to continue 
coverage. 

In order to be eligible for continuation coverage under federal law, 
you must meet the definition of a "Quahfied Beneficiary". A 
Qualified Beneficiary is any of the following persons who was 
covered under the Plan on the day before a qualifjru?g event: X 8 w 0 

To continue reading, go to It$ column on nextpage. 
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A Participant. Notification Requirements and Election 
A Participant's Enrolled Dependent, including with respect to 
the Participant's children, a child born to or placed for adoption 
with the Participant during a period of continuation coverage 
under Federal Law. 

e A Participant's former spouse. 

QuaIifylng Events for Continuation 
Coverage under COBRA 
If the coverage of a Qualified Beneficiary would ordinady terminate 
due to one of the following qualifjmg events, then the Qualified 
Beneficiary is entitled to continue coverage. The Qualified 
Beneficiary is entitled to elect the same coverage that she or he had 
on the day before the qualifjmg event. 

A. Termination of the Employee from employment with us, for any 
reason other than gross misconduct, or reduction of hours; or 

B. Death of the Participant; or 

C. Divorce or legal separation of the Participant; or 

D. Loss of eligibility by an Enrolled Dependent who is a child; or 
E. Entitlement of the Participant to Medicare Benefits; or 

F. The Plan Sponsor filing for bankruptcy, under Title XI, United 
States Code, on or after July 1,1986, but only for a retired 
Participant and his or her Enrolled Dependents. This is also a 
qualifylng event for any retired Participant and his or her 
Enrolled Dependents if there is a substantial elimination of 
coverage within one year before or after the date the bankruptcy 
was filed. 

To continue reading, go to night column on this page. 

Period for Continuation Coverage under 
COBRA 
The Participant or other Qualified Beneficiary must notify the Plan 
Administrator within 60 days of the Participant's divorce, legal 
separation or an Enrolled Dependent's loss of eligibility as an 
Enrolled Dependent. If the Participant or other Qualified 
Beneficiary fails to notify the Plan Administrator of these events 
within the 60 day period, the Plan Administrator is not obligated to 
provide continued coverage to the affected Qualified Beneficiary. If 
a Participant is continuing coverage under federal law, the 
Patticipant must notify the Plan Administrator within 60 days of the 
birth or adoption of a child. 

Continuation must be elected by the later of 60 days after the 
qualifylng event occurs; or 60 days after the Qualified Beneficiary 
receives notice of the continuation right from the Plan 
Administrator. 

If the Qualified Beneficiary's coverage was terminated due to a 
qualifjmg event, then the initial premium due to the Plan 
Administrator must be paid on or before the 45th day after electing . 
continuation. 

COBRA Terminating Events 
COBRA continuation coverage under the Plan will end on the 
earliest of the following dates: 

A. Eighteen months from the date of the qualifymg event, if the 
Qualified Beneticiary's coverage would have ended because the 
Participant's employment was terminated or hours were reduced 
(i.e., qualifymg event A.). 

To continue reading go to hq? column on nextpage. 
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If a Qualified Benefidary is determined to have been disabled 
under the Social Security Act at anytime within the first 60 days of 
continuation coverage for qualifylng event A. then the Qualified 
Beneficiary may elect an additional 11 months of continuation 
coverage (for a total of 29 months of continued coverage) 
subject to the following condition: (i) notice of such disability 
must be provided within 60 days after the determination of the 
dsability, and in no event later than the end of the &st 18 months; 
(ii) the Qualified Beneficiary must agree to pay any increase in the 
required premium for the additional 11 months; and (2) if the 
Qualified Beneficiary entitled to the 11 months of coverage has 
non-disabled family members who are also Q d e d  Beneficiaries, . 
then those non-disabled Qualified Beneficiaries are also entitled to 
the additional 11 months of continuation coverage. Notice of any 
h a 1  determination that the Qualified Benefidary is no longer 
disabled must be provided within 30 days of such determination. 
Thereafter, continuation coverage may be terminated on the &st 
day of the month that begins more than 30 days after the date of 
that determination. 

B. Thirty-six months from the date of the quali+g event for an 
Enrolled Dependent whose coverage ended because of the death 
of the Participant, divorce or legal separation of the Participant, 
loss of eligibility by an Enrolled Dependent who is a child (i.e. 
qualifylng events B., C., or D.). 

C. For the Enrolled Dependents of a Participant who was entitled 
to Medicare prior to a qualifymg event that was due to either the 
termination of employment or work hours being reduced, 
eighteen months from the date of the qualifying event, or, if 
later, 36 months from the date of the Participant's Medicare 
entitlement. 

D. The date coverage terminates under the Plan for failure to make 
timely payment of the premium. 

E. The date, after electing continuation coverage, that coverage is 
first obtained under any other group health Plan. 

F. The date, after electing continuation coverage, that the Qualified 
Beneficiary first becomes entitled to Medicare, except that this 
shall not apply in the event that coverage was terminated 
because the Plan Sponsor filed for bankruptcy, (i.e. qualifyrng 
event F.). 

G. The date the entire Plan ends. 
H. The date coverage would othenvise terminate under the Plan as 

described in this section under the heading Events Ending Your 
Coverage. 

If a Qualified Benefidary is entitled to 18 months of continuation 
and a second qualifylng event occurs during that time, the Qualified 
Beneficiary's coverage may be extended up to a maximum of 36 
months from the date coverage ended because employment was 
terminated or hours were reduced. If the Qualified Beneficiary was 
entitled to continuation because the Plan Sponsor fled for 
banktuptcy, (i.e. qualifyrng event F.) and the Participant dies during 
the continuation period, then the other Qualified Beneficiaries shall 
be entitled to continue coverage for 36 months from the date of the 
Employee's or Retiree's death. Terminating events B through G 
described in this section will apply during the extended continuation 
period. 

Continuation coverage for Qualified Beneficiaries whose 
continuation coverage terminates because the Participant becomes 
entitled to Medicare may be extended for an additional period of 
time. Such Qualified Beneficiaries should contact the Plan 
Administrator for information regarding the continuation period. 

To continue reading, go to night column on this page. To continue reading, go to lej2 column on nextpage. 
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Section 9: 
General Legal Provisions 

This section provides you with information about: 
0 General legal provisions concerning your Plan. 

Plan Document 
This document is the Plan document and the Summary Plan 
Description. 

Relationship with Providers 
The relationships between us, the Claims Administrator, and 
Network providers are solely contractual relationships between 
independent contractors. Network providers are not our agents or 
employees. Nor are they agents or employees of the Claims 
Administrator. Neither we nor any of our employees are agents or 
employees of Network providers. Neither we nor the Claims 
Administrator are liable for any act or omission of any provider. 

We do not provide health care services or supplies, nor do we 

The Claims Administrator is not considered to be an employer or 
Plan Administrator for any purpose with respect to the 
administration or provision of Benefits under this Plan. 

The Plan Administrator is solely responsible for all of the following: 

Enrollment and classification changes (including classification 
changes resulting in yout enrollment or the termination of your 
coverage). 

The timely payment of Benefits. 

Notifjmg you of the termination or modifications to the Plan. 

Your Relationship with Providers 
The relationship between you and any provider is that of provider 
and patient. 

You are responsible for choosing your own provider. 

* You must decide if any provider treating you is right for you. 
This includes Network providers you choose and providers to 
whom you have been referred. 

You must decide with your prokder what care you should 
receive. 

* Your provider is solely responsible for the quality of the services 
provided to you. 

- - 
practice medicine. Instead, we pay Benefits. Network providers are 
independent practitioners who run their own offices and facilities. Incentives to Providers 
The credentialing process confims public information about the The Claims Administrator pays Network providers through various 

providers' licenses and other credentials, but does not assure the types of contractual arrangements, some of which may include 

qu&ty of the services provided. financial incentives to promote the delivery of health care in a cost 
efficient and effective manner. These financial incentives are not 

To continue readng, go to ngbt column on this page. 

intended to affect your access to health care. 

To continue reading, go to leji column on nextpage. 
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Examples of financial incentives for Network providers are: 

Bonuses for performance based on factors that may include 
quality, member satisfaction, and/or cost effectiveness. 

Capitation - a group of Network providers receives a monthly 
payment from the Claims Administrator for each Covered 
Person who selects a Network provider within the group to 
perform or coordinate certain health services. The Network 
providers receive this monthly payment regardless of whether 
the cost of providirig or arranging to provide the Covered 
Person's health care is less than or more than the payment. 

The methods used to pay specific Network providers may vary. 
From time to time, the payment method may change. If you have 
questions about whether your Network provider's contract includes 
any financial incentives, we encourage you to discuss those questions 
with your provider. You may also contact the Claims Administrator 
at the telephone number on your ID card. They can advise whether 
your Network provider is paid by any financial incentive, including 
those listed above; however, the specific terms of the contract, 

Interpretation of Benefits 
We andthe Claims Administrator have sole and exclusive discretion 
to do all of the following: 

Interpret Benefits under the Plan. 

Interpret the other terms, conditions, limitations and exclusions 
of the Plan, including this SPD and any Riders and 
Amendments. 

Make factual determinations related to the Plan and its Benefits. 

We and the Claims Administrator may delegate this discretionary 
authority to other persons or entities who provide services in regard 
to the administration of the Plan. 

In certain circumstances, for purposes of overall cost savings or 
efficiency, we may, in our sole discretion, offer Benefits for services 
that would otherwise not be Covered Health Services. The fact that 
we do so in any particular case shall not in any way be deemed to 
require us to do so in other similar cases. 

including rates of payment, are coifidential and cannot be disclosed. 

Administrative Services 
Incentives to You 
Sometimes the Claims Administrator may offer coupons or other 
incentives to encourage you to participate in various wellness 
programs or certain disease management programs. The decision 
about whether or not to participate is yours alone but we 
recommend that you discuss participating in such programs with 
your Physician. These incentives are not Benefits and do not alter or 
affect your Benefits. Contact the Claims Administrator if you have 

We may, in our sole discretion, arrange for various persons or 
entities to provide administrative services in regard to the Plan, such 
as claims processing. The identity of the service providers and the 
nature of the services they provide may be changed from time to 
time in our sole discretion. We are not required to give you prior 
notice of any such change, nor are we required to obtain your 
approval. You must cooperate with those'persons or entities in the 
performance of their responsibilities. 

C) any questions. ?? E 
Y a 
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Amendments to the Plan 
We reserve the right, in our sole discretion and without your " - 
approval, to change, interpret, modify, withdraw or add Benefits or 
terminate the Plan. Plan Amendments and Riders are effective on 
the date we specify. 

Any provision of the Plan which, on its effective date, is in conflict 
with the requirements of federal statutes or regulations, or applicable 
state law provisions not othenwise preempted by ERISA (of the 
jurisdiction in which the Plan is delivered) is hereby amended to 
conform to the minimum requirements of such statutes and 
regulations. 

Any change or Amendment to or termination of the Plan, its 
Benefits or its terms and conditions, in whole or in part, shall be 
made solely in a written Amendment (in the case of a change or 
Amendment) or in a written resolution (in the case of a termination), 
whether prospective or retroactive, to the Plan, in accordance with 
the procedures established by us. Covered Persons will receive 
notice of any material modification to the Plan. No one has the 
authority to make any oral modification to the SPD. 

Clerical Error 
If a clerical error or other mistake occurs, that error does not create 
a right to Benefits. These errors include, but are not limited to, 
providing misinformation on eligibility or Benefit coverages or 
entitlements. The terms of this Plan may not be amended by oral 
statements made by the Plan Sponsor, the PIan Administrative 
Committee, the Claims Admhstrator, or any other person. In the 
event an oral statement conflicts with any term of the Plan, the Plan 

Administrator, in accordance with the terms of this SPD and other 
Plan documents. 

Information and Records 
At times we or the Claims Administrator may need additional 
information from you. You agree to h n i s h  us and/or the Claims 
Administrator with all information and proofs that we may 
reasonably require regarding any matters pertaining to the Plan. If 
you do not provide this information when we request it we may 
delay or deny payment of your Benefits. 

By accepting Benefits under the Plan, you authorize and direct any 
person or institution that has provided services to you to futnish us 
or the Claims Administrator with all information or copies of 
records relating to the services provided to you. We or the Claims 
Administrator have the right to request this information at any 
reasonable time. This applies to all Covered Persons, including 
Enrolled Dependents whether or not they have signed the 
Participant's enrollment form. We and the Claims Administrator 
agree that such information and records will be considered 
confidential. 

We and the Claims Administrator have the right to release any and 
all records concerning health care services which are necessary to 
implement and admulister the terms of the PIan, for appropriate 
medical review or quality assessment, or as we are required to do by . 
law or regulation. During and after the term of the Plan, we, the 
Claims Administrator, and our related entities may use and transfer 
the information gathered under the PIan for research and analytic 
purposes. 

terms will control. It is your responsibility to confirm the accuracy of For complete listings of your medical records or billing statements 
statements made by us or our designees, including the Claims we recommend that you contact your health care provider. Providers 

n 
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may charge you reasonable fees to cover their costs for providing Ifyou are eLig3'bIe for or enrolled in Medicare, please 
records or completing requested forms. read the follom'kg information carefuly. 
If you request medical forms or records from us, we also may charge 
you reasonable fees to cover costs for completing the forms or 
providing the records. 

In some cases, we or the Claims Administrator will designate other 
persons or entities to request records or information from or related 
ta  you, and to release those records as necessary. Such designees 
have the same rights to this information as the Plan Administrator. 

Examination of Covered Persons 
In the event of a question or dispute regarding your right to 
Benefits, we may require that a Physician of our choice examine you 
at our expense. 

Workers' Compensation not Affected 
Benefits provided under the Plan do not substitute for and do not 
affect any requirements for coverage by workers' compensation 
insurance. 

Medicare Eligibility 
Benefits under the Plan are not intended to supplement any 
coverage provided by Medicare. Nevertheless, in some 
circumstances Covered Persons who are eligible for or enrolled in 
Medcare may also be enrolled under the Plan. 

To continge reading, go to nght column on tbt~page. 

If you are eligible for Medicare on a primary basis (Medicare pays 
before Benefits under the Plan), you should enroll for and maintain 
coverage under both Medicare Part A and Part B. If you don't enroll 
and maintain that coverage, and if we are the secondary payer as 
described in (Section 7: Coordination of Benefits), we will pay 
Benefits under the Plan as if you were covered under both Medicare 
Part A and Part B. As a result, you will be responsible for the costs 
that Medicare would have paid and you will incur a larger out-of- 
pocket cost. 

If you are enrolled in a Medicare+Choice (Medicare Part C) Plan on 
a primary basis (Medicare pays before Benefits under the Plan), you 
should follow all rules of that Plan that require you to seek s e ~ c e s  
from that Plan's participating providers. When we are the secondary 
payer, we will pay any Benefits available to you under the Plan as if 
you had followed all rules of the Medicare+Choice Plan. You will be 
responsible for any additional costs or reduced Benefits that result 
from your failure to follow these rules, and you will incur a larger 
out-of-pocket cost. 

Subrogation and Reimbursement 
Subrogation is the substitution of one person or entity in the place 
of another with reference to a lawfirl claim, demand or right. 
Immediately upon paying or providing any Benefit, the Plan shall be 
subrogated to and shall succeed to all rights of recovery, under any 
legal theory of any type for the reasonable value of any services and 
Benefits the Plan provided to Covered Persons, from any or all of 
the following listed below. 

In addition to any subrogation rights and in consideration of the 
coverage provided by this Summary Plan Description, the Plan shall 

To continue reading, go to left column on nextpage. 
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also have an independent right to be reimbursed by Covered 
Persons for the reasonable value of any services and Benefits the 
Plan provides to Covered Persons, from any or all of the following 
listed below. 

Third parties, including any person alleged to have caused a 
Covered Person to suffer injuries or damages. 

Any person or entity who is or may be obligated to provide 
Benefits or payments to a Covered Person, including Benefits or 
payments for underinsured or uninsured motorist protection, 
no-fault or traditional auto insurance, medicaI payment coverage 
(auto, homeowners or otherwise), workers' compensation 
coverage, other insurance carriers or third party administrators. 

Any person or entity who is liable for payment to a Covered e 

Person on any equitable or legal liability theory. 

These third parties and persons or entities are collectively referred to 
as 'Third Parties". 

Covered Persons agree as follows: 

e That a Covered Person will cooperate with the Plan in a timely 
manner in protecting our legal and equitable rights to 
subrogation and reimbursement, including, but not limited to: 

providing any relevant information requested by the Plan, 

e signing and/or delivering such documents as the Plan or its 
agents reasonably request to secure the subrogation and 
reimbursement claim, 

e responding to requests for information about any accident 
or injuries, 

To conrinne reading, go t o  right column on this page. 

e appearing at depositions and in court, and 

obtaining the consent of the Plan or its agents before 
releasing any party from liability or payment of medical 
expenses. 

That failure to cooperate in this manner shall be deemed a 
breach of contract, and may result in the termination of health 
benefits and/or the institution of legal action against a Covered 
Person. 

That the Plan has the sole authority and discretion to resolve all 
disputes regarding the interpretation of the language stated 
herein. 

That no court costs or attorneys' fees may be deducted from the 
Plan's recovery without the Plan's express written consent; any 
so-called "Fund Doctrine" or "Common Fund Docuine" or 
"Attoiney's Fund Doctrineya shall not defeat this right, and the 
Plan is not required to participate in or pay court costs or 
attorneys' fees to the attorney hired by a Covered Person to 
pursue his or her darnage/personal injury claim. 

That regardless of whether a Covered Person have been fully 
compensated or made whole, the Plan may collect from Covered 
Persons the proceeds of any full or partial recovery that a 
Covered Person or his or her legal representative obtain, 
whether in the form of a settlement (either before or after any 
determination of liability) or judgment. The proceeds available 
for collection shall include, but not be limited to any and all 
amounts earmarked as non-economic damage settlement or 
judgment. 

That benefits paid by the Plan may also be considered to be 
benefits advanced. 

To conrinue reading, go to I$ coIutfln on nextpage. 
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That Covered Persons agree that if they receive any payment That the Plan's rights will be considered as the first priority claim 
from any potentially responsible party as a result of an injury or apns t  Third Parties, including tortfeasors for whom Covered 
illness, whether by settlement (either before or after any Persons are seeking recovery, to be paid before any other of the 
determination of liability), or judgment, the Covered Person will Covered Person's claims are paid. 
serve as a constructive trustee over the funds and failure to hold 
such funds in trust will be deemed as a breach of the Covered That the Plan's rights will not be reduced due to the Covered 

Persons duties hereunder. Person's own negligence. 

That Covered Persons or an authorized agent, such as the That the Plan may, at its option, take necessary and appropriate 

Covered Person's attorney, must hold any h d s  received from action to preserve its rights under these subrogation provisions, 

any potentially responsible party that are due and owed to the including tiling suit in the Covered Persons name, which does 

Plan, as stated herein, separately and alone, and failure to hold . not obligate the Plan in any way to pay the Covered Person part 

funds as such will be deemed as a breach of contract, and may of any recovery the Plan might obtain. 

result in the termination of health benefits or the institution of 
legal action against the Covered Person. 

That the Plan shall not be obligated in any way to pursue this 
right independently or on behalf of the Covered Person. 

That the PIan shall be entitled to recover reasonable attorney 
o That if the injury or condition giving rise to subrogation or 

fees from Covered Persons incurred in collecting from the 
Covered Person any funds held by the Covered Person that he reimbursement involves a minor child, this section applies to the 

or she recovered from any Third Party. parents or guardian of the minor child. 

0 That the Plan may set off from any future benefits otherwise 
allowed by the Plan the value of benefits paid or advanced under 
this section to the extent not recovered by the Plan. 

That Covered Persons will neither accept any settlement that 
does not fully compensate or reimburse the Plan without the 
Plan's written approval, nor wiU the Covered Person do anything 
to prejudice the Plan's rights under this section. 

That Covered Persons will assign to the PIan all rights of 
recovery against Third Parties, to the extent of the reasonable 

That if the injury or condition giving rise to subrogation or 
reimbursement involves the wrongful death of a Plan 
beneficiary, this section applies to the personal representative of 
the deceased Plan beneficiary. 

Refund of Overpayments 
If we pay Benefits for expenses incurred on account of a Covered 
Person, that Covered Person, or any other person or organization 
that was paid, must make a refund to us if either of the following 

apply: 
value o i  s;vices and Benefits the Plan provided, plus reasonable 0 All or some of the expenses were not paid by the Covered 
costs of collection. Person or did not legally have to be paid by the Covered Person. 74 P 
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All or some of the payment we made exceeded the Benefits 
under the Plan. 

The refund equals the amount we paid in excess of the amount we 
should have paid under the Plan. If the refund is due from another 
person or organization, the Covered Person agrees to help us get the 
refund when requested. 

If the Covered Person, or any other person or organization that was 
paid, does not promptly refund the full amount, we may reduce the 
amount of any future Benefits that are payable under the Plan. The 
reductions will equal the amount of the required refund. We may 
have other rights in addition to the right to reduce future Benefits. 

Limitation of Action 
You cannot bring any legal action against us or the Claim 
Administrator to recover reimbursement until 90 days after you have 
properly submitted a request for reimbursement as described in 
(Section 5: How to File a Claim) and all required reviews of your 
claim have been completed. If you want to bring a legal action 
against us or the Claims Administrator you must do so within three 
years from the expiration of the time period in which a request for 
reimbursement must be submitted or you lose any rights to bring 
such an action against us or the Claims Administrator. 

You cannot bring any legal action against us or the Claims 
Administrator for any other reason unless you first complete all the 
steps in the appeal process described in this document. After 
completing that process, if you want to bring a legal action against us 
or the Claims Administrator you must do so within three yeas of 
the date you are notified of our final decision on your appeal or you 
lose any rights to bring such an action against us or the Claims 
Administrator. 

To continue reading, go to right column on thispage. To continue readitlg, go to lt$ column on nextpage. 
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Section 10: 
Glossary of Defined 

Terms 

Defmes the terms used throughout this SPD. 

+Alternate FaciI'w- a health care facility that is not a Hospital, or a 
facility that is attached to a Hospital and that is designated by the 
Hospital as an Alternate Facility. This facility provides one or more 
of the following S ~ M C ~ S  on an outpatient basis, as permitted by law: 

Pr~scheduled surgical services. 

Emergency Health Services. 

Pre-scheduled rehabilitative, laboratory or diagnostic services. 

An Alternate Facility may also provide Mental Health Services or 
Substance Abuse Services on an outpatient or inpatient basis. 

bend me^- any attached written description of additional or 
revised provisions or Benefits to the Plan. Amendments are subject 
to a11 conditions, limitations and exclusions of the Plan, except for 
those that are specifically amended. 

To continue reading, go to right c o h n  on this page. 

DeductibIe - the amount you must pay for Covered HeaIth 
Services in a calendar year before we will begin paying for Benefits 
in that calendar year. 

Penefie - your right to payment for Covered Health Services that 
are available under the Plan. Your right to Benefits is subject to the 
terms, conditions, limitations and exclusions of the Plan, including 
this SPD and any applicable Riders and Amendments. 

a program provided by the Claims 
Administrator designed to encourage an efficient system of care for 
Covered Persons by identifpg and addressing possible unmet 
covered health care needs. 

. . C l a i m -  the company, or its affiliate, that provides 
certain claim administration services for the Plan. 

- a physical developmental defect that is 
present at birth, and is identified within the first twelve months of 
birth. 

-- the charge you are required to pay for certain Covered 
Health Services. A Copayment may be either a set dollar amount or 
a percentage of Eligible Expenses. 

- procedures or services that change or 
improve appearance without significantly improving physiological 
function, as determined by Care coordinationSM on our behalf. 

-those health services provided for the 
purpose of preventing, diagnosing or treating a Sickness, Injury, 
Mental Illness, substance abuse, or their symptoms. 

A Covered Health Service is a health care service or supply 
described in (Section 1: What's Covered--Benefits) as a Covered 
Health Service, which is not excluded under (Section 2: What's Not 

To continue reading, go to 1ej column on nextpage. 
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Covered--Exclusions), including Experimental or Investigational including a surviving spouse, if such spouse remains unmarried from 
Services and Unproven Services. the time of the Employee's or Retiree's death. The term child 

includes any of the following: 
Covered Health Services must be provided: 

When the Plan is in effect; 

Prior to the effective date of any of the individual termination 
conditions set forth in this Summary Plan Description; and 

Only when the person who receives services is a Covered Person 
and meets all eligibility requirements specified in the Plan. 

Decisions about whether to cover new technologies, procedures and 
treatments d be consistent with conclusions of prevailing medical 
research, based on well-conducted randomized trials or cohort 

A natural child. 

A stepchild. 

A legally adopted child. 

A child placed for adoption. 

e A Handicapped Child, as described in (Section 8: When 
Coverage Ends). 

o A child for whom legal guardianship has been awarded to the 
Participant or the Participant's spouse. 

studies, as described. The definition of Dependent is subject to the following conditions 

Covered Person - either the Participant or an Enrolled Dependent, 
but this term applies only while the person is enrolled under the 
Plan. References to "you" and "your" throughout this SPD are 
references to a Covered Person. 

Custodial Care - services that: 

Are non-health related services, such as assistance in activities of 
daily living (including but not limited to feeding, dtessing, 
bathing, transferring and ambulating); or 

Are health-related services which do not seek to cure, or which 
are provided during periods when the medical condition of the 
patient who requires the service is not changing; or 

and limitations: 

e A Dependent includes any unmarried Dependent child under 19 
years of age. 

e A Dependent includes an unmarried Dependent child who is 19 
years of age or older, but less than 25 years of age only if you 
furnish evidence upon our request, satisfactory to us, of all the 
following conditions: 

- The child must not be regularly employed on a full-time 
basis. 

. - The child must be a Full-time Student. 

- The child must be primarily Dependent upon the Participant 

Do not require continued administration by trained medical for support and maintenance. 
personnel & order to be delivered safely &d effectively. 

Deoendent- the Participant's legal spouse or an unmarried 
Dependent child of the Participant or the Participant's spouse, 

The Participant must reimburse us for any Benefits that we pay for a 
child at a time when the child did not satisfy these conditions. 

C1 
m !?? 
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A Dependent also includes a child for whom health care coverage is 
required through a 'Qualified Medical Child Support Order' or other 
court or administrative order, including a National Medical Support 
Notice. We are responsible for determining if an order meets the 
criteria of a Qualified Medical Child Support Order or a National 
Medical Support Notice. 

Besimated United Resource Network F'aciu - a Hospital that 
the Claims Administrator names as a Designated United Resource 
Network Facility. A Designated United Resource Network Facility 
has entered into an agreement with the Claims Administrator to 
render Covered Health Services for the treatment of specified 
diseases or conditions. A Designated United Resource Network 
Facility may or may not be located within our geographic area. The 
fact that a Hospital is a Network Hospital does not mean that it is a 
Designated United Resource Network Facility. 

When Covered Health Services are received from Network 
providers, Eligible Expenses are the contracted fee(s) with that 
provider. 

* When Covered Health Services are received from non-Network 
providers, unless you receive services as a result of an 
Emergency, Eligible Expenses are determined at the Claims 
Administrator's discretion by either (1) calculating Eligible 
Expenses based on available data resources of competitive ,fees ' 

in that geographic area, or (2) applying the negotiated rates 
agreed to by the non-Network provider and either the Claims 
Administrator or one of its vendors, affiliates or subcontractors. 

W b l e  Expenses are determined solely in accordance with the 
Claim Administrator's reimbursement policy gwdelines. The 
reimbursement policy guidelines are developed, in the Claim 
Administrator's discretion, following evaluation and validation of all 

+Durable M e d i c a l E a u m -  medical equipment that is all of the provider billings in accordance with-one or more of the following 

following: methodologies: 

e Can withstand repeated use. 

Is not disposable. 

Is used to serve a medical purpose with respect to treatment of a 
Sickness, Injury or their symptoms. 

Is generally not useful to a person in the absence of a Sickness, 
Injury or their symptoms. 

* Is appropriate for use in the home. 

Fli~ible menseg  - the amount we will pay for Covered Health 
S e ~ c e s ,  incurred while the Plan is in effect, which are determined as 
stated below: 

Eligible Expenses are based on either of the following: 

To continae reading, go to right column on this page. 

e As indicated in the most recent edition of the Current 
Procedural Terminology (CPT), a publication of the American 
Medical Association. 

As reported by generally recognized professionals or 
publications. 

As used for Medicare. 

e As determined by medical staff and outside medical consultants 
pursuant to other'appropriate source or determination that the 
Claims Administrator accepts. 

Pers~n - a regular full-time Employee of the Plan Sponsor 
who is scheduled to work at his or her job at least 20 hours per week 
or otherwise considered by the Plan Sponsor to be an Employee for 

To continue reading, go to i$ coimn on nextpage. 

United Healthcare Out of Area Plan for Cinergy Corp. - 01/01/04 
70 (Section 10: Glossary of Detined Tem) 



Plan coverage purposes; or a person who retires while covered under 
the Plan. 

,?Zmer~nc_v- a serious medical condition or symptom resulting 
from Injury, Sickness or Mental Illness which is both of the 
following: 

0 Arises suddenly. 

0 In the judgment of a reasonable person, requkes immediate care 
and treatment, generally received within 24 hours of onset, to 
avoid jeopardy to life or health. 

E;merzencv Health S e ~ k e s  - health care services and supplies 
necessary for the treatment of an Emergency. 

&7m-do-vee - an Eligible Person who is properly enrolled under the 
Plan. The Employee is the person (who is not a Dependent) on 
whose behalf the Plan is established. 

EnroUed Denendent - a Dependent who is properly enrolled under 
the Plan. 

Eqerimental or Invesb.Panona/ S . . erviceg - medical, surgical, 
diagnostic, psychiatric, substance abuse or other health care services, 
technologies, supplies, treatments, procedures, drug therapies or 
devices that, at the time we make a determination regarding coverage 
in a particular case, are determined to be any of the following: 

Not approved by the U.S. Food and Drug Administration 
Q3lA) to be lawfully marketed for the proposed use and not 
identified in the American Hos~ital Formulam Service or the 
United States Pharmaco~oeia Dis~ensing Information as 
appropriate for the proposed use. 

Subject to review and approval by any institutionat review board 
for the proposed use. 

To continue readin& go to right column on this page. 

The subject of an ongoing clinical trial that meets the definition 
of a Phase 1,2 or 3 clinical trial set forth in the FDA regulations, 
regardless of whether the trial is actually subject to FDA 
oversight. 

If you have a life-threatening Sickness or condition (one which is 
likely to cause death within one year of the request for treatment) we 
may, in our discretion, determine that an Experimental or 
Investigational Service meets the definition of a Covered Heal9 
Service for that Sickness or condition. For this to take place, we 
must determine that the procedure or treatment is promising, but 
unproven, and that the service uses a specific research protocol that 
meets standards equivalent to those dehned by the National 
Institutes of Health. 

Full-time Student- a person who is enrolled in and attending, full- 
time, a recognized course of study or training at one of the 
following: 

An accredited high school. 

* An accredited college or university. 

A licensed vocational school, technical school, beautician school 
automotive school or similar training school. 

Full-time Student status is determined in accordance with the 
standards set forth by the educational institution. You are no longer 
a Full-time Student at the end of the calendar month you graduate or 
otherwise cease to be enrolled and in attendance at the institution on 
a full-time basis. 

You continue to be a Full-time Student during periods of regular 
vacation established by the institution. If you do not continue as a 
Full-time Student immediately following the period of vacation, the 
Full-time Student designation will end as described above. 

To continue reading, go to lt$ column on nextpage. 
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Home Health A P - r -  - - a program or organization authorized by 
law to provide health care services in the home. 

Hos_~ital- an institution, operated as requited by law, that is both of 
the following: 

IS primarily engaged in providing health services, on an inpatient 
basis, for the acute care and treatment of injured or sick 
individuals. Care is provided through medical, diagnostic and 
surgical facilities, by or under the supervision of a staff of 
Physicians. 

e Has 24 hour nursing services. 

A Hospital is not primarily a place for rest, Custodial Care or care of 
the aged and is not a nursing home, convalescent home or similar 
institution. 

. . ma1 Enrollment P e d -  the initial period of time, as 
determined by the Plan Administrator, during which Eligible 
Persons may enroll themselves and their Dependents under the Plan. 

d~iury- bodily damage other than Sickness, including all related 
conditions and recurrent symptoms. 

In~aa'ent Rehabiliration Facilig- a Hospital (or a special unit of 
a Hospital that is designated as an Inpatient Rehabilitation Facility) 
that provides rehabilitation health s e ~ c e s  @hysical therapy, 
occupational therapy and/or speech therapy) on an inpatient basis, 
as authorized by law. 

Jn~aaent Stay- an uninterrupted confinement, following formal 
admission to a Hospital, Skilled Nursing Facility or Inpatient 
Rehabilitation Facility. 

- the maximum amount that we will pay 
for Benefits during the entire petjod of time that you are enrolled 
under the Plan, or any other Plan of the Plan Sponsor. When the 
Maximum Plan Benefit applies, it is described in (Section 1: What's 
Covered--Benefits). 

Medicare - Parts A, B, and C of the insurance program established 
by Title XVIII, United States Social Security Act, as amended by 
42 U.S.C. Sections 1394, et seq. and as later amended. 

tal&alth SemMceg - Covered Health Services for the 
diagnosis and treatment of Mental Illnesses. The fact that a 
condition is listed in the current Diagnostic and Statistical Manual of 
the American Psychiatric Association does not mean that treatment 
for the condition is a Covered Health Service. 

Hewsubstance Abuse D e a  - the organization or 
individual, designated by us, that provides or arranges Mental Health 
Services and Substance Abuse Services for which Benefits are 
available under the PIan. 

M;encalZIInes~ - those mental health or psychiattic diagnostic 
categories that are listed in the current Diagnostic and Statistical 
Manual of the American Psychiauic Association, unless those 
services are specifically excluded under the Plan. 

perno&- when used to describe a provider of health care services, 
this means a provider that has a participation agreement in effect 
with the Claims Administrator or an af£iliate (directly or through one 
or more other organizations) to provide Covered Health Services to 
Covered Persons. 

A provider may enter into an agreement to provide only certain 
Covered Health Services, but not all Covered Health Services, or to 
be a Network provider for only some of o w  products. In this case, 0 

x 
Y O  
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the provider will be a Network provider for the Health Services and 
products included in the participation agreement, and a non- 
Network provider for other Health Services and products. The 
participation status of providers will change from time to time. 

Network Bene6;rs - Benefits for Covered Health Services that are 
provided by a Network Physician or other Network provider. 

EnrollmentPe&d- a period of time that follows the Initial 
Enrollment Period during which Eligible Persons may enroll 
themselves and Dependents under the Plan. The Plan Administrator 
will determine the period of time that is the Open Enrollment 
Period. 

- - Out ofpocket Maximum - the maximum amount you pay out-of- 
pocket every calendar year after the Annual Deductible is met. If you 
use both Network Benefits and Non-Network Benefits, two separate 
Out-of-Pocket Maximums apply. Depending on the geographic area 
and the service you receive, you may have access to non-Network 
providers who have agreed to discount their charges for Covered 
Health Services. If you receive Covered Health Services from these 
providers, your Coinsurance for Non-Network Benefits will remain 
the same, however the total amount that you owe may be less than if 
you received services from other non-Network providers because 
the Eligible Expenses may be a lesser amount. 

Once you reach the Out-of-Pocket Maximum, Benefits for those 
Covered Health Services that apply to the Out-of-Pocket Maximum 
are payable at 100% of Eligible Expenses during the rest of that 
calendar year. 

The following costs will never apply to the Out-of-Pocket 
Maximum: 

* Any charges for non-Covered Health Services. 

To contime reading go to right column on this page. 
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Copayments for Covered Health Services available by an 
optional Rider. 

Any Copayments for Covered Health Services in (Section 1: 
What's Covered--Benefits) that do not apply to the Out-of- 
Pocket Maximum. 

The amount of any reduced Benefits if you don't notify Care 
coordinationSM as described in (Section 1: What's Covered-- 
Benefits) under the Murt You Noh2 Care Coorditlation'M! column. 

Charges that exceed Eligible Expenses. 

Any amounts applied towards meeting yout Annual Deductible. 

Even when the Out-of-Pocket Maximum has been reached, the 
following will not be paid at 100%: 

Any charges for non-Covered Health Services. 

o The amount of any reduced Benefits if you don't notify Care 
coordinationSM as described in (Section 1: What's Covered-- 

, Benefits) under the Must You Noh$~ Care ~oordinatiod'~? column. 

Charges that exceed Eligible Expenses. 

e- an Eligible Person who is properly enrolled under the 
Plan. The Participant is the person (who is not a Dependent) on 
whose behalf the Plan is established. 

P h v s i a  - any Doctor of Medicine, "M.D.", or Doctor of 
Osteopathy, "D.O.", who is properly licensed and qualified by law. 

Please Note: Any podiatrist, dentist, psychologist, chiropractor, 
optometrist, or other provider who acts within the scope of his or 
her license will be considered on the same basis as a Physician. The 
fact that we describe a provider as a Physician does not mean that 

CI 
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Benefits for services from that provider are available to you under 
the Plan. 

& - United HealthCare Out of Area Plan for Cinergy Corp. 
Health Benefit Plan. 

plan Administrator- is the Cinergy Corp. or its designee as that 
term is defined under ERISA. 

Plan   on so^- Cinergy Corp.. References to "we", "us", and "ow" 
throughout the SPD refer to the Plan Sponsor. 

Breynancv- includes all of the following: 

Prenatal care. 

0 Postnatal care. 

0 Childbirth. 

Any complications associated with Pregnancy. 

Retiree - any person who retires from Cinergy and is determined 
and approved by the Plan Sponsor to be eligible to receive coverage 
under the Plan as a Retiree. 

,Ridec- any attached written description of additional Covered 
Health Services not described in this SPD. Riders are subject to all 
conditions, limitations and exclusions of the Plan except for those 
that are spedficatly amended in the Rider. 

. . I-orrvate Room - a room with two or more beds. When an 
Inpatient Stay in a Semi-private Room is a Covered Health Service, 
the difference in cost between a Semi-private Room and a private 
room is a Benefit only when a private room is necessary in terms of 
generally accepted medical practice, or when a Semi-private Room is 
not available. 

To contin~e reading, go to night column on thhpage. 

$icfmese - physical illness, disease or Pregnancy. The term Sickness 
as used in this SPD does not include Mental Illness or substance 
abuse, regardless of the cause or origin of the Mental Illness or 
substance abuse. 

Skilled Numi-- a Hospital or nursing facility that is 
licensed and operated as required by law. 

- detection or correction (by manual or 
mechanical means) of subluxation(s) in the body to remove nerve 
interference or its effects. The interference must be the result of, or 
related to, distortion, misalignment or subluxation of, or in, the 
vertebral column. 

9ubstance Abuse S e a  - Covered Health Services for the 
diagnosis and treatment of alcoholism and substance abuse disorders 
that are listed in the current Diagnostic and Statistical Manual of the 
American Psychiatric Association, unless those services are 
specifically excluded. The fact that a disorder is listed in the 
Diagnostic and Statistical Manual of the American Psychiatric 
Association does not mean that treatment of the disorder is a 
Covered Health Service. 

ynoroven Semites - services that are not consistent with 
conclusions of prevailing medical research which demonstrate that 
the health service has a beneficial effect on health outcomes and that 
are not based on trials that meet either of the following designs. 

e Well-conducted randomized controlled trials. (Two or more 
treatments are compared to each other, and the patient is not 
allowed to choose which treatment is'received.) 

Well-conducted cohort studies. patients who receive study 
treatment are compared to a group of patients who receive 
standard therapy. The comparison group must be nearly identical 
to the study treatment group.) 

To continue reading, go to lej2 column on nextpage. 
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Decisions about whether to cover new technologies, procedures and 
treatments will be consistent with conclusions of prevailing medical 
research, based on well-conducted randomized trials or cohort 
studies, as described. 

If you have a life-threatening Sickness or condition (one that is likely 
to cause death within one year of the request for treatment) we and 
the Claims Administrator may, in our discretion, determine that an 
Unproven Service meets the definition of a Covered Health Service 
for that Sickness or condition. For this to take.place, we and the 
Claims Administrator must determine that the procedure or 
treatment is promising, but unproven, and that the service uses a 
specific research protocol that meets standards equivalent to those 
dehned by the National Institutes of Health. 

w e n t  Care Centez- a facility, other than a Hospital, that provides 
Covered Health Services that are required to prevent serious 
deterio'ration of your health, and that are required as a result of an 
unforeseen Sickness, Injury, or the onset of acute or severe 
syrnp toms. 

0 
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Attachment 

Women's Health and Cancer Rights Act 
of 1998 
As required by the Women's Health and Cancer Rights Act of 1998, 
we provide Benefits under the Plan for mastectomy, including 
reconstruction and surgery to achieve symmetry between the breasts, 
prostheses, and complications resulting from a mastectomy 
(including lymphedema). 

Statement of Rights under the Newborns' 
and Mothers' Health Protection Act 
Group health Plans and health insurance issuers generally may not, 
under Federal law, restrict Benefits for any Hospital length of stay in 
connection with childbirth for the mother or newborn child to less 
than 48 hours following a vaginal delivery, or less than 96 hours 
following a cesarean section. However, Federal law generally does 
not prohibit the mother's or newborn's attending provider, after 
consulting with the mother, from discharging the mother or her 
newborn earlier than 48 hours (or 96 hours as applicable). In any 
case, Plans and issuers may not, under Federal law, require than a 
provider obtain authorization from the Plan or the insurance issuer 
for prescribing a length of stay not in excess of 48 hours (or 96 
hours). 

If you are receiving Benefits in connection with a mastectomy, 
Benefits are also provided for the following Covered Health 
Services, as you determine appropriate with your attending 
Physician: 

All stages of reconstruction of the breast on which the 
mastectomy was performed; 

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

Prostheses and treatment of physical complications of the 
mastectomy, including lymphedema. 

The amount you must pay for such Covered Health Services 
( inc~u&~ Copayments and any Annual Deductible) are the same as 
are required for any other Covered Health Service. Limitations on 
Benefits are the same as for any other Covered Health Service. 

k- 
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Attachment 
I1 

Summary Plan Description 

Name of Plan: Cinergy Corp. Health & Welfare Benefits Plan, as it 
relates to the United HealthCare Out of Area Plan for Cinergy Corp; 
Group Number 239203 

Name, Address and Telephone Number of Plan Sponsor and 
Named Fiduciary: 

Cinergy Corp. 
139 East Fourth Street 
Cincinnati, OH 45202 
(513) 287-3333 

The Plan Sponsor retains all fiduciary responsibilities with respect to 
the Plan except to the extent the Plan Sponsor has delegated or 
allocated to other persons or entities one or more fiduciary 
responsibility with respect to the Plan. 

Employer Identification Number (EIN): 31-1385023 

IRS Plan Number: 506 

Effective Date of Plan: January 1,2004 

Type of Plan: Self-insured health and welfare benefits plan, 
offering group health plan benefits to Employees, Retirees and their 
Dependents 

Name, Business address, and Business Telephone Number of 
Plan Administrator: 

Cinergy Corp. 
139 East Fourth Street 
Cincinnati, OH 45202 
(513) 287-3333 

Claims Administrator: The following entity provides certain 
administrative services for the Plan. 

United HealthCare Insurance Company 
450 Columbus Blvd. 

, Hartford, CT 061 15-0450 

Type of Administration of the Plan: The Plan Sponsor provides 
certain administrative services in connection with its Plan. The Plan 
Sponsor may, &om time to time in its sole discretion, contract with 
outside parties to arrange for the provision of other administrative 
services including arrangement of access to a Network Provider; 
claims processing services, including coordination of Benefits and 
subrogation; utilization management and complaint resolution 
assistance. This external administrator is referred to as the Claims 
Administrator. The Plan Sponsor also has selected a Provider 
Network established by United HealthCare Insurance Company. 
The named fiduciary of Plan is Cinergy Corporation, the Plan 
Sponsor. 

u * z  rn 'cn 
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Person designated as agent for service of legal process: 
Service of process may also be made upon the Plan Administrator. 

Source of contributions under the Plan: There are no 
contributions to the Plan. All Benefits under the Plan are paid from 
the general assets of the Plan Sponsor. Any requited Participant 
contributions are used to partidy reimburse the Plan Sponsor for 
Benefits under the Plan. 

Method of calculating the amount of contribution: Participant- 
required contributions to the Plan Sponsor are the Participant's 
share of costs as determined by Plan Sponsor. From time to time, 
the Plan Sponsor will determine the required Participant 
contributions for reimbursement to the Plan Sponsor and disttibute 
a schedule of such required contributions to Participants. 

Date of the end of the year for purposes of maintaining Plan's 
fiscal records: Plan year shall be a twelve month period ending 
December 31. 

Determinations of Qualified Medical Child Support Orders. 

The Plan's procedures for handling qualified medical child support 
orders are available without charge upon request to the Plan 
Administrator. 

Although the Plan Sponsor currently intends to continue the 
Benefits provided by this Plan, the Plan Sponsor reserves the right, 
at any time and for any reason or no reason at all, to change, amend, 
interpret, modify, withdraw or add Benefits or terminate this Plan or 
this Summary Plan Description, in whole or in part and in its sole 
discretion, without prior notice to or approval by Plan participants 
and their beneficiaries. Any change or Amendment to or termination 

To continue reading, go to night column on this page. 
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of the Plan, its Benefits or its terms and condition, in whole or in 
part, shall be made solely in a written Amendment (in the case of a 
change or Amendment) or in a written resolution (in the case of 
termination), whether prospective or retroactive, to the Plan. The 
Amendment or resolution is effective only when approved by the 
body or person to whom such authority is formally granted by the 
terms of the Plan. No person or entity has any authority to make any 
oral changes or Amendments to the Plan. 

Benefits under the Plan are furnished in accordance with the Plan 
Description issued by the Plan Sponsor, including this Summary 
Plan Description. 

Participant's rights under the Employee Retirement Income Security 
Act of 1974 (ERISA) and the procedures to be followed in regard to 
denied claims or other complaints relating to the Plan are set forth in 
the body of this Summary Plan Description. 

Statement of Employee Retirement 
Income Security Act of 1974 (ERISA) 
Rights 

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

Receive Information About Your Plan and Benefits 

Examine, without charge, at the Plan ~ddYrustrator's office and at 
other specified locations, such as worksites and union halls, all 
documents governing the Plan, including insurance contracts and 
collective bargaining agreements, and a copy of the latest annual 

0 
report (Form 5500 Series) filed by the Plan with the U.S. s E 
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Department of Labor and available at the Public Disclosure Room coverage. You should know that, currently, the Plan does not 
of the Pension and Welfare Benefit Administration. impose any pre-existing condition h t a t ions  or exclusions. 

Obtain, upon written request to the Plan Administrator, copies of 
documents governing the operation of the Plan, including insurance 
contracts and collective bargaining agreements, and copies of the 
latest annual report (Form 5500 Series) and updated Summary Plan 
Description. The Plan Administrator may make a reasonable charge 
for the copies. 

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

Continue Group Health Plan Coverage 

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

Reduction or elimination of exclusionary periods of coverage for 
preexisting conditions under your group health Plan, if you have 
creditable coverage fiom another group health Plan. In addition, if 
your Plan coverage ceases, you have the right to be provided a 
certificate of creditable coverage, free of charge, from the Plan, as 
well as any other group health plan or health insurance issuer when 
you become entitled to elect COBRA continuation coverage, when 
your COBRA continuation coverage ceases, if you request it before 
losing coverage, or if you request it up to 24 months after losing 
coverage. Without evidence of creditable coverage, you may be 
subject to a preexisting condition exclusion for 12 months (18 
months for late enrollees) after your enrollment date in your 

To continae reading, go to night coolmn on this page. 

Prudent Actions by Plan Fiduciaries 

In addition to creating rights for Plan participants, ERISA imposes 
duties upon the people who are responsible for the operation of the 
Plan. The people who operate your Plan, called "fiduciaries" of the 
Plan, have a duty to do so prudently and in the interest of you and 
other Plan participants and beneficiaries. No one, includulg your 
employer, your union, or any other person may fire you or otherwise 
discriminate against you in any way to prevent you fiom obtaining a 
welfare benefit or exercising your rights under ERISA. 

Enforce Your Rights 

If your claim for a welfare benefit is denied or ignored, in whole or 
in part, you have a right to know why this was done, to obtain copies 
of documents relating to the decision without charge, and to appeal 
any denial, all within certain time schedules. Under ERISA, there are 
steps you can take to enforce the above rights. For instance, if you 
request a copy of Plan documents or the latest annual report fiom 
'the Plan and do not receive them within 30 days, you may file suit in 
a Federal court. In such a case, the court may require the Plan 
Administrator to provide the materials and pay you up to $1 10 a day 
until you receive the materials, unless the materials were not sent 
because of reasons beyond the control of the Plan Administrator. If 
you have a claim for Benefits which is denied or ignored, in whole or 
in part, you may file suit in a state or Federal court. In addition, if 
you disagree with the Plan's decision or lack thereof concerning the 
qualified status of a domestic relations order or a medical child 
support order, you may file suit in Federal court after all required 
reviews of your claim have been completed. If it should happen that 
Plan fiduciaries misuse the Plan's money, or if you are discriminated 
against for asserting your rights, you may seek assistance from the 
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U.S. Department of Labor, or you may fde suit in a Federal court. 
The court will decide who should pay court costs and legal fees. If 
you are successful the court may order the person you have sued to 
pay these costs and fees. If you lose, the court may order you to pay 
these costs and fees, for example, if it finds your claim is frivolous. 

Assistance with Your Questions 

If you have any questions about your Plan, you should contact the 
Plan Administrator. If you have any questions about this statement 
or about your rights under ERISA, or if you need assistance in 
obtaining documents from the Plan Administrator, you should 
contact the nearest office of the Pension and WeIfare Benefits 
Administration, United States Department of Labor listed in your 
telephone directory or the Division of Technical Assistance and 
Inquiries, Pension and Welfare Benefits Administration, U.S. 
Department of Labor, 200 Constitution Avenue, N.W., Washington, 
D.C. 20210. You may also obtain certain publications about your 
rights and responsibilities under ERISA by calling the publication 
hotline of the Pension and Welfare Benefits Administration. 
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